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FOREWORD 


This  document  constitutes  both  a comprehensive  plan  for  action  to  combat 
mental  retardation  in  Pennsylvania  and  a final  report  on  nearly  two  years  of 
statewide  effort  spent  to  develop  the  plan. 

It  is  intended  as  a basis  for  further  professional  planning,  and  for 
legislative  and  official  decisions.  A popular  version  of  the  plan  is  projected. 

In  compliance  with  guidelines  developed  under  Public  Law  88-156,  the  plan 
includes  a description  of  needs  and  resources  and  recommendations  for  an  adminis- 
trative structure  to  bring  the  resources  to  the  needs. 

The  administrative  structure  is  spelled  out  in  Chapter  III.  Needs  and 
resources  are  assessed  from  a statewide  viewpoint  in  Chapter  VII  and  Appendix  1, 
and  from  a region-by-region  viewpoint  in  Chapter  VIII  and  Appendix  2.  These 
include  consideration  of  specific  services. 

General  characteristics  of  the  state  are  described  in  a separate 
document,  the  Pennsylvania  Mental  Retardation  Facilities  Construction  Program. 

The  method  of  study  and  development  of  public  awareness  are  described 
in  Chapter  II.  Participants  in  the  planning  process  are  named  in  the  Appendix. 

Legislative  recommendations  are  spelled  out  in  Chapter  VI  and  financing 
in  Chapter  V. 

A summary  of  the  plan,  including  broad  priorities,  appears  as  Chapter  I. 

This  project  was  supported  in  part  by  a mental  retardation  planning 
grant  awarded  by  the  Public  Health  Service,  Department  of  Health,  Education 
and  Welfare. 
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INTRODUCTION 


By  the  best  estimates  available,  there  are  350,000  mentally  retarded 
citizens  of  Pennsylvania,  and  75,000  receive  some  form  of  service  from  public  or 
private  sources. 

What  is  happening  to  the  other  275,000?  and  do  the  75,000  receive  all 
the  services  they  need? 

Were  the  answers  to  these  practical  questions  known,  and  acceptable  to 
society's  conscience,  there  would  be  no  need  for  a comprehensive  mental  retar- 
dation plan.  But  the  answers  are  not  really  known,  and  the  facts  that  are  known 
are  not  being  put  to  effective  use.  And  there  are  other  questions,  some  more 
fundamental,  to  be  explored. 

Who  are  the  nentally  retarded,  and  how  can  we  know  them?  What  are  their 
unique  problems  and  their  needs?  How  can  ordinary  citizens  help  these  victims 
of  a terrible  accident?  What  should  our  communities  do?  our  local  government, 
our  Commonwealth,  the  federal  government? 

There  are  no  simple  answers.  There  is  no  simple,  satisfactory  definition, 
even,  for  nental  retardation. 


Who  are  the  mentally  retarded? 

The  mentally  retarded  have  been  with  us  always,  by  many  different  names 
and  in  many  different  social  roles.  Their  historical  plight  has  been  summed  up 
eloquently  by  the  Task  Force  on  Education  and  Rehabilitation  of  the  President's 
Panel  on  Mental  Retardation: 

The  retarded  have  passed  through  a social  and  educational 
evolution,  during  which  they  have  been  viewed  in  termis  of 
wonderment,  fear,  superstition,  divine  retribution,  or  treated 
as  madmen.  They  have  experienced  love,  tolerance,  compassion, 
neglect,  buffoonery,  rejection,  abandonment  and  extermination. 

The  retarded  have  been  victimized  and  exploited,  but  they  also 
have  been  the  object  of  earnest  educational  and  scientific 
curiosity,  of  custodial  isolationism  and  finally,  of  growing 
community  interest,  acceptance  and  integration. 

In  a pragmatic  sense,  mental  retardation  is  relative  to  time  and  place; 
the  mentally  retarded  are  those  who  cannot  keep  up  with  the  need  in  a literate, 
complex  society  to  learn,  to  reason,  to  articulate.  Put  slightly  differently, 
the  mentally  retarded  are  those  who,  by  reason  of  intellectual  impairment  of 
some  kind,  need  help  to  meet  the  demands  of  daily  life. 

liThile  these  "definitions"  of  the  mentally  retarded  may  have  some  value 
in  community  planning,  neither  is  very  satisfying.  A fully  satisfactory 
definition  of  mental  retardation  is  elusive  by  nature, 

"Mental  retardation  is  not  a disease  but  a condition,"  one  authority 
has  written.  "A  general  definition  must  describe  all  those  manifestations  of 
the  condition  which  pertain  to  all  cases.  It  must  encompass  many  factors  and 
gradati ons . . .We  then  need  a multidimensional  definition.  Likewise,  in  defining 
mental  deficiency,  one  must  take  into  account  overlapping  medical,  social, 
psychological,  economic,  physical  and  educational  factors." 
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In  Pennsylvania,  planners  for  the  mentally  retarded  have  relied 
heavily  on  a definition  proposed  by  the  American  Association  on  Mental 
Def ic iency : 

Mental  retardation  refers  to  subaverage  general 
intellectual  functioning  which  originates  during  the 
developmental  period  and  is  associated  with  impairment 
in  adaptive  behavior. 

Even  this  definition  suffers  from  its  very  simplicity.  What  constitutes 
"subaverage  general  intellectual  functioning?"  What,  for  that  matter,  is  the 
average?  Is  it  determined  by  an  10  test?  Such  tests  have  not  always  been  very 
helpful  in  identifying  retarded  individuals. 

It  bears  emphasizing  that  to  recognize  true  mental  retardation  requires 
knowledge  of  an  individual's  ability  to  function  in  various  circumstances,  and 
an  estimate  of  his  potential  for  normal  community  living.  The  retarded  indi- 
vidual's characteristics  always  will  have  to  be  specified  in  terms  of  the 
etiology  and  degree  of  retardation,  the  presence  of  associated  physical  or 
emotional  disorders  and  the  chances  for  habilitation. 


How  great  is  the  problem  in  Pennsylvania? 

Mental  retardation  afflicts  twice  as  many  individuals  as  blindness, 
poliomyelitis,  cerebral  palsy  and  rheumatic  heart  disease  combined.  Only  four 
disabling  conditions  --  mental  illness,  heart  disease,  arthritis  and  cancer  -- 
are  more  prevalent;  and  they  usually  strike  late  in  life,  while  mental  re- 
tardation strikes  early. 

The  President's  Panel  estimated  that  three  Americans  in  every  hundred 
are  mentally  retarded  to  some  degree.  By  this  measure,  Pennsylvania  has 
350,000  mentally  retarded  citizens,  with  widely  varing  disabilities. 

Probably  no  more  than  one  retarded  individual  in  20  is  so  seriously 
disabled  that  he  needs  permanent  institutional  care.  The  State  Schools  and 
Hospitals,  the  backbone  of  residential  care  for  the  mentally  retarded  in 
Pennsylvania,  have  had  to  expand  their  patient  rolls  and  budgets  rapidly  in 
recent  years,  and  today  care  for  a population  of  14,000  individuals  at  an 
annual  cost  of  nearly  $23  million.  About  3500  individuals  are  on  the  growing 
waiting  lists  for  admission  to  these  institutions. 

The  great  majority  of  retarded  individuals  remain  in  their  communities, 
but  often  need  services  there.  More  than  46,000  school-age  retarded  children 
are  enrolled  in  special  classes  in  Pennsylvania's  public  school  systems,  at  a 
cost  of  $28  million  or  $606  per  pupil  annually.  (The  comparable  cost  for  normal 
children  is  $425.)  Enrollments  in  these  special  education  programs  have  nearly 
tripled  since  1954;  in  the  secondary  schools,  they  have  increased  nearly  10 
times.  Beyond  school,  nearly  2000  retarded  individuals  last  year  were  in  train- 
ing in  sheltered  workshops  supported  in  part  by  $1  million  in  subsidies  from  the 
Bureau  of  Vocational  Rehabilitation. 

No  one  knows  how  much  is  spent  in  Pennsylvania  for  all  services  to  the 

mentally  retarded  each  year;  a reasonable  estimate  is  $70  million.  Inevitably, 

the  amount  will  increase.  The  growth  of  Pennsylvania's  population  can  be 

expected  to  increase  the  number  of  retarded  citizens  to  370,000  by  1970.  The 

cost  of  each  service  is  rising  also;  daily  spending  for  care  in  the  State  Schools 

and  Hospitals  has  climbed  from  $2.23  per  patient  to  $5.64  in  the  last  12  years, 

and  will  continue  to  climb.  Finally,  costs  will  increase  as  services  are 

extended  to  a greater  proportion  of  the  mentally  retarded  for  a greater  part  of 

their  lives.  ° ^ j & t- 
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No  one,  in  the  last  analysis,  can  measure  the  other  dimension  of  the  mental 
retardation  problem- -the  loss  of  personal  dignity  and  human  growth  that  results 
from  failure  to  develop  a retarded  individual's  resources.  But  there  is  little 
doubt  that  this  cost  is  so  high  it  cannot  be  ignored  by  any  thinking  citizen. 

The  basis  for  planning  in  Pennsylvania 

Faced  with  these  unanswered  questions  and  these  visible  but  unmeasure-^ 
problems,  Pennsylvania  has  undertaken  to  seek  answers  and  plan  solutions.  Its 
official  purpose  in  planning  is  fourfold: 

1.  The  determination  of  what  action  is  needed  to  combat  mental 
retardation.  This  will  involve  an  inventory  and  evaluation  of  public 
and  private  resources  for  prevention,  treatment  and  amelioration  of 
mental  retardation,  and  the  identification  of  mentally  retarded  persons 
to  determine  the  type  and  kind  of  services  not  now  available. 

2.  The  promotion  of  a public  awareness  and  education  program  to 
develop  an  understanding  of  and  concern  for  the  lifespan  of  problems  of 
mentally  retarded  persons  and  their  families,  and  the  need  for  combating 
mental  retardation. 

3.  The  development  of  an  integrated  and  coordinated  state  and 
community  based  activity  program  which  will  relate  to  all  aspects  of 
mental  retardation  including  its  prevention,  treatment  or  amelioration. 

4.  The  planning  for,  promotion  and  support  of  all  other  activities 
leading  to  the  improvement  of  services  to  the  mentally  retarded,  and  the 
extension  of  comprehensive  state  and  community  action  to  combat  mental 
retardation. 

Stated  briefly,  the  purposes  are  to  create  guidelines  for  action  and  to 
build  public  support  for  a stepped-up  flight  against  retardation;  to  tie  up  the 
loose  ends  in  existing  services  to  the  retarded,  and  to  improve  and  extend  them. 
Clearly,  such  a broad  program  demands  a highly  developed  base  of  support;  to 
help  supply  such  a base,  four  major  goals  were  set  for  the  planning  process  itself: 

1.  The  involvement  of  all  agencies  and  levels  of  government  related 
to  mental  retardation  problems  in  the  planning  process  throughout  the  entire 
planning  process  in  such  a way  as  to  insure  an  active  continued  partici- 
pation during  future  planning,  and  in  the  implementation  of  such  plans. 

2.  The  widespread  involvement  of  as  many  citizens  as  possible  through- 
out the  entire  planning  process  to  create  an  informed  responsible 
citizenry  that  not  only  has  been  involved  in  development  of  the  plan,  but 
will  continue  to  be  involved  in  its  implementation, 

3.  The  involvement  of  all  related  professional  and  technical  groups 
in  the  development  and  implementation  of  the  plan. 

4.  To  initiate  action  at  the  state  level  for  provision  of  a 
permanent  staff  responsible  for  program  planning  and  implementation  of 
state  coordinated  and  integrated  programs  concerned  with  the  prevention, 
treatment  and  amelioration  of  mental  retardation. 

More  succinctly,  the  goals  were  to  enlist  every  relevant  agency  and 
professional  group  and  as  many  citizens  as  possible  to  work  on  the  plan,  to 
stimulate  their  interest  and  assure  their  future  help  in  its  implementation;  and 
to  lay  groundwork  for  permanent  planning  for  mental  retardation  within  the  state 
government. 

The  two  sets  of  goals  formed  the  basis  for  federal  financial  support  of 
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planning  in  Pennsylvania.  Therefore,  they  have  been  regarded  as  a contract, 
which  the  Commonwealth  has  tried  scrupulously  to  fulfill.  The  test  of  the 
plan  is  the  degree  to  which  these  goals  have  been  met. 

A great  many  data  are  brought  together  in  the  plan.  They  inclu'^e  an 
inventory  of  mental  retardation  facilities,  an  evaluation  of  earlier  planning, 
the  testimony  of  professional  and  citizen  groups  on  needs  and  services  in  mental 
retardation,  demographic  data  by  regions  of  the  state,  socio-economic  data  by 
counties,  surveys  of  available  and  needed  manpower  and  of  existing  and  needed 
services.  These  data  and  the  reports  of  14  Task  Forces  and  eight  Regional 
Committees,  constitute  a unique  and  historic  body  of  information  about  mental 
retardation  in  Pennsylvania. 

The  broad  focus  of  the  plan,  and  its  enrollment  of  a large  group  of 
volunteers  and  consultants  to  develop  it,  have  set  limits  for  it.  There  has 
been  insufficient  time  and  staff  for  intensive  studies  of  specific  problems, 
although  some  special  attention  has  been  given  the  waiting  lists  of  the  State 
Schools  and  Hospitals. 

The  plan  does  not  purport  to  detail  the  sites  for  fiscal  bases  of 
specific  facilities,  which  will  be  determined  locally  in  any  case.  Rather, 
it  sets  a framework  and  goals,  expecting  that  planning  will  continue.  Such 
a firm,  yet  flexible,  basis  for  action  should  serve  well  the  needs  of  the 
mentally  retarded  in  Pennsylvania  tomorrow  and  beyond. 
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CIL^PTER  I 


SUMMARY 


The  third  movement:  A comprehensive  plan 


Public  programs  for  the  mentally  retarded  are  largely  a development  of 
the  last  centurj'',  created  in  two  great  movements  of  humanitarian  history. 

At  the  outset,  "feeble-minded''  citizens  of  Pennsylvania  had  three 
possible  futures.  They  perished  in  infancy,  or  they  survived  in  the  protective 
framework  of  the  family,  or  they  were  consigned  to  a general  group  of  mentally 
disabled  and  housed  at  public  expense  in  prisons  or  asylums. 

The  first  movement  toward  modem  mental  retardation  programs  was  the 
mid-19th  century  humanitarian  crusade  that  gave  birth  to  the  state  mental  hos- 
pital system  and  removed  the  general  group  of  mentally  disabled  from  the  prisons 

The  second  movement  followed  at  the  turn  of  the  century,  as  society  be- 
came more  aware  of  the  distinction  between  mental  illness  and  mental  retardation 
It  was  signaled  in  Pennsylvania  with  the  opening  in  1897  of  the  Polk  State 
School,  the  first  state  institution  on  Pennsylvania  specializing  in  the  care  of 
the  retarded. 

In  the  nearly  seven  decades  since,  the  number  of  state  schools  has  grown 
to  nine  and  the  number  of  residents  from  Polk’s  initial  157  to  nearly  12,000. 

At  the  same  time,  rapid  population  growth  has  multiplied  the  numbers  of 
retarded  citizens,  and  rapid  medical  progress  has  strikingly  improved  their 
chances  of  surviving  infancy,  moreover,  the  protective  extended  family  has  all 
but  vanished;  today's  characteristic  "nuclear  family"  itself  often  needs  public 
support  in  providing  for  the  needs  of  a retarded  member. 

A third  movement,  responsive  to  these  pressures,  has  begun.  The  form 
it  will  take  in  Pennsylvania  is  spelled  put  broadly  in  this  comprehensive  mental 
retardation  plan. 


Goals 


The  third  movement  has  two  general  goals. 

Its  basic,  long-range  goal  is  to  find  and  implement  means  of  preventing 
mental  retardation. 

Its  more  immediate  goal  is  to  insure  that  every  retarded  citizen  receives 
a lifetime  "continuum  of  services"  tailored  to  his  individual  needs,  beginning 
the  moment  his  handicap  is  first  suspected. 


Philosophy 


The  two  broad  goals  demand  a re -orientation  of  thinking  about 
services  to  the  mentally  retarded. 
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They  lie  beyond  the  reach  of  any  program  cloistered  in  an  isolated 
institution.  Preventive  measures  must  be  executed  where  mental  retardation 
originates--in  the  community.  And  for  the  19  out  of  20  retarded  citizens  who  do 
not  need  long-term  residential  care,  there  are  varied  needs  that  must  be  met 
where  they  live --in  the  community. 

The  third  movement  in  mental  retardation  services,  therefore,  must  take 
root  in  the  communities  of  Pennsylvania.  The  cost  and  complexity  of  programs 
needed  to  realize  the  goals,  it  is  true,  are  beyond  the  resources  of  unaided 
communities.  Yet  to  succeed  these  programs  must  emphasize  local  initiative, 
local  responsibility,  local  participation. 


Implementation 


The  goals  of  the  third  movement  demand  a network  of  carefully  coordinated 
services  to  retarded  individuals  and  their  families,  backed  up  by  preventive 
action,  research,  and  continuous  planning  and  program  evaluation. 

At  the  heart  of  the  network  are  the  services  of  a "community  mental  re- 
tardation center"  as  defined  in  Public  Law  88-164.  Broadly,  this  means  a local 
cluster  of  services,  not  necessarily  under  a single  roof  but  readily  available 
to  all  who  need  them. 

In  urban  areas,  established  services  must  be  improved,  expanded  and 
harmonized  so  that  no  retarded  individual  becomes  "lost"  between  them,  or  fails 
to  find  the  services  he  needs.  In  rural  areas,  comprehensive  services  must  be 
established,  step  by  step,  in  orderly  sequence. 

For  coordination  and  efficiency,  there  should  be  open  communication  among 
agencies  providing  services.  For  availability  and  visibility,  services  should 
be  offered  as  near  geographically  as  possible  to  a majority  of  anticipated 
clients . 


The  cluster  should  include  both  publicly  and  privately  supported  services. 
Costs  for  both  construction  and  the  operation  of  services  should  be  borne  by 
multiple  finding  sources.  Federal  support  must  be  used  if  available;  but  finan- 
cial responsibility  must  be  shared  by  the  state,  the  community  (public  and/or 
private  sources)  and  individuals  served.  The  relative  share  of  each  must  be 
determined  by  individual,  and  in  some  sense  community,  ability  to  pay. 

To  succeed,  this  plan  must  evoke  a new  partnership  between  the  state  and 
the  counties.  The  partnership  must  be  expressed  in  a new  administrative 
structure,  beginning  with  structural  changes  in  the  Office  of  Mental  Health  and 
extending  to  the  establishment  of  regional  and  local  boards  and  top-to-bottom 
lines  of  authority. 

Not  only  the  services,  but  the  structure  itself  must  be  subject  to  con- 
tinual review. 


General  priorities 

For  the  long-range  goal  of  prevention,  priority  is  given  to  the  improved 
prenatal  care  for  mothers. 

First  priority  in  services  is  given  to  diagnosis,  evaluation  and  counsel- 
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ing,  as  a group,  with  the  stipulation  that  some  form  of  follow-through  be  avail- 
able --somewhere  to  refer  retarded  individuals  for  services  to  meet  their  newly 
diagnosed  needs. 

Next  priority  is  given  to  construction  of  new  residential  facilities; 
next,  to  provision  of  day  care  services  and  to  improved  educational  and  train- 
ing services  generally. 

Research,  public  awareness,  and  recruitment  and  training  are  necessary 
adjvmcts  to  all  other  services,  and  must  be  developed  concurrently  with  them. 


Prevention 


Vigorous  use  of  current  knowledge  can  reduce  the  incidence  of  mental 
retardation.  To  accomplish  this  will  require  a variety  of  commimity  resources. 

The  first  and  most  important  measure  is  a drive  to  improve  and  extend 
prenatal  care  to  all  mothers. 

There  should  be  an  energetic  effort  to  reduce  exposure  of  mothers  to 
medical  radiation  and  to  drugs  capable  of  damaging  the  unborn  fetus,  and  to 
promote  routine  use  of  fetal  heartbeat  monitoring  to  guard  against  fetal 
damage  during  childbirth. 

Infants  must  be  tested  routinely  for  metabolic  disorders,  such  as 
phenylketonuria  (PKU),  that  cause  retardation.  Public  and  private  health  re- 
sources must  be  marshaled  to  reduce  the  incidence  of  childhood  causes  of  retarda- 
tion— infection,  travuna  and  poisoning. 


Diagnosis,  evaluation  and  covinseling.  All  infants  should  be  evaluated 
at  birth  by  the  latest  available  techniques  for  obvious  abnormalities  that  lead 
to  or  are  associates  with  mental  retardation. 

Those  infants  identified  as  members  of  "high  risk"  groups  should  be 
followed  continuously  by  community  health  agencies  for  signs  of  retarded 
development. 

Every  child  showing  signs  of  retardation  should  be  evaluated  thoroughly 
by  a multi-disciplinary  team  of  specialists  in  a diagnostic  and  evaluation 
center.  Such  centers  may  be  established  as  local  community  services,  especi- 
ally in  urban  areas.  Where  they  are  not  established  locally  they  should  be 
established  on  a regional  basis  by  the  state. 

Counseling  service  should  be  available  to  the  family  of  a retarded  child 
at  the  beginning  of  the  diagnostic  and  evaluation  process,  and  for  as  long  as 
needed. 


To  function  properly,  diagnostic,  evaluation  and  counseling  services 
must  be  backed  up  by  other  community  services  for  the  retarded  individual  and 
his  family. 


Residential  care.  The  overriding  problem  of  residential  care  is  severe 
o ve rcrowd ing . Construction  of  new  residential  facilities  therefore  is  given 
high  priority. 
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Realistically,  construction  in  the  near  future  must  include  new  state 
facilities.  These  should  be  built  along  modem  architectural  and  functional 
lines;  they  should  be  limited  in  size,  and  they  should  be  located  where  they  can 
play  a maximum  role  in  the  development  of  community  programs. 

The  long  range  goal  is  to  provide  residential  services  in  the  community, 
especially  short-term  care.  Temporary  placement  services  in  the  community  should 
reduce  the  demand  for  long-term  placement  in  remote  institutions. 

Community  residential  facilities  should  test  new  concepts,  e.g.  the 
"cluster  of  homes  for  the  retarded." 


Education  and  training.  Society  is  morally  and  legally  obligated  to 
provide  education  and  training  to  retarded  individuals.  Their  orderly  education 
should  be  continued  until  their  maximum  potential  is  reached. 

An  acute  need  is  for  day  care  for  retarded  persons  who  do  not  fit  into 
nursery  classes  or  public  school  special  education  programs.  Of  perhaps  80,000 
persons  who  need  such  services,  fewer  than  6000  receive  them. 

Steps  are  needed  to  overcome  the  almost  total  lack  of  pre-school  special 
education  classes;  to  expand  the  meager  home  training  services  now  provided  by 
a few  public  health  nurses;  and  to  extend  public  school  special  education  classes 
to  about  20,000  children  not  now  served. 


Vocational  training.  The  vocational  potential  of  retarded  individiials 
must  begin  to  be  developed  and  continued  after  their  formal  schooling  ends. 

The  primary  means  to  this  end  is  and  will  continue  to  be  sheltered 
workshop  and  trade  schools. 

More  and  better-equipped  sheltered  workshops  are  needed,  as  are  increased 
financial  support  and  a set  of  enforceable  service  standards. 

Retarded  clients  of  sheltered  workshops  need  more  supportive  services, 
especially  residential  facilities  during  their  training. 

The  network  of  services  should  provide  vocational  evaluation  for  all 
retarded  individuals,  in  and  out  of  schools,  and  should  help  place  them  in 
competitive  or  sheltered  jobs  fitting  their  individual  abilities. 


Recruitment  and  training  of  personnel.  New  services  to  the  retarded  will 
succeed  or  fail  on  their  ability  to  attract  qualified  professional  and  non- 
professional staff. 

The  prime  requisites  for  effective  recruiting  are  realistic  salaries, 
challenging  programs,  opportunities  for  research  and  in-service  training. 

For  the  long  range,  student  summer  employment  plans  and  direct  working 
affiliations  with  academic  institutions  can  help  to  increase  the  numbers  of 
educated  young  people  who  develop  an  interest  in  working  with  the  retarded. 


Public  awareness.  The  short-range  objective  of  public  information  pro- 
grams is  to  inform  the  public  of  services  being  offered,  who  is  eligible  and 
how  to  apply.  The  long-range  objective  is  to  create  a fuller  community  under- 
standing of  mental  retardation  and  its  hximan  meaning. 
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Both  objectives  must  be  pursued  in  comprehensive  mental  retardation 
programs.  It  must  be  recognized  that  the  most  efficient  tools  for  public  in- 
formation are  the  mass  media;  but  that  public  awareness  also  is  conditioned  by 
the  public's  direct  contact  with  community  services. 


Research.  Research  is  the  chief  hope  for  the  future. 

A comprehensive  mental  retardation  program  should  emphasize  clinical 
research,  especially  where  research  is  undertaken  jointly  with  academic 
institutions  in  which  case  both  clinical  and  basic  research  should  be  pursued. 

Every  community  agency,  and  every  department  of  the  state  schools,  should 
engage  in  clinical  (applied)  research.  As  a rule  of  thumb,  57o  of  the  operating 
budget  is  a reasonable  investment  in  research. 
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CHAPTER  II 


Description  of  the  Planning  Procedure 


There  are  two  ways  to  bridge  the  chronic  gap  between  health  and  welfare 
needs  and  resources. 

The  traditional  way  is  by  ad  hoc  solutions  to  obvious  problems.  Too 
often,  this  approach  has  proved  to  be  careless  of  broad  needs  and  wasteful  of 
resources. 

The  modem  approach  is  formal  planning.  Good  planning  treats  a 
carefully  delimited  problem,  often  a defined  population  group  with  unique  or 
excessive  needs.  Basically  it  has  two  stages: 

First,  a study  of  existing  reality  --  what  are  the  real  needs?  which 
needs  are  unmet?  and  what  resotirces  exist  that  could  be  brought  to  bear  on 
these  needs? 

Second,  the  design  of  improvements  in  existing  reality — what  mechanisms 
should  be  created  to  bring  the  existing  resources  to  the  needs/what  should  be 
done  to  increase  the  resources? 

Planning  can  be  applied  to  the  social  goal  of  providing  all  needed 
health  and  welfare  services  to  all  persons.  This  approach  has  developed  re- 
markably in  the  last  20  years.  National  hospital  and  medical  facilities  have 
been  planned  under  the  Hill -Burton  program;  community  services  for  the 
chronically  ill,  by  the  Commission  on  Chronic  Illness;  mental  health  services, 
by  the  Joint  Commission  on  Mental  Illness  and  Health,  Comprehensive  mental 
retardation  planning  is  an  extension  of  this  movement. 

As  early  as  1949,  a nascent  national  focus  on  mental  retardation  led  to 
formation  of  the  National  Association  for  Retarded  Children.  In  1956  the 
Council  of  State  Governments  signaled  its  interest  by  resolving  to  "consider 
the  methods  of  coordinating  the  activities  of  federal,  state  and  local  agencies 
among  themselves  in  programs  of  research,  training  and  treatment  of  mentally 
retarded  persons".  Two  years  later  the  same  group  adopted  a comprehensive  set 
of  recommendations  for  achieving  these  ends.  In  1960  the  White  House  Conference 
on  Children  and  Youth  produced  a recommendation  that  "each  state  establish  a 
permanent  structure  to  coordinate  all  public  and  private  services  for  the 
mentally  handicapped,  to  review  legislation,  and  to  carry  out  overall  long-range 
planning  in  relation  to  other  services." 

In  October  1962,  after  a year  of  study,  the  President's  Panel  on  Mental 
Retardation  published  its  Proposed  Program  for  National  Action  to  Combat  Mental 
Retardation.  It  urged  that  "the  governor  of  each  state  and  his  staff  should 
review  the  array  of  major  services  outlined  in  this  report;  identifying  the 
branch  of  state  government  which  is,  or  should  be,  discharging  each  re- 
sponsibility noted;  and  assess  the  extent  to  which  each  function  should  be 
strengthened".  A year  later  Public  Law  88-156  ("Maternal  and  Child  Health  and 
Mental  Retardation  Planning  Amendments  of  1963")  authorized  a federal  ap- 
propriation of  $2,2  million  to  be  used  by  the  states  to  "determine  what  action 
is  needed  to  combat  mental  retardation  in  the  state  and  the  resources  available 
for  this  purpose,  to  develop  public  awareness  of  the  mental  retardation  problem 
and  of  the  need  for  combating  it,  to  coordinate  state  and  local  activities 
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relating  to  the  various  aspects  of  mental  retardation  and  its  prevention,  treat- 
ment or  amelioration  . . . . " 

Pennsylvania  already  had  a structure  for  mental  health  planning  that 
embraced  mental  retardation.  The  original  planning  committee  decided  to  develop 
a mental  retardation  planning  program  within  the  framework  of  a Comprehensive 
Mental  HealthAlental  Retardation  Planning  Project. 


Proposal  Development 

The  planning  structure  that  was  to  become  the  framework  for  Pennsyl- 
vania’s comprehensive  mental  retardation  planning  project  began  to  take  form 
late  in  1962,  when  it  became  clear  that  the  Commonwealth  could  expect  federal 
planning  funds.  A planning  proposal  was  drafted  by  a steering  committee  repre- 
senting Pennsylvania  Mental  Health,  Inc.,  the  Pennsylvania  Association  for 
Retarded  Children,  Inc.,  the  Pennsylvania  Medical  Society,  the  Pennsylvania 
Psychiatric  Society,  health  and  welfare  councils  and  medical  schools.  The 
committee  had  staff  help  from  the  Office  of  Mental  Health  of  the  Department 
of  Public  Welfare,  which  is  responsible  for  services  to  the  mentally  retarded. 

After  review  by  the  steering  committee,  the  draft  proposal  was 
discussed  with  many  agencies  and  individxaals.  They  included  the  Advisory 
Committee  of  the  Office  of  Mental  Health,  the  Board  of  Public  Welfare  and  the 
Commissioners  of  program  offices  in  the  Department  of  Public  Welfare,  including 
the  Offices  of  Public  Assistance,  Children  and  Youth,  Aging,  the  Blind,  and 
General  and  Special  Hospitals.  The  program  offices  were  invited  to  take  part 
through  their  advisory  committees;  these  committees  are  highly  influential  in 
planning  and  developing  programs,  and  their  commitment  to  the  comprehensive 
planning  effort  was  believed  important  to  insure  its  full  support  by  the  agency 
staffs . 


Among  those  consulted  also  were  a member  of  the  executive  board  of  the 
Pennsylvania  Public  Health  Association,  the  executive  director  of  the  Pennsyl- 
vania United  Fund,  the  president  of  the  Pennsylvania  AFL-CIO,  the  dean  of  the 
Graduate  School  of  Social  Work  of  the  University  of  Pittsburgh,  the  president 
of  the  National  Association  of  Social  Workers  and  members  of  the  Senate  and 
House  of  Representatives  of  the  Pennsylvania  General  Assembly.  Informal 
discussions  were  held  with  the  staff  of  the  State  Planning  Board,  who  were 
interested  and  helpful.  The  groups  who  contributed  to  developing  the 
proposal,  it  may  be  noted,  included  most  of  those  later  invited  to  participate 
in  leadership  of  the  plan. 

Many  suggestions  from  these  reviews  were  incorporated  into  the  fiscal 
proposal,  which  also  followed  federal  guidelines.  The  proposal  was  submitted 
on  June  6,  1963,  by  the  Office  of  Mental  Health;  it  was  accepted  on  June  28, 
1963,  by  the  National  Institute  of  Mental  Health,  U.S.  Public  Health  Service, 
Department  of  Health,  Education  and  Welfare,  which  made  available  to  the 
Commonwealth  $398,600  for  a comprehensive  planning  study  to  be  completed  by 
September  1965. 

Before  the  passage  of  P.L.  88-156,  therefore,  the  Commonwealth  had 
established  a planning  structure  related  to  the  responsibilities  of  its  Office 
of  Mental  Health,  including  mental  retardation.  Subsequently  a new  proposal  was 
drawn  by  the  planning  director,  consulting  with  key  leaders  of  groups  working 
in  mental  retardation,  for  a mental  retardation  planning  project  distinct  from 
but  very  closely  coordinated  with  this  structure.  This  proposal  was  submitted 
on  March  27,  1964  and  approved  on  June  30,  1964,  by  the  U.S.  Office  of  Chronic 
Disease,  which  made  available  $30,000  to  be  used  by  December  31,  1965.  An 
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application  for  a supplemental  mental  retardation  planning  grant  was  submitted 
on  July  30,  1964;  it  was  approved  on  November  3,  1964,  making  available  another 
$47,000  for  use  by  December  31,  1965,  for  mental  retardation  planning. 


The  First  Steps 

William  W.  Scranton,  governor  of  i'ennsylvania , named  an  Advisory 
Committee  on  Comprehensive  Mental  Health  Planning  from  representatives  of 
statewide  groups  that  have  a traditional  concern  with  mental  health  or  mental 
retardation.  Convening  the  committee  in  August  1963,  the  governor  charged  it 
to  produce  a comprehensive  mental  health/mental  retardation  plan  for  Pennsyl- 
vania. He  named  as  chairman  Arlin  M.  Adams,  Secretary  of  Public  Welfare,  who 
has  seirved  in  that  role  continuously. 

The  Advisory  Committee  named  subcommittees  to  supervise  three  major 
aspects  of  planning; 

1.  Technical  review  and  program  design. 

2.  Community  organization. 

3.  Public  information. 

Day-to-day  supervision  was  delegated  to  an  Executive  Committee,  which 
included  among  its  members  the  chairmen  of  the  three  subcommittees. 

Upon  establishment  in  mid-1964  of  a distinct  planning  section  on 
mental  retardation,  the  governor  named  a new  Advisory  Committee  on  Mental 
Retardation  Planning.  This  committee  convened  on  October  22,  1964,  under 
Secretary  Adams’  chairmanship,  and  thereafter  became  responsible  to  produce 
a separate  comprehensive  mental  retardation  plan. 

In  September  1963  a planning  director  was  employed  to  recruit  a staff 
and  carry  out  the  substantive  work  of  the  planning  program.  During  the  next 
three  months  he  recruited  employees,  established  administrative  supports  and 
cleared  the  ground  for  planning  action.  By  December  1963  the  staff  was 
adequate  to  begin  substantive  work. 

To  meet  the  requirement  that  large  numbers  of  professional  persons 
and  citizens  be  involved  in  the  planning,  a balanced  two-part  program  was 
adopted.  The  first  part  was  carried  out  by  Task  Forces,  named  from  persons 
throughout  the  state  who  have  professional  competence  in  areas  touching  the 
plan;  the  second  by  Regional  Committees,  broadly  representative  of  professional 
and  community  interests  in  each  of  eight  regions  into  which  the  state  was 
divided  for  purposes  of  planning. 

Though  complex  in  execution,  this  plan  was  simple  in  philosophy. 

Broadly,  a large  body  of  volunteer  experts  contributed  reports  describing  their 
professions'  place  in  mental  retardation.  Committees  of  citizens  then  applied 
these  professional  philosophies  to  their  own  regions. 

The  plan  therefore  is  largely  a product  of  interplay  of  Task  Forces 
and  Regional  Committees.  There  is  some  loss  of  precision  in  this  study  process; 
it  is  difficult  to  fix  boundaries  to  studies  made  by  large  nxambers  of  people 
scrutinizing  their  own  professions  or  their  geographical  regions.  Region-by- 
region planning  by  its  very  nature  must  produce  uneven  data,  reflecting  dif- 
ferent regional  characteristics,  resources  and  problems.  Moreover,  the  Regional 
Committees  were  encouraged  to  use  a novel  approach;  inevitably  they  have  pro- 
duced novel  material. 
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But  the  loss  is  balanced  by  gains.  By  means  of  this  program  the 
Commonwealth  was  able  to  focus  the  resources  of  its  indigenous  professional 
community  on  the  plan.  And  the  enrollment  of  professional  and  lay  volunteers 
has  served  to  develop  wide  citizen  interest  in  the  plan. 


Task  Forces 


The  Task  Forces  were  formed  in  December  1963  from  professional 
volunteers  invited  by  the  chairman  of  the  Advisory  Committee.  There  were 
42  Task  Forces  in  four  program  areas;  in  anticipation  of  a separate  planning 
effort,  mental  retardation  was  made  a single  program  area  with  14  Task  Forces 
(a  15th,  on  religion  and  mental  retardation,  was  subsequently  added).  When 
the  distinct  planning  effort  was  established,  the  mental  retardation  Task 
Forces  were  divided  into  four  program  areas: 

1.  Administration 

2.  Clinical  and  social  services. 

3.  Education  and  habilitation. 

4.  Related  areas. 

Each  Task  Force  consisted  of  a chairman  and  about  10  members.  Members 
were  chosen  for  interest  in  mental  retardation  and  proficiency  in  the  subject 
area  of  their  Task  Force;  to  make  meetings  easier,  geography  also  was  con- 
sidered. All  Task  Force  members  made  voluntary  commitments  of  time  and  effort 
to  the  planning  project. 

Two  special  Task  Forces  were  established  to  deal  with  across-the-board 
problems.  Before  the  program  area  Task  Forces  met,  the  Task  Force  on  Review 
of  Surveys  reviewed  previous  planning.  The  Task  Force  on  Program,  Structure 
and  Finance  brought  together  program  data  from  the  Task  Forces  and  Regional 
Committees  into  a viable  structural  plan.  Since  the  work  of  these  two 
special  Task  Forces  cuts  across  both  comprehensive  planning  efforts,  it  will 
be  discussed  below. 

The  program  area  Task  Force  rationale  and  frame  of  reference  were 
established  in  meetings  of  the  chairmen  of  the  four  program  areas  beginning 
in  Jantiary  1964.  On  April  28,  1964,  the  chairmen  of  all  the  Task  Forces  met 
and  were  introduced  to  the  planning  timctat)le  and  their  functions: 

1.  To  raise  questions. 

2.  To  explore  substantive  problems. 

3.  To  serve  the  Regional  Committees  as  consultants. 

4.  To  prepare  position  papers  covering  needs,  services,  goals  and 
priorities . 

The  meeting  established  communication  among  the  program  area  chairmen, 
the  chairmen  of  the  Task  Forces,  the  planning  staff  and  the  ’’resource  con- 
sultants” . 

A resource  consultant  was  assigned  to  each  Task  Force,  most  often  from 
an  office  of  State  government  offering  services  pertinent  to  the  Task  Force 
charge.  He  was  to: 

1.  Provide  epidemiological  data. 
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2,  Describe  services  available  in  the  state. 

3,  To  explain  significant  developments  in  program  and  philosophy. 

4,  To  supply  other  information  needed  by  the  Task  Force. 

The  resource  consultant  also  afforded  liaison  with  the  central  project 
staff,  which  supplied  him  data  needed  by  the  Task  Force.  The  central  staff 
tried  to  meet  with  the  Task  Forces  whenever  practicable. 

The  regional  coordinators  (described  below,  under  Regional  Committees) 
provided  clerical  help  to  the  Task  Forces,  and  also  aided  them  in  such  admi- 
nistrative chores  as  arranging  meetings  and  transmitting  expense  and  contract 
forms  to  the  central  office.  More  important,  the  regional  coordinators  afforded 
direct  liaison  between  Task  Forces  and  Regional  Committees. 

Each  Task  Force  therefore  was  supported  by: 

1.  A professional  resoxirce  person. 

2.  The  project  staff, 

3.  A professional  regional  representative. 

4.  Clerical  help. 

To  assure  that  the  Task  Force  reports  would  be  sufficiently  uniform 
to  be  treatable,  the  staff  developed  the  following  outline: 


I.  Working  definition  of  Task  Force  title 

a.  delineation 

b.  limitations 

c.  exceptions 

II.  Description  of  resources  (federal,  state,  local  government,  private) 

a.  physical 

b.  treatment  and  services  (medical,  non-medical,  non-professional) 

c.  social 

d.  public,  private 

e.  financial  and  legal 

f.  staff  and  professional  education 

III.  Statement  of  needs  (federal,  state,  local  government,  private) 

a.  physical 

b.  treatment  and  services  (medical,  non-medical,  non-professional) 

c.  social 

d.  public,  private 

e.  financial  and  legal 

f.  staff  and  professional  education 

IV.  Evalxiation  of  resources:  relationship  of  resources  to  needs 
(federal,  state,  local,  private) 

a.  physical 

b,  treatment  and  services  (medical,  non-medical,  non-professional) 

c,  social 

d.  public,  private 
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e.  financial  and  legal 

f.  staff  and  professional  education 

V.  Research  (federal,  state,  local,  private) 

a.  surveys,  public  and  private 

b,  register 

VI.  Problem  areas  (federal,  state,  local,  private) 

a.  selection  of  at  least  two  key  areas  of  greatest  concern 

VII.  Evalxoation  and  recommendations  (two  years,  five  years) 

a.  physical 

b.  treatment  and  services  (medical,  non-medical,  non-professional) 

c.  social 

d.  public,  private 

e.  financial  and  legal 

f.  staff  and  professional  education 


About  75  official  meetings  and  many  informal  conferences  were  held  by 
the  mental  retardation  Task  Forces.  Some  met  weekly.  The  meetings  generated 
a rare  opportunity  for  discourse  within  professional  disciplines,  illuminating 
problems  they  face  in  meeting  needs  of  the  mentally  retarded.  Some  differences 
were  sharpened,  but  most  participants  agreed  the  professional  climate  generally 
was  improved . 

Task  Force  members  frequently  expressed  anxiety  that  the  opinions  of 
citizen  volunteers  would  not  receive  serious  consideration.  Hopefully,  such 
concern  will  be  laid  to  rest  in  this  document. 

Task  Force  on  Review  of  Surveys.  On  the  scientific  principle  that  a 
good  stutiy  begins  with  a review  of  literature,  a special  Task  Force  was  created 
to  survey  previous  planning  in  mental  health  and  mental  retardation.  Four 
studies  were  singled  out  for  scrutiny; 

1.  Report  on  State  Mental  Hospitals  in  Pennsylvania,  Central  Inspection 
Board  of  the  American  Psychiatric  Association,  1955. 

2.  A Mental  Health  Program  for  Pennsylvania,  American  Psychiatric 
Association  with  the  Pennsylvania  Mental  Health  Survey  Committee, 
1956. 

3.  Pennsylvania's  Health,  Johns  Hopkins  University  School  of  Hygiene 
and  Public  Health,  1961. 

4.  A Reallocation  of  Public  Welfare  Responsibilities,  State  and  Local 
Welfare  Commission,  Commonwealth  of  Pennsylvania,  1963. 

These  studies,  which  bear  on  all  responsibilities  of  the  Office  of 
Mental  Health  including  mental  retardation,  are  abstracted  and  appended  to  this 
plan. 

Task  Force  on  Program^  Struc^re  and  Finance.  Each  of  the  program  area 
Task  Forces  and  Regional  Committees  developed  program  data  and  recommendations 
bearing  on  its  own  charge.  To  integrate  these  data  and  recommendations  into  a 
workable  administrative  and  fiscal  framework,  the  Task  Force  on  Program, 
Structure  and  Finance  was  created.  The  functional  chart  of  the  Comprehensive 
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Mental  Health/Mental  Retardation  Planning  Project  indicates  its  place  in  the 
planning  apparatus. 

This  Task  Force  divided  itself  into  four  subgroups: 

1.  Program  integration. 

2.  Structure,  state  government. 

3.  Structure,  local  government  and  private  organization. 

4.  Finance  and  subsidy. 

This  Task  Force  made  across-the-board  recommendations  for  integrated 
comprehensive  mental  retardation  services,  for  needed  administrative  arrangements 
and  for  financing  the  plan's  implementation.  These  recommendations  are  the  key 
to  future  usefulness  of  the  plan. 


Regional  Committees 

Under  auspices  of  the  Subcommittee  on  Community  Organization  of  the 
Advisory  Committee  on  Mental  HealthAlental  Retardation  Planning,  the  Commonwealth 
was  divided  during  the  winter  of  1963-1964  into  eight  planning  regions.  The 
boundaries  were  based  on: 

1.  Service  areas  large  enough  to  support  comprehensive  mental  re- 
tardation centers  and  residential  care,  and  containing  clearly 
defined  communities  in  which  coordinated  day  care,  rehabilitation 
and  training  programs  could  be  planned  and  established. 

2.  Natural  seirvice  areas  based  on  use  of  health,  hospital  and  welfare 
services . 

3.  Population  and  socio-economic  factors. 

4.  Existing  planning  or  data  collection  units. 

The  regions  took  into  account  Hill-Burton  boundaries,  the  regions  of  the 
Department  of  Health  and  the  service  areas  of  state  mental  hospitals  and  state 
schools  and  hospitals  for  the  mentally  retarded. 

In  April  1964,  the  chairman  of  the  Advisory  Committee  invited  at  least 
20  persons  in  each  region  to  form  a Regional  Committee.  Each  committee  was 
designed  to  include  persons  representing: 

1.  County  commissioners. 

2.  United  Fund. 

3.  Community  council. 

4.  Health  and  Welfare  council. 

5.  County  medical  society. 

6.  State  hospital  superintendent. 

7.  General  hospital  administrator  or  hospital  association. 

8.  Mental  Health  Association. 
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9.  Association  for  Retarded  Children. 

10.  Public  health  officers. 

11.  Pennsylvania  Psychiatric  Society. 

12.  Pennsylvania  Psychological  Association. 

13.  Judges. 

14.  National  Association  of  Social  Workers. 

15.  Community  at  large  (five  members). 

Each  Regional  Committee  was  served  by  a regional  coordinator  who  was  a 
full-time  member  of  the  planning  staff  working  in  the  region.  Each  committee 
also  had  services  of  the  central  planning  staff  when  necessary. 

The  first  meeting  of  the  Regional  Committees  occurred  in  conjunction 
with  an  unprecedented  joint  annual  meeting  of  the  Pennsylvania  Mental  Health, 
Inc.,  in  April  1964.  This  set  the  framework  for  cooperative  citizen  planning 
efforts  in  mental  retardation  and  mental  health. 

The  Regional  Committees  were  charged  to: 

1.  Survey  prior  planning  in  their  regions. 

2.  Take  inventory  of  services  in  their  regions,  visiting  sites. 

3.  Meet  with  gatekeeper  groups--those  who  often  meet  mentally  disabled 
persons  somewhat  before  their  need  for  professional  resources  is 
recognized;  e.g.  lawyers,  police,  judges. 

4.  Hold  public  meetings. 

5.  Meet  with  voluntary  groups,  e.g.  Pennsylvania  Association  for 
Retarded  Children. 

Building  from  these  activities,  the  Regional  Committees  were  to  develop 
regional  plans.  To  root  their  multi-county  planning  endeavors  more  deeply  at 
the  local  level,  supporting  groups  were  established  in  each  of  the  67  counties. 
In  all,  the  Regional  Committees  numbered  184  persons  and  the  county  coordinators 
and  county  groups  939. 

The  Regional  Committees  and  county  groups  met  from  April  1964  until 
September  1965.  Their  formal  and  informal  sessions  involved  thousands  of 
persons,  and  their  activities  touched  the  whole  range  of  mental  health/mental 
retardation  services  in  Pennsylvania.  They  visited  698  facilities  and  inter- 
viewed the  directors,  held  230  gatekeeper  meetings  and  63  public  hearings,  and 
met  often  with  voluntary  groups.  They  held  157  formal  meetings  and  many 
informal  sessions.  Besides  discharging  their  original  responsibilities,  the 
Regional  Committees  served  in  effect  as  a gigantic  field  staff  for  Pennsylvania's 
development  of  exacting  plans  and  priorities  for  mental  health/mental  re- 
tardation construction. 

The  Regional  Committees  adopted  two  collateral  substructures  to  expedite 
their  varied  tasks.  First,  to  relate  themselves  to  the  Task  Forces,  they 
subdivided  into  the  four  Task  Force  program  areas: 

1.  Children 
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Adults. 


3.  Mental  Retardation. 

4.  Problem  areas. 

This  permitted  orderly  transfer  of  findings  from  each  Task  Force  to  analogous 
subgroups  of  the  Regional  Committees. 

Subsequently,  to  facilitate  preparation  of  two  separate  sets  of  state- 
wide plans,  the  Regional  Committees  divided  into  subcommittees  on  mental  health 
and  on  mental  retardation. 

The  flow  of  data  within  this  structure  can  be  outlined  simply. 

Materials  gathered  by  the  county  groups,  presented  at  gatekeeper  meetings  and 
public  hearings  or  gathered  by  the  members  themselves  were  reported  to  the 
Regional  Committees.  After  study  by  them  and  by  the  regional  coordinators,  these 
data  were  transmitted  to  the  central  planning  staff  for  incorporation  in  a 
unified  body  of  knowledge. 

The  final  thinking  of  the  subcommittee  on  mental  retardation  of  each 
Regional  Committee  was  organized  into  a comprehensive  report  which--appended 
to  this  plan  and  summarized  in  Chapter  VIII--constitutes  a unique  and  rich 
resource  of  information  on  mental  retardation  in  the  state. 

Pennsylvania  was  fortunate  to  have  this  data-gathering  mechanism  when 
it  began  to  seek  the  extensive  data  required  for  mental  health/mental  retardation 
construction  plans  under  Public  Law  88-164,  the  Community  Mental  Health  Centers 
Construction  Act  of  1963.  The  Regional  Committees,  then  engaged  in  developing 
comprehensive  plans,  were  turned  aside  to  gather  the  needed  data;  not  without 
some  confusion  of  their  part,  especially  since  the  construction  plan,  which  had 
to  reflect  the  comprehensive  plan  and  be  part  of  it,  had  an  earlier  deadline. 
These  citizen  volunteers,  however,  adapted  to  the  sudden  shift  of  emphasis  in 
good  htimor  and  pursued  their  new  duties  energetically. 

With  staff  help,  they  set  priorities  for  essential  diagnostic,  treat- 
ment, educational,  training,  custodial  and  sheltered  workshop  services;  and 
made  supplementary  recommendations  based  on  special  knowledge  of  their  own 
regions.  Thus  the  knowledge  of  professional  and  lay  persons  about  their  own 
neighborhoods,  in  effect,  could  be  balanced  in  the  planning  program  with  state- 
wide needs.  These  contributions  of  the  Regional  Committees  enabled  the  Common- 
wealth to  submit  its  successful  mental  retardation  construction  plan  to  the 
federal  government  in  July  1965. 

In  August  1965  all  regional  plans  were  complete,  ending  the  original 
round  of  data  collection  and  planning  by  the  Regional  Committees.  The  record 
is  extraordinary.  Beginning  in  April  1964  the  eight  Regional  Committees  in 
roughly  15  months  produced  a total  of  18  plans.  Each  region  had  a compre- 
hensive mental  retardation  plan  and  a comparable  mental  health  plan;  the 
Commonwealth  had  two  construction  plans.  On  completion  of  the  two  statewide 
comprehensive  plans,  the  coordinated  planning  activity  will  have  produced  20 
plans  in  about  as  many  months,  10  of  them  in  mental  retardation. 

The  planning  has  been  troubled  by  deadline  pressure,  as  well  as  by  the 
need  to  file  construction  plans  before  the  comprehensive  plans  were  complete. 

Some  data  were  not  gathered  or  treated  as  systematically  as  they  would  have  been 
if  the  pressure  been  less..  On  the  other  hand,  such  a volume  of  data  could  not 
have  been  produced  without  the  efforts  of  thousands  of  people. 

Some  types  of  citizen  activities,  perhaps,  are  likely  to  result  only 
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from  governmental  request  and  support;  comprehensive  mental  retardation  planning 
probably  is  one.  Here  the  governmental  request  for  help  drew  overwhelming 
response;  the  sponsorship  of  government  and  the  enthusiasm  of  voluntary  groups 
was  a potent  combination. 

There  is  no  parallel  in  history  for  the  labors  and  commitment  of  the 
Regional  Committees  and  their  supporters.  Many  of  the  volunteers  are  members 
of  health  and  welfare  groups  such  as  the  Pennsylvania  Association  for  Retarded 
Children,  Inc.  But  this  planning  effort  now  has  given  them  a sense  of  official, 
as  well  as  private  voluntary,  participation.  There  is  little  reason  to  doubt 
that  this  large  group  of  people,  having  played  a real  role  in  shaping  the  plan, 
will  continue  to  support  it  strongly. 


Council  for  Human  Services 


In  Mid-1964  the  Comprehensive  Mental  Retardation  Plan  was  placed  under 
the  Council  for  Human  Services,  an  advisory  body  of  cabinet-rank  officials  whose 
departments  provide  human  services  in  Pennsylvania.  The  Council’s  members  are: 

1.  Secretary  of  Public  Welfare,  Chairman. 

2.  Attorney  General 

3.  Superintendent  of  Public  Instruction. 

4.  Secretary  of  Administration. 

5.  Secretary  of  Commerce. 

6.  Secretary  of  Health. 

7.  Secretary  of  Labor  and  Industry. 

8.  Commissioner  of  Mental  Health. 

9.  Commissioner  of  State  Police. 

10.  Executive  Director  of  the  Human  Relations  Commission. 

The  primary  purpose  of  the  council  is  to  promote  the  coordination  of 
Pennsylvania's  human  services.  Within  the  council's  sphere,  the  planning 
staff  was  more  directly  related  to  those  departments  of  government  offering 
services  relevant  to  mental  retardation. 


Commonwealth  Mental  Health  Research  Foundation 


By  January  1964  a six-month  time  lag  was  threatening  continuity  of  the 
entire  plan,  for  which  the  U.S.  Public  Health  Service  had  made  available 
$201,000  for  fiscal  1964.  To  provide  the  administrative  flexibility  needed  in 
these  circumstances,  the  chairman  of  the  Advisory  Committee  recommended  a 
contract  with  the  Commonwealth  Mental  Health  Research  Foundation  for  col- 
lection and  treatment  of  needed  data.  The  first  such  contract,  permitting 
immediate  engagement  of  part-time  professionals  for  non-repetitive  but  vital 
services,  was  entered  in  June  1964. 

There  have  been  two  major  contracts.  The  first,  with  a professional 
public  relations  agency,  resulted  in  a statewide  public  information  program 
for  the  planning  activity,  a monthly  newsletter,  and  editorial  assistance  on 
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the  final  document.  The  second  provided  services  of  attorneys  who,  with  the 
Commissioner  of  Mental  Health  and  the  director  of  the  Comprehensive  Mental 
HealthAlental  Retardation  Planning  Project,  drafted  a thorough  revision  of 
the  Mental  Health  Act  of  1951  and  the  Administrative  Code  of  1928.  This 
revision  will  provide  the  legal  framework  for  implementation  of  the  Comprehen- 
sive Mental  Retardation  Plan. 


-17- 


t 


; 


4 


* 

I 


V 

t 

' \ 
i 


CHAPTER  III 


Administrative  Structure  for  Implementation  of  the  Comprehensive  Mental 

Retardation  Plan 

1.  The  Responsibility  of  the  Commonwealth 

The  Mental  Health  Act  of  1951  and  the  Administrative  Code  of  1929  of 
the  Commonwealth  of  Pennsylvania  require  that  the  Commissioner  of  Mental  Health 
develop  plans  and  programs  to  meet  the  Commonwealth's  responsibility  in  offering 
mental  health  and  mental  retardation  services.  The  mental  health  programs  in 
this  State,  and  in  the  nation,  are  undergoing  substantial  change.  A significant 
amount  of  this  change  is  the  result  of  the  new  techniques  and  programs  which  are 
emerging  from  the  Comprehensive  Mental  Health  and  Mental  Retardation  Planning 
Projects.  The  administrative  and  structural  problems  which  are  produced  by  these 
new  program  changes  are  substantial.  In  this  chapter,  broad  structural  and 
organizational  changes  in  state  and  local  government  are  recommended  in  an 
attempt  to  create  a flexible  system  for  the  administration  of  the  new  treatment 
modalities . 


a)  Scope  of  Responsibility 

The  Commonwealth  maintains  a tremendous  investment  in  services 
for  the  mentally  disabled.  Over  110,000  persons  each  year  are  treated  in  state 
supported  and  state  subsidized  programs.  The  Commonwealth  maintains  over  thirty 
installations  for  the  treatment  of  the  mentally  disabled  and  employs  20,000  full 
time  employees.  Approximately  60,000  volunteer  persons  spent  more  than  411,000 
hours  of  service  each  year.  The  Commonwealth  spent  $122,888,995  during  fiscal 
year  1964-1965  for  the  on-going  maintenance  of  mental  health  and  mental  retard- 
ation programs.  These  commitments  have  been  increasing,  and  continue  to  in- 
crease . 


These  considerable  investments,  and  the  added  responsibilities 
of  the  newly  developing  Community  Mental  Health/lfental  Retardation  Centers, 
require  a carefully  conceived  administrative  framework. 

b)  Key  Administrative  Elements 

The  professional  and  jurisdictional  scope  of  the  Commonwealth 
of  Pennsylvania's  responsibility  must  be  established.  A clear  policy,  defining 
the  law  and  executive  implementation  is  necessary.  This  policy  must  set  program 
goals  which  should  result  in  the  diminution  of  the  cause  and  effects  of  mental 
disability.  At  least  two  key  elements  that  contribute  to  the  effective  adminis- 
tration of  programs  for  the  mentally  disabled  are  necessary. 

(1)  The  Commonwealth  must  develop  a flexible  administrative 
structure  to  enable  the  services  to  reach  the  citizens  in  a minimum  of  time  and 
with  a maximum  of  effectiveness.  This  administrative  structure  must  delineate 
the  differentiation  between  state  and  local  responsibility,  both  in  respect  to 
program  and  to  fiscal  responsibility.  The  administrative  structure  must  en- 
courage a continuous  process  of  planning  for  improved  services.  It  must  be  based 
on  a broad  citizen  interest  to  assure  a wide-spread  grass-roots  responsiveness. 
This  viable  administrative  structure  does  not  presently  exist  within  the  various 
departments  of  government  of  the  Commonwealth. 
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(2)  A sufficient  administrative  arrangement  must  consider  the 
desideratum  of  coordination.  The  various  departments  of  government  offering 
programs  in  education,  health,  maternal  and  child  welfare,  vocational  rehabil- 
itation, all  contain  considerable  elements  of  service  which  relate  to  the 
mentally  ill  and  retarded.  This  inter-relationship  has  to  be  provided  for  in  a 
structural  arrangement. 

The  appropriate  function  of  an  administrative  structure  is 
the  implementation  of  program  and  policy.  Indeed,  administration  would  appear 
to  have  no  other  function  than  to  facilitate  the  offering  of  services.  This 
structure  should  foster  efficiency  in  the  allocation  of  funds;  it  should  en- 
courage an  effective  partnership  of  public  and  voluntary  agencies;  and  it  should 
insure  that  the  professional  staff  is  utilized  in  a manner  which  reflects  an 
optimal  deployment  of  skills. 

2,  State  and  Local  Government  Re la t ionships 

An  efficient  structure  for  the  implementation  of  public  mental  health 
services  must  be  based  on  an  acceptance  of  the  complementary  roles  of  two  goven> 
mental  levels:  the  state  and  the  county.  In  addition,  the  services  offered  by 
private  sources  will  continue  to  be  a substantial  part  of  the  total  mental 
health  programs. 

a)  The  Commonwealth's  Role 

(1)  The  Commonwealth  maintains  its  traditional  responsibility 
for  the  availability  and  equitable  distribution  of  adequate  services  for  the 
mentally  disabled. 


(2)  The  Commonwealth  should  be  responsible,  by  law  and 
administrative  regulation,  for  the  definition  of  these  required  services. 

(3)  The  Commonwealth's  principal  agents  for  the  implementation 
of  the  will  of  the  General  Assembly  regarding  programs  for  the  mentally  disabled 
are,  and  should  be:  The  State  Level  Executive  Branch,  The  Office  of  Mental 
Health  within  the  Department  of  Public  Welfare,  and  the  county  government. 

b)  The  County's  Role 

(1)  It  is  recommended  that  the  county  government  should  be 
vested  with  the  responsibility  and  the  powers  to  provide  needed  services  for  the 
Eientally  disabled. 


(2)  It  is  recommended  that  the  county  should  develop  these 
services  for  the  mentally  disabled  either  directly,  or  by  purchase  of  them  from 
appropriate  resources. 

(3)  The  county  should  provide  these  services  for  the  mentally 
disabled  under  state  supervision  and  regulation.  These  services,  naturally, 
will  reflect  each  county's  particular  social,  economic,  and  cultural  patterns. 
The  basic  requirement  is  for  a collaborative  relationship  between  the  state  and 
the  county  in  which  the  roles  are  necessarily  different  and  complementary. 

3.  State  Structure 

a)  The  Commonwealth's  Functions  for  the  Mentally  Disabled 

To  implement  the  concept  of  partnership  between  State  and 
County  government  for  the  delivery  of  services  to  the  mentally  disabled,  it  is 
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important  to  define  the  State’s  role  and  responsibility  and  to  note  its 
functions.  Eight  major  functions  relating  to  State  responsibility  are: 

(1)  The  Office  of  Mental  Health  is  the  administrative  unit  of  the 
Commonwealth  which  is  charged  with  the  duty  of  assuring  the  availability  and 
equitable  distribution  of  adequate  services  for  the  mentally  disabled  through- 
out the  Commonwealth.  One  of  its  principal  channels  for  accomplishing  its 
mission  should  be  the  county.  Its  program  policies  and  operations  should  be 
firmly  oriented  to  this  concept  and  to  the  development  in  each  county  of  that 
pattern  of  services  which  fully  reflects  public  policy  and  sound  professional 
standards . 


(2)  To  meet  these  responsibilities  a principal  obligation  and 
function  of  the  Office  of  Mental  Health  consists  of  exercising  leadership  in 
the  development  of  policy,  legislation,  and  programs.  Part  of  this  development 
should  include  the  creation  of  devices  and  techniques  which  would  assure  inter- 
departmental coordination  in  program  areas  for  the  mentally  disabled,  especially 
where  the  responsibility  for  delivery  of  services  requires  the  cooperation  of 
two  or  more  administrative  units. 

(3)  The  Office  of  Mental  Health  should  promulgate  standards  for 
effective  enforcement  procedures,  offer  programs,  consultation,  and  engage  in 
professional  recruitment  and  development.  For  these  purposes,  the  Office  of 
Mental  Health  will  require  full  executive,  legislative  and  citizen  support. 

In  addition,  it  bears  a deep  obligation  to  develop  headquarters  and  regional 
staff  equal  to  the  task. 

a.  Basic  mental  health/mental  retardation  powers  and  duties 
are  contained  in  the  Mental  Health  Act  of  1951  and  in  the  Administrative  Code 
of  1929.  What  is  clearly  called  for  is  a full-scale  reappraisal  of  the  legal 
framework;  this  is  presently  being  undertaken  by  a legal  task  force.  An 
important  point  to  be  considered  in  any  revision,  however,  is  the  definition 
of  the  state  and  the  counties’  complementary  roles  to  provide  a unified  govern- 
mental framework  for  proper  implementation  of  mental  health/mental  retardation 
responsibilities . 

(4)  The  proper  base  for  policy  and  program  leadership  is  planning. 
Planning  is  a complex  of  functions  and  processes,  some  formalized  and  some  not. 
Three  basic  planning  streams  should  be  identified  for  administrative  purposes. 
These  are: 


a.  Public  policy-oriented  planning  and  research,  encompassing 
an  evaluation  of  the  spectrum  of  prevention,  treatment  and  rehabilitation 
policies  and  their  implications  for  needs  and  resources  in  mental  health/mental 
retardation.  This  should  be  centered  within  the  Office  of  Mental  Health  and 
coordinated  with  the  Department  of  Public  Welfare,  and  directed  both  toward 
legislative  consideration  and  departmental  program  policy. 

b.  Program  planning  on  a statewide  and  regional  basis,  taking 
account  of  and  anticipating  emerging  needs.  It  should  be  directly  related  to 
priority-ordering  and  program-making  for  expression  as  budgetary  recommendations 
and  budget  allocations.  This  is  a pervasive  process  and  its  importance  requires 
formalization  of  its  direction  in  the  Office  of  Mental  Health,  with  appropriate 
coordination  by  the  Department. 

c.  County-level  and  regional -level  planning  and  evaluation 
by  regional  boards  and  counties.  This  function  requires  an  adequate  complement 
of  skilled  regional  staff  working  primarily  with  regional  boards  and 'county 
boards  and  officials,  but  also  with  other  community  representatives.  This 
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should  serve  to  develop  a pattern  of  services  fully  complying  with  public  policy 
and  program  standards,  and  adapted  to  each  region  and  county's  needs.  This 
process  should  be  formalized  annually  in  a county  mental  health/mental  retarda- 
tion plan  as  an  administrative  instmment.  This  plan  will  reflect  progressive 
development  toward  requirements  and  goals,  and  provide  a base  for  local  budgeting 
and  state  financing  arrangements. 

(5)  Standards  and  goals  represent  a balance  between  operational 
planning  and  policy  decisions.  The  operational  realities  in  any  geographical 
region  should  become,  eventually,  the  basis  for  policy  decision.  As  a result 
of  these  policy  decisions,  statewide  minimum  program  standards  should  emerge. 
These  standards  should  leave  considerable  flexibility  for  the  variations  re- 
quired in  the  various  counties,  and  for  the  development  of  county  standards 
significantly  beyond  minimal  statewide  requirements.  The  Office  of  Mental 
Health's  regional  staff  and  central  consulting  staff  should  participate  in  this 
local  adaptation  and  program  development,  through  individ;ial  consultations  and 
with  general  guides  and  manuals.  These  manuals  should  cover  structure,  pro- 
cedures, relationships  with  voluntary  agencies,  personnel  standards,  differ- 
ential utilization  of  staff,  staff  development,  and  related  matters, 

(6)  The  Office  of  Mental  Health  of  the  Department  of  Public 
Welfare  should  carry  a special  obligation  in  its  partnership  with  counties  to 
provide  for  those  specialized  service  resources  which  are  either  better  provided 
on  a statewide  or  regional  basis,  or  cannot  be  provided  adequately  by  individual 
counties.  Among  these  are: 

a.  Institutional  resources  and  related  facilities; 

b.  Other  special  and  auxiliary  services,  such  as  genetic 
counseling ; 

c.  Special  diagnostic  facilities. 

Since  the  need  for  regional  centers  providing  specialized 
services  is  obvious  and  since  their  establishment  need  not  depend  on  the  develop- 
ment and  implementation  of  a comprehensive  plan  in  every  county,  the  Commissioner 
of  Mental  Health  and  Mental  Retardation  should  initiate  action  to  establish  such 
regional  centers  as  expeditiously  as  possible.  The  recommendations  of  the 
regional  committees  might  well  be  the  criteria  for  the  locations  of  the  centers. 
The  three  diagnostic  and  evaluation  centers  now  in  operation  could  serve  as  pro- 
totypes if  all  necessary  disciplines  and  skills  were  added  to  their  staffs. 

(7)  Recent  national  studies  leave  no  doubt  as  to  the  current  and 
projected  serious  shortage  of  skilled  personnel.  The  state  must  mount  a com- 
prehensive and  aggressive  program  for  recruitment  and  staff  development,  if  it 
is  to  meet  even  minimum  needs.  The  program  should  include: 

a.  An  evaluation  of  the  adequacy  of  position  requirements 
and  salary  scales  for  staff  and  suggested  corrective  measures  where  indicated, 

b.  Vigorous  recruitment  programs  designed  to  obtain  a 
continuing  supply  of  personnel  for  both  the  projected  county  structure  and  the 
state's  programs. 


c.  Promotion  of  demonstration  projects  and  consultation  with 
counties  concerning  policies  and  procedures  for  optimiom  utilization  of  available 
staff. 
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d.  Varied  and  continuous  staff  development  programs,  pre- 
service  and  in-service,  formalized  and  informal,  to  develop  competent  pro- 
fessionals. These  programs  should  utilize  all  available  resources,  including 
state  funds  and  federal  funds. 

4.  Structural  Recommendations  the  Programs  of  the  Off  ice  of  Mental 
Health 


It  must  be  stated  at  the  outset,  that  this  document  does  not  treat 
with  the  point  colloquially  characterized  as. "the  separate  department"  issue. 

This  issue,  in  its  narrowest  sense,  depends  upon  the  relationship  of  the  Governor 
(and  the  Legislature)  to  the  major  functions  under  his  jurisdiction.  It  is 
felt  that  any  determination  thereon  should  be  made  in  the  light  of  consistent 
recommendations  covering  all  of  these  major  functions,  a matter  already  under 
study. 


Irrespective  of  the  outcome  of  such  a study,  the  fact  is  that  any  pro- 
gram of  its  scope  and  magnitude,  with  the  thousands  of  employees  under  its 
jurisdiction  and  the  numerous  siims  expended,  already  constitutes  a "department" 
in  the  dictionary  meaning  of  the  word,  and  as  such  requires  that  the  head  of 
that  program  have  available  to  him  such  administrative  tools  as  are  required  to 
permit  him  to  discharge  his  duties  effectively. 

The  main  thrust  of  these  recommendations  is  in  the  areas  of  program, 
regionalization,  and  administration  and  management.  Overall,  it  is  the  purpose 
of  these  recommendations  to  strengthen  the  role  and  the  function  of  the  Office 
of  Mental  Health  in  its  ability  and  opportunity  to  devise  new  programs,  to 
review  and  evaluate  established  programs,  to  coordinate  and  enforce  standards 
in  statewide  mental  health  and  mental  retardation  services,  and  to  effectively 
manage  and  administer  programs  for  which  the  Office  is  directly  responsible. 

No  attempt  has  been  made  to  specify  organizational  nomenclature  and  no  recom- 
mendations relate  to  whether  a imit  should  be  a bureau  or  a division,  etc. 
Neither  does  this  document  specify  staffing  patterns  within  its  structural  recom- 
mendations. These  details  need  to  be  v;orked  out  by  the  Office  of  Mental  Health 
in  conjunction  with  the  appropriate  agencies. 

The  recommendations  that  follow  oresent  the  organizational  and  struct- 
ural designs  which  are  required  to  implement  the  state’s  responsibilities  for  a 
partnership  with  the  various  counties: 

a)  Deputy  Commissioner  for  Mental  Health  Program 

It  is  recommended  that  the  present  position  of  Deputy  Com- 
missioner be  abolished  and  the  position  of  a Deputy  Commissioner  for  Mental 
Health  Programs  be  established.  The  Deputy  Commissioner  for  Mental  Health 
Programs  would  have  the  responsibility  for  the  direct  supervision  of  the  oper- 
ation of  all  institutions  and  facilities  for  the  mentally  ill  and  emotionally 
disturbed  for  which  the  Office  of  Mental  Health  is  directly  responsible.  In 
addition  to  his  direct  supervisory  responsibility  over  state  operated  mental 
health  facilities,  he  would  also  have  the  broader  responsibility  of  reviewing 
all  mental  health  programs  and  services  and  implementing  or  planning  programs 
by  means  of  which  gaps  in  these  services  are  to  be  filled.  He  would  also  be 
responsible  for  the  coordination  of  the  programs  under  his  aegis  with  related 
mental  health  services  performed  under  other  units  of  state  government.  The 
Deputy  Commissioner  for  Mental  Health  Programs  would  be  responsible  for  assuring 
that  all  patients  have  an  admission  evaluation  on  their  rehabilitation  potential 
and  that  an  optimum  treatment  program  with  planned  and  periodic  reviews  is  pre- 
scribed. The  Deputy  Commissioner’s  function  would  be  to  work  with  the  Com- 
missioner, and  the  Planning  Director,  in  developing  new  concepts  of  service  and 
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new  types  of  programming.  The  Deputy  Commissioner  would  also  act  as  the  program 
expert  for  standards  and  programs  for  the  Office  of  Mental  Health’s  Regional 
repre  sentatives . 

(1)  Children’s  Services  Unit* 

It  is  recommended  that  a special  unit  for  Children’s  Services 
under  the  Deputy  Commissioner  for  Mental  Health  Programs  be  established.  This 
unit  would  be  responsible  for  providing  leadership,  development  and  implementa- 
tion, of  a comprehensive  mental  health  plan  for  children.  This  would  include 
preventive  services,  and  programs  for  the  provision  of  continuous  care  at  all 
levels,  ranging  from  early  detection  and  screening,  through  outpatient  services. 

Such  programs  should  be  developed  through  inter-departmental 
liaison  and  consultative  relationships  with  child  welfare  services,  the  Depart- 
ment of  Public  Instruction,  the  Department  of  Health,  and  others,  to  insure  the 
integration  of  sound  mental  health  principles  in  programs  for  children. 

The  unit  would  also  provide  assistance  in  program  development 
to  such  facilities  as  childrens’  diagnostic  and  evaluation  centers  and  special- 
ized psychiatric  facilities  for  children.  The  unit  would  also  be  responsible 
for  the  provision  of  consultative  services  to  state  mental  hospitals  to  stim- 
ulate the  development  of  specialized  programs  for  children. 

(2)  Unit  for  Special  Programs 

It  is  recommended  that  a unit  for  Special  Programs,  under  the 
Deputy  Commissioner  for  Mental  Health  Programs,  be  established.  Such  a unit 
would  work  primarily  in  three  main  areas:  Alcoholism  and  Drug  Addiction, 
Geriatrics,  and  Services  for  Correction  and  Parole.  The  Alcoholism  and  Drug 
Addiction  Sub-Unit  should  help  state  mental  hospitals  develop  specialized  in- 
patient treatment  programs.  In  this  activity  the  unit  would  work  closely 
with  community  clinics  sponsored  by  the  Department  of  Health,  with  community 
general  hospitals,  and  other  rehabilitative  agencies.  It  should  help  provide 
maximum  care  for  the  treatment  of  alcoholism  and  drug  addiction.  The  Geriatrics 
Sub-Unit  would  relate  to  the  Geriatrics  Program  of  the  Office  for  the  Aging 
and  would  assist  in  the  development  of  mental  health  and  associated  services 
for  diagnosis,  e\'aluation,  short  term  treatment  and  night  care  facilities.  It 
should  also  consult  with  those  institutional  settings  offering  care  and  treat- 
ment for  the  mentally  impaired  aged. 

The  Sub-Unit  for  Services  for  Correction  and  Parole  would  work 
closely  with  the  Department  of  Justice  and  the  Bureau  of  Corrections  in  pro- 
viding necessary  coordinated  services. 

(3)  Unit  for  Clinical  Research 

It  is  recommended  that  a Unit  for  Clinical  Research,  under 
the  direction  of  the  Deputy  Commissioner  for  Mental  Health  and  Mental  Retardation 
Programs  be  established.  Such  a unit  would  maintain  liaison  with  Western  Psych- 
iatric Institute  and  would  provide  direct  supervision  and  guidance  to  Eastern 
Pennsylvania  Psychiatric  Institute.  It  would  furnish  coordinated  leadership  in 
clinical  research  to  these  and  other  institutions,  assist  in  program  development 
of  research  activities,  and  serve  as  a clearing-house  for  information  on  clinic^ 
research. 


* Includes  service  to  adolescents 
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(4)  Unit  for  Professional  Services 


It  is  recommended  that  the  portion  of  the  division  of  7ol- 
untear  Resources  engaged  in  mental  health  activities  be  combined  with  the  con- 
sultants for  mental  health,  under  a unit  to  be  called  Professional  lervices. 

This  unit  should  report  directly  to  the  Deputy  Commissioner  for  Mental  Health 
and  Mental  Retardation  Programs. 

b)  Unit  for  Clinical  Training 

It  is  recommended  that  a Unit  for  Clinical  Training  be  estab- 
lished. This  unit  would  report  directly  to  the  Commissioner  and  serve  both 
mental  health  and  mental  retardation  programs.  It  would  be  responsible  for  sti..i- 
ulating  the  development  of  residency  training  programs  in  all  state  mental  health 
and  mental  retardation  institutions.  It  would  assist  in  the  development  of  and 
provide  leadership  for  in-service  training  at  all  levels.  It  would  be  coordi- 
nated with  the  Department  of  Public  Welfare’s  Training  Unit.  It  would  provide 
training  programs  for  private  facilities  in  the  care  of  the  mentally  retarded. 

c)  Unit  for  Program  Research  and  Planning 

It  is  recommended  that  a Unit  for  Program  Research  and  Plan- 
ning be  established.  This  unit  would  report  to  the  Commissioner  and  would  ser- 
vice both  Mental  Health  and  Mental  Retardation  Programs.  The  unit  would  assist 
the  Deputy  Commissioners  in  evaluating  programs  in  mental  health  and  mental 
retardation  and  would  help  develop  new  concepts  of  care  and  service  in  these 
areas.  The  unit  would  also  be  responsible  for  long  range  planning  for  the 
Office  of  Mental  Health.  Part  of  the  planning  function  would  be  the  servicing 
of  the  Construction  Councils  for  Mental  Health  and  Mental  Retardation  and  the 
annual  revision  of  the  construction  plans  for  Community  Mental  Health  Centers 
and  Mental  Retardation  Facilities. 

The  Unit  would  be  responsible  for  assisting  the  Deputy 
Commissioners  for  Mental  Health  and  Mental  Retardation  in  the  processing  and 
programming  of  pertinent  Federal  grants  relating  to  Mental  Health  and  Mental 
Retardation  Programs. 


As  an  overall  responsibility  the  unit  would  maintain  the 
Comprehensive  Mental  Health  and  Mental  Retardation  Plans  on  a current  basis. 

It  would  attempt  to  promote  a maximum  of  coordination  of  statewide  mental 
health/mental  retardation  services. 

d)  Unit  for  Public  Information 

It  is  recommended  that  the  present  Unit  of  Public  Information  be 
expanded  to  include  responsibility  for  both  public  and  professional  education 
and  for  public  information  activities  as  required  for  the  Office  of  Mental 
Health. 


Principal  functions  of  the  unit  include  the  activation  of 
intensified  educational  programs  in  mental  health  and  mental  retardation;  the 
provision  of  consultative  services  in  educational  methods  and  techniques  on 
state,  regional  and  local  levels;  and  the  coordination  of  educational  efforts 
in  both  fields,  and  on  all  levels. 

e)  Structural  Recommendations  for  Mental  Retardation 
Services  in  the  Office  of  Mental  Health 

(1)  Deputy  Commissioner  for  Mental  Retardation  Programs 
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It  is  recommended  that  the  position  of  Deputy  Commissioner 
for  Mental  Retardation  Programs  be  established.  The  Deputy  Commissioner  for 
Mental  Retardation  would  have  the  responsibility  for  the  supervision  and  develop- 
ment of  program,  and  policy  for  state  schools  and  hospitals,  and  other  facil- 
ities rendering  services  for  the  mentally  retarded,  for  which  the  Office  of 
Mental  Health  is  directly  responsible.  This  position  would  also  carry  the 
broader  responsibility  of  developing,  implementing,  and  reviewing  mental  re- 
tardation programs  and  services.  The  Deputy  Commissioner's  function  would  be 
to  work  with  the  Commissioner,  and  the  Planning  Director,  in  developing  new 
concepts  of  services  and  new  types  of  programming.  The  Deputy  Commissioner 
would  also  act  as  the  program  expert  for  the  Regional  Representatives  in  the 
implementation  of  standards  and  programs. 

(2)  Unit  for  Clinical  Research 

It  is  recommended  that  a Unit  for  Clinical  Research,  under 
the  Deputy  Commissioner  of  Mental  Retardation  Programs  be  established.  This 
unit  would  plan,  direct,  and  coordinate  all  research  programs  in  the  state 
schools  and  hospitals.  It  would  also  provide  state  schools  and  hospitals  with 
technical  knowledge  for  the  preparation  of  reseach  grant  requests. 

(3)  Unit  for  Professional  Services 

It  is  recommended  that  a Unit  for  Professional  Services  under 
the  Deputy  Commissioner  for  Mental  Retardation  Programs  be  established.  Such 
a unit  would  be  responsible  for  planning,  directing,  and  coordinating  social 
work  activities,  and  specialized  program  activities  for  which  the  consultants 
would  be  responsible.  Where  services  can  be  jointly  provided  they  should  be  so 
at  the  discretion  of  the  Commissioner  of  Mental  Health.  Such  activities  would 
include  specialties  in  speech  and  hearing,  volunteer  resources,  psychology, 
recreation,  physiotherapy,  industrial  and  occupational  therapy,  and  education. 

The  unit  would  provide  consultative  services  to  state  institutions,  diagnostic 
and  evaluation  centers,  private  facilities,  day  care  centers,  and  community 
centers  providing  services  for  the  mentally  retarded.  The  director  of  the  unit 
would  be  responsible  for  maintaining  desired  program  standards,  coordination  of 
clinical  training,  by  continuous  analysis  and  evaluation. 

5.  Structural  Recommendations  for  Administration  and 
Management  in  the  Office~f  Mental  Health 

The  Office  of  Mental  Health  is  significantly  lacking  in  administrative 
staff  in  the  areas  of  institutional  management  and  general  administration.  It 
should  be  noted  that  the  administrative  recommendations  that  follow  are  directed 
toward  providing  the  Commissioner  with  personnel  who  will  develop  the  basic  and 
complex  tools  of  management,  which  are  presently  lacking  in  the  Office  of  Mental 
Health. 


a)  Assistant  Commissioner  for  Administration 

It  is  recommended  that  the  position  of  Assistant  Commissioner 
for  Administration  be  established.  Such  a position  would  carry  the  responsi- 
bility for  modernizing  the  administrative  machinery  and  techniques  of  the  Office 
of  Mental  Health  and  would  provide  the  technical  management  services  that  the 
Office  requires.  The  Assistant  Commissioner  for  Administration  would  serve  both 
Deputies  for  Mental  Health  and  Mental  Retardation, 

(1)  Unit  for  Institutional  Management 

It  is  recommended  that  a Unit  for  Institutional  Management, 
under  the  supervision  of  the  Assistant  Commissioner  of  Administration,  be 
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established.  Such  a unit  would  study  administrative  operations  and  methods  at 
hospitals  and  schools,  and  make  reco.nmendations  for  improving  these  operations. 
The  staff  in  this  unit  would  work  with  appropriate  counterparts  in  the  Depart- 
ment of  Public  V7elfare  to  develop  standards  in  canteen  operation,  farm,  laundry, 
safety,  surplus  control,  warehousing,  and  sanitation.  The  unit  would  also 
review  plans  and  specifications  for  construction  and  alteration  projects,  and 
advise  the  Commissioner  concerning  final  approval.  The  unit  would  assist  field 
installations  in  the  development  of  capital  budgets  and  priorities  for  main- 
tenance projects. 

(2)  Unit  for  Central  Records  and  Reports 

It  is  recommended  that  a Unit  for  Central  Records  and  Reports, 
under  the  supervision  of  the  Assistant  Commissioner  for  Administration,  be 
established.  Such  a unit  would  maintain  the  records  systems  of  the  Office  of 
Mental  Health,  and  work  with  the  Department's  Research  and  Planning  Division  in 
the  development  and  production  of  reports  and  statistics  for  the  Office  of  Mental 
Hea 1th. 


(3)  Management  Services 

It  is  recommended  that  the  Assistant  Commissioner  for  Admin- 
istration develop  management  services  for  personnel,  budget  and  methods  and 
standards . 


It  should  be  noted  that  these  functions  are  more  limited  in 
scope  than  those  that  the  Department  of  Public  Welfare’s  Administrative  Ser- 
vices unit  now  performs.  A minimum  of  services  in  these  areas  should  be  avail- 
able within  the  Office  of  Mental  Health  to  enable  the  Commissioner  and  the  Pro- 
gram Deputies  to  supervise  and  review  the  operations  and  programs  for  which  they 
are  responsible.  The  availability  of  these  services  should  enable  them  to 
relate  to  the  central  managing  services  within  the  Department  more  effectively. 
This  is  considered  an  imperative  for  the  effective  management  of  an  Office  that 
is  responsible  for  thirty  installations  and  over  twenty  thousand  employees. 

6.  Nomenclature 


Many  of  these  recommendations  serve  to  identify  and  strengthen 
mental  retardation  programs.  It  is  recommended  that,  as  a result  of  these 
changes,  the  present  Office  of  Mental  Health  be  renamed  as: 

THE  OFFICE  OF  MENTAL  HEALTH 
AND  MENTAL  RETARDATION 

7 . Regional  Re pre s ent a t i ve 

It  is  recommended  that  the  position  of  Regional  Mental  Health  and 
Mental  Retardation  Representative,  with  appropriate  staff,  be  established. 

This  regional  position  should  serve  to  coordinate  the  use  of  mental  health  and 
mental  retardation  facilities,  both  private  and  public,  within  the  region.  It 
would  also  help  coordinate  related  health  and  welfare  functions  at  the  regional 
level.  The  Regional  Representatives  would  work  to  develop  a balanced  program 
of  service  based  upon  the  concept  of  the  Community  Mental  Health  Center. 

The  Regional  Representative  would  enforce  state  standards, 
inspection,  licensing,  for  mental  health  and  mental  retardation  care  and  assist 
in  the  development  of  community  plans  for  mental  health  and  mental  retardation 
services.  He  would  work  closely  with  the  Director  of  Program  Research  and 
Planning, ^in  aiding  communities  in  their  planning  efforts.  He  would  also  assist 
counties  in  organizing  programs  in  the  development  of  services. 


-27- 


The  Regional  Representative  would  relate  to,  and  consult  with, 
Regional  Advisory  Boards  on  matters  of  policy  and  planning.  He  will  work 
cooperatively  with  the  Department  of  Public  Welfare's  Regional  Representatives. 

8 . Regional  Advisory  Boards 

a)  Membership  of  Regional  Board 

It  is  recommended  that  Regional  Advisory  Boards  be  established. 
These  Boards  would  be  advisory  to  the  state  mental  health/raental  retardation 
agency  and  to  such  Regional  Representatives  as  may  be  designated. 

The  Boards  would  consist  of  twelve  to  twenty  members,  depend- 
ing on  the  size  of  the  region,  and  be  appointed  by  the  Commissioner  of  Mental 
Health  with  due  regard  to  balanced  lay  and  professional  representation.  The 
members  would  be  representative  of  local  health  and/or  welfare  agencies,  local 
health  and  welfare  planning  operations,  medical  societies,  hospitals,  lay 
associations  concerned  with  mental  health/mental  retardation,  labor,  agriculture, 
business,  civic  and  professional  groups.  The  membership  should  be  representa- 
tive of  local  mental  health/mental  retardation  boards.  A superintendent  of  a 
State  Mental  Hospital  and  a superintendent  of  a State  School  and  Hospital, 
selected  by  the  Commissioner  of  Mental  Health,  should  be  an  ex-officio  member 
of  the  Regional  Advisory  Board. 

b)  Functions  of  Regional  Board 

This  Board  would  be  concerned  with  problems  of  service 
coverage  and  duplication,  priorities,  and  the  role  of  specialized  agencies.  The 
Board  would  review  all  plans  for  mental  health/mental  retardation  services  sub- 
mitted by  the  counties,  and  would  make  recommendations  regarding  these  plans  to 
the  state  agency.  This  would  include  the  initial  plan  submitted  by  each  county, 
and  subsequent  annual  plans. 

It  would  review  progress  in  the  achievement  of  planned  pro- 
gram goals  for  the  region,  and  make  recommendations  of  these  goals,  including 
recommendations  for  indicated  revisions  of  such  program  goals. 

9.  Program  Coordination  - Mental  Health  and  Mental  Retardation 
a)  Coordinating  Units 

It  is  recommended  that  two  formal  coordinating  units,  one  for 
mental  health  and  one  for  mental  retardation,  be  established  by  Executive  Order 
under  the  Council  for  Human  Services,  Each  coordinating  unit  would  be  rostered 
to  include  state  officials  who  are  responsible  for  mental  health/mental  retar- 
dation management  in  the  various  departments  and  agencies  of  state  government. 
Each  coordinating  unit  would  have  inter-departmental  representation  and  would 
be  responsible  for  achieving  a coordination  of  various  program  elements  in 
mental  health  and  mental  retardation  for  which  the  state  is  responsible. 

These  coordinating  units  would  review  budget  requests  sub- 
mitted by  the  various  program  offices.  The  units  would  report  their  recom- 
mendations concerning  program  activities  to  the  Council  for  Human  Services, 
and  would  make  recommendations  for  changes  in  administrative  relationships 
where  improved  coordination  is  needed. 

These  program  coordinating  units  would  meet  regularly  and 
keep  all  agencies  informed  about  their  various  activities. 
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In  view  of  the  similarities  between  the  range  of  disciplines 
and  services  needed  for  the  prevention  of  retardation  and  those  provided  in 
inatemal  and  child  health  programs,  it  is  recommended  that  the  state  agencies 
concerned  plan  and  manage  their  programs  to  achieve  maximum  coordination. 

10 . Recommendations  for  Local  Government  and  Participation 

a)  State  and  County  Partnership 

The  major  focus  of  all  recommendations  regarding  structure 
and  organization  is  tied  to  a concept  of  partnership  between  the  state  and  the 
county.  It  has  been  recommended  that  the  focus  of  responsibility  for  the  actual 
delivery  of  comainnity  services  should  be  at  the  local  level. 

b)  County  Functions 

The  bases  of  the  general  framework*  in  which  the  counties 

would  operate  are : 

(1)  Responsibility  for  service  shall  be  placed  upon  the  regularly 
constituted  county  authority  (Commissioners) , 

(2)  The  County  Commissioners  shall  appoint  a County**  Mental 
HealthAlental  Retardation  Board. 

(3)  The  County  Commissioners  shall  appoint  a professionally 
competent  Director  of  Mental  Health/Mental  Retardation  Programs  in  accordance 
with  standards  and  specifications  established  by  the  state  and  from  a list  of 
names  submitted  to  the  CorrTiissioners  by  the  County  Mental  Ilealth/Mental  Retard- 
ation Board. 


(4)  The  local  program  should  operate  under  minimvim  standards 
established  by  a state  agency  (Office  of  Mental  Health)  and  in  accordance  with 
plans  approved  by  it,  and  all  additional  personnel  appointments  must  be  made  in 
accordance  with  a merit  system. 

(5)  The  local  services  should  be  financed,  in  part,  on  the  basis 
of  a flexible  system  of  state  reimburseraent  for  approved  services  rendered. 

(6)  \7ithin  the  general  framework  developed  for  county  delivery  of 
services,  there  should  be  a maximum  of  local  determination  as  to  the  exact 
method  by  which  the  county  would  discharge  its  responsibilities  for  mental 
health/mental  retardation  programs.  For  example,  many  services  that  are  pre- 
sently rendered  by  private  practitioners  and  non-profit  agencies  could  continue 
to  be  offered  within  the  proposed  framework  through  a contractual  arrangement 
with  the  county  authority.  For  the  mentally  retarded,  these  should  include, 
but  not  be  limited  to:  pre-school  and  nursery  programs;  day  care;  home  care 
services;  diagnosis,  evaluation,  counseling  and  placement;  vocational  training 
and  occupational  adjustment;  short  teirni  residential  care,  foster  home  placement, 
homemaker  service,  including  education  of  parents  in  culturally,  socially, 
economically  and/or  environmentally  deprived  areas. 


* No  change  is  contemplated  in  relocating  services  that  are  presently  performed 
by  the  School  Boards. 

**  There  are  67  counties  and  59  catchment  areas  in  Pennsylvania.  This  reference 
to  County  Boards  corresponds  generally  to  the  catchment  area  boards  described 
by  the  Regional  Committees  in  Chapter  VIII. 
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c)  Rationale  for  County  Functions 


The  rationale  for  placing  responsibility  for  mental  health/mental 
retardation  services  upon  the  regularly  constituted  local  authorities  is  as 
follows : 


(1)  That  variability,  both  in  services  and  delivery  systems, 
should  be  provided  to  meet  the  varying  needs  of  counties; 

(2)  The  local  initiative  of  concerned  citizens  should  be  given 
the  freest  play  in  order  to  encourage  effective  citizen  action; 

(3)  Since  local  tax  funds  will  be  involved,  it  is  recommended 
that  local  taxing  authorities  have  a responsible  voice  in  the  determination 
of  service  plans. 

11.  Relationship  of  Local  Mental  Health/Mental  Retardation 
Authorities  to  Private  Agencies 

a)  Advantages  of  Public/Private  Partnership 

A significant  part  of  the  total  mental  health/mental  retardation 
services  now  offered  is  under  the  aegis  of  private  agencies  --  usually  non- 
profit in  character,  with  some  charitable  support  from  the  commvinity,  and  often 
with  some  measure  of  tax  support.  In  a situation  where  service  and  personnel 
are  in  short  supply,  this  arrangement  should  not  only  continue  to  be  the  pattern, 
but  indeed,  the  plan  of  service  should  encourage  the  extension  of  service  by 
private  groups.  It  would  be  expected  that  local  authorities  would  purchase  sub- 
stantial volumes  of  service  from  existing  agencies  as  a significant  segment  of 
service  plans  for  the  area. 

There  are  many  positive  advantages  for  having  a system  of  combined 
public  and  private  service  agencies  included  in  the  service  plans  for  the  area. 
The  following  are  some  of  the  important  advantages: 

(1)  For  the  predictable  future,  the  professional  personnel  avail- 
able will  be  in  short  supply  and,  therefore,  will  need  to  be  shared  between  the 
public  and  private  services, 

(2)  The  traditional  role  of  private  agencies  in  experimentation 
and  research  is  justified  by  their  somewhat  greater  flexibility  of  operation. 

The  present  interaction  with  similar  programs  in  the  public  systems  will  pro- 
duce a highly  desirable  cross-fertilization  of  ideas, 

(3)  The  voluntary  agencies  have  been  able  in  the  past  to  con- 
tribute, in  a major  fashion,  to  the  training  of  scarce  professional  personnel, 

(4)  In  addition  to  tax  funds,  pa37ment  from  all  available  services 
will  be  required  to  meet  the  increased  costs  of  a more  adequate  range  of  local 
and  state  level  programs.  Support  from  voluntary  contributions,  from  patient's 
payments,  insurance  and  other  similar  pre -payment  plans  is  vital.  This  support 
can  best  be  achieved  if  private  and  non-professional  agencies  play  a signifi- 
cant part  in  the  total  program. 

It  is  emphasized  that  services  rendered  by  these  agencies  should  be  available 
to  all  persons  regardless  of  their  ability  to  pay.  This  will  require  that  for 
those  who  are  unable  to  pay  in  part,  or  for  the  total  cost  of  the  various 
services  offered  by  private,  non-profit  agencies , the  public  system  must  pro- 
vide financial  assistance  on  a cost  basis  for  services  rendered.  The  integration 
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of  private  non-profit  agencies  into  the  over-all  service  programs  requires  that 
the  services  of  the  private  non-profit  agencies  should  be  available  to  all  people 
regardless  of  their  ability  to  pay. 

12.  Structural  Recommendations  for  Local  Government 
a)  Legal  Provisions 

Each  county,  individually  or  jointly  with  other  counties,  would  be 
mandated  to  establish  local  mental  health/mental  retardation  services  in  accord- 
ance with  the  provisions  set  forth  in  this  document.  The  initial  plan  for  mental 
health/mental  retardation  services  (and  annual  plans  thereafter)  would  be  sub- 
mitted to  the  state  agency  for  approval,  with  a copy  sent  to  the  appropriate 
Regional  Advisory  Board.  The  state  agency  is  that  agency  assigned  primary  respon- 
sibility for  mental  health/mental  retardation  program  development  and  administra- 
tion (Office  of  Mental  Health). 

In  recognition  of  the  particular  needs  of  the  mentally  retarded  for 
adequate  and  appropriate  diagnostic  and  counseling  services  available  within 
reasonable  distance  from  their  homes,  it  is  recommended  that  each  county  plan 
clearly  recognize  the  need  for  comprehensive  diagnosis  and  counseling  and  provide 
suitable  facilities  and  personnel  for  the  critical  preliminary  identification, 
initial  diagnosis  and  competent  counseling.  Such  diagnostic  and  counseling 
services  would  include  research  for  the  establishment  of  eligibility  of  retarded 
persons  for  state  supported  services,  and  would  assist  families  in  placing  these 
persons  in  proper  county  facilities.  State  schools  and  hospitals  or  in  providing 
care  for  them  at  home. 

Since  the  provision  of  the  entire  range  of  disciplines,  skills  and 
facilities  required  for  a really  comprehensive  program  of  diagnosis,  prognosis  and 
counseling  might  not  be  practical  at  the  county  level  throughout  the  entire  state, 
it  is  recommended  that  there  be  established  specialized  regional  diagnostic  and 
evaluation  services  operated  by  the  state  either  through  its  State  schools  and 
hospitals  or  through  special  facilities  provided  for  this  purpose.  These  would 
provide  the  specialized  required  services,  personnel  and  facilities  which,  together 
with  the  services  at  the  county  level,  would  constitute  comprehensive  diagnosis 
and  counseling  services.  Designated  State  schools  and  hospitals  or  special  facil- 
ities would  be  the  primary  location  for  such  services;  in  addition,  they  could 
provide  appropriately  located  outpatient  facilities  or  traveling  clinics  when 
such  services  are  needed  at  the  local  county  level. 

The  general  content  of  comprehensive  diagnostic  and  counseling 
services  must  include  the  following: 

Coordinated  medical,  psychological  and  social  services,  supplemented 
where  appropriate  by  nursing,  speech  and  hearing,  educational  or  vocational 
services,  and  carried  out  under  the  supervision  of  personnel  qualified  to: 

Diagnose,  appraise,  and  evaluate  mental  retardation  and  associated 
disabilities,  and  the  strengths,  skills,  abilities,  and  potentials  for  employment 
of  the  individual  and  his  family; 

Determine  the  needs  of  the  individual  and  his  family  and  to 
counsel  and  advise  him; 

Develop  recommendations  for  a specific  plan  of  services  to  be 
provided  with  necessary  counseling  to  carry  out  recommendations;  and 

Where  indicated , periodically  reassess  progress  of  the  individual. 

In  carrying  out  this  mission  the  comprehensive  community  plan 
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should  make  maximum  use  of  all  available  resources,  including  the  follov7ing: 

Maternal  and  child  health  and  crippled  children's  programs  in  the 
Department  of  Health; 

Vocational  rehabilitation  in  the  Department  of  Labor  and  Industry; 
Visiting  nurse  services  in  the  Department  of  Health  and  voluntary 

agencies ; 


Public  Assistance  persons  in  the  Department  of  Public  Welfare; 

County  child  welfare  programs; 

Special  education  in  the  Department  of  Public  Instruction; 

General  hospitals,  including  pediatrics  departments; 

Sheltered  workshops; 

All  other  related  public  and  voluntary  agencies. 

(1)  The  local  services  should  be  administered  separately  or  as  an 
identifiable  part  of  a larger  county  unit  such  as  a County  Health  Department  or  a 
County  Welfare  Department  (or  perhaps  ultimately  a Human  Services  Department). 

The  plan  for  local  structure  must  have  the  approval  of  the  state  agency. 

(2)  If  the  Plan  affects  any  municipality  within  a county  with  a 
population  of  above  75,000,  the  comments  of  that  local  unit  should  be  included 
with  the  Plan  submitted  to  the  state  agency. 

(3)  Each  county  should  establish  a local  board  as  described  below. 

(4)  The  initial  plan  for  local  services  should  be  submitted  within 

two  years  following  the  enactment  of  legislation  with  a goal  of  achieving  complete 
services  within  five  years  as  set  forth  in  the  approved  state  plan;  and  as 

further  defined  from  time  to  time  by  the  state  agency. 

(5)  Two  or  more  counties  may  join  together  to  provide  local  mental 
health/mental  retardation  services;  or  a county  may  purchase  required  mental 
health /mental  retardation  services  from  any  other  county  with  an  approved  plan. 

(6)  By  arrangement  of  the  county  governing  body  with  the  Commissioner 
of  Mental  Health/Mental  Retardation,  certain  parts,  or  all  of  local  services, 
rn?,y  bo  nrovided  by  ’-'''.e  state,  with  appropriate  payment  of  costs  by  county. 

(7)  If  a county  is  unable  or  fails  to  organize  these  services  within 
the  time  limit  specified,  the  Commissioner  of  Mental/Mental  Retardation  should 
make  arrangements  for  these  services,  including  direct  assumption  of  the  functions, 
end  an  assessment  of  the  county  for  its  proper  share  of  the  costs.  A county  in 
tnis  latter  category  may  resume  responsibility  for  service  subsequently  by 
submitting  a plan  and  securing  approval  by  the  state  agency. 

13.  Local  Mental  Health/Mental  Retardati on  Board 
a)  Membership  of  Local  Board 

The  governing  body  of  each  county  establishing  mental  health/ 
mental  retardation  services  shall  appoint  a board  of  twelve  members,  with  due 
regard  to  an  appropriate  balance  between  lay  and  professional  representation. 
Agencies  eligible  for  representation  on  the  board  should  submit  a list  of  candi- 
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dates  from  their  organization  to  the  governing  body.  The  members  of  the  Board 
shall  be  residents  of  the  county,  representing  local  boards  of  health  and/or 
welfare,  local  planning  groups,  medical  societies,  hospital  boards,  lay  associa- 
tions concerned  with  mental  health  and  mental  retardation,  school  boards, 
organized  religious  groups,  labor,  agriculture,  business,  civic  and  professional 
groups  and  voluntary  health  and  welfare  agencies.  Ex  officio  members  should 
include  selected  staff  of  mental  hospitals  and  State  schools  and  hospitals 
selected  by  the  Commissioner  of  Mental  Health.  Initiallv  one-third  of  the  me.'.ib.ers 
of  the  Board  shall  -e  appointed  f')r  one  year,  one-third  for  a term  cf  two  years, 
and  one-third  for  a term  of  three  years.  Thereafter  board  members  should  s-rve 
a full  1-hree  year  tez'm  and  be  remove^’  only  for  cause. 

b)  Responsibilities  of  the  County  Mental  Health  Board 

(1)  Reviewing  and  evaluating  the  community's  mental  health/ 
mental  retardation  needs,  services,  facilities  and  special  problems  in  relation 
to  the  local  health  and  welfare  needs,  services  and  program  plans. 

(2)  Recommending  to  the  County  Commissioners  candidates  (a  list 
of  two  or  three  names)  for  the  position  of  Director  of  Mental  Health/Mental 
Retardation  programs  who  shall  meet  such  standards  of  professional  skill  and 
experience  as  the  state  agency  may  require  and  whose  qualifications  shall  also 
meet  county  service  requirements. 

(3)  Developing,  together  with  the  Director,  the  original  plan, 
budget,  and  annual  modifications  thereof  for  mental  health/mental  retardation 
services  in  the  county;  the  plan,  budget  and  proposed  purchase  of  service  con- 
tracts would  require  the  Boards  recommendation  attached  thereto  before  submission 
to  the  County  Commissioners;  planning  long  and  short  range  programs  including  the 
extent  of  funds  required  to  implement  the  plan. 

(4)  Receiving  staff  service  from  the  Director. 

(5)  Reviewing  performance  and  accomplishment  of  Mental  Health/ 
Mental  Retardation  programs,  and  recommending  a system  of  self-evaluation  or 
operational  research. 

(6)  Offering  recommendations  and  evaluations  to  the  Advisory 
Construction  Council  for  Mental  Health  centers  and  the  Advisory  Construction 
Council  for  Mental  Retardation  facilities  on  building  applications  submitted  to 
the  Councils  for  construction  projects  to  be  located  within  the  county  board's 
jurisdiction. 


The  functions  of  this  board  may  be  performed  by  a multi- 
purpose board  acting  in  the  health  and  welfare  field,  if  the  county  so  elects. 

14.  Adminis trative  Re c ommend a t i on s f or  Local  Director 
a)  Functions  of  Local  Director 

The  director  shall  administer  the  county  mental  health/mental 
retardation  service.  Where  the  director  is  a psychiatrist,  the  county  shall  pro- 
vide appropriate  non-psychiatric  medical  supervision  and  consultation.  At  the 
time  of  employment,  the  director  need  not  be  a resident  of  the  county  or  state. 

(1)  He  shall  serve  as  director  of  the  Community  Mental  Health/ 
Mfental  Retardation  Service.* 


* Refer  to  the  Comprehensive  Mental  Retardation  Plan  for  an  explicit 

treatment  of  integrated  mental  health  and  mental  retardation  services. 
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(2)  With  the  local  Mental  Health/Mental  Retardation  Board, 
recommend  to  the  governing  body  plans  and  budgets  for  the  provision  of  services, 
establishment  of  facilities,  and  other  related  matters. 

(3)  Exercise  general  supervision  over  mental  health/mental 
retardation  service  furnished  and  operated,  assure  maintenance  of  appropriate 
standards  with  respect  to  supportive  services,  and  maintain  effective  liaison 
with  other  community  health  and  welfare  agencies. 

(4)  Maintain  effective  and  continuous  contact  with  related 
staff  services  programs,  including  State  schools  and  hospitals. 

(5)  Submit  an  annual  report  to  the  board  and  the  governing  body, 
reporting  all  activities  of  the  program,  including  an  evaluation  of  the  program 

a financial  accounting  of  expenditures  and  a forecast  of  anticipated  needs  for 
the  ensuing  year. 

(6)  Analyze  and  evaluate  the  need  and  services  for  mental  health/ 
mental  retardation  in  the  county  and  recommend  improvements  to  the  County  Mental 
Health/Mental  Retardation  Board  and  the  county  governing  body,  carry  on  such 
studies  as  may  be  appropriate  for  the  discharge  of  his  duties,  including  the 
control  and  prevention  of  mental  disorders,  implement  operational  research  or 
self-evaluation  of  the  local  services. 

15 . Financing  Services 

a)  County  Services 

Counties  shall  receive  state  reimbursement  provided  they 
establish  the  following  services  to  be  further  specified  in  State  administrative 
regulations : 


(1)  Outpatient  mental  health/mental  retardation  services  in 
clinics,  including  diagnostic,  classification,  referral  and  emergency  treatment 
services ; 


(2)  Inpatient  mental  health/mental  retardation  services, 
including  partial  hospitalization; 

(3)  Psychiatric  rehabilitation  services  for  mentally  ill  and 
mentally  retarded  in  clinics,  general  hospitals,  or  special  centers; 

(4)  Mental  health/mental  retardation  information  and  educational 
services  to  the  public  and  to  the  professions  and  agencies  concerned  with  mental 
health  and  mental  retardation; 

(5)  Consultation  services  to  public  or  private  agencies, 
b)  Requirements  for  State  Reimbursement  to  Counties 

(1)  Submit  annually  to  the  state  agency,  with  copies  to  the 
appropriate  Regional  Advisory  Board,  a plan  for  proposed  expenditures  that 
complies  with  the  regulations  and  standards  established  under  this  program. 

(2)  Submit  an  itemized  budget  (with  copies  as  above)  which 
identifies  each  service  and  facility,  its  sources  of  revenue,  including  fee 
schedule,  and  which  shows  the  net  amounts  subject  to  the  reimbursement  formula. 

(3)  Demonstrate  appropriate  and  adequate  cooperation  between 
elements  of  mental  health/mental  retardation  services. 
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Counties  may  enter  into  a legal  contract  with  any  other 
county  or  with  any  hospital,  clinic,  laboratory,  or  other  similar  agency  able  to 
furnish  any  of  the  five  services  for  which  state  reimbursement  is  claimed.  For 
example,  a private  general  hospital  with  a psychiatric  ward,  an  outpatient  clinic 
supported  by  a United  Fund  or  a community  chest,  or  a rehabilitation  center  pro- 
viding psychiatric  rehabilitation  and  operated  by  another  county  could,  if  stand- 
ards were  met,  be  given  a contract  by  the  governing  body  to  supplj’’  the  mental 
health  services  that  are  reimbursable  under  the  Act.  This  would  avoid  the 
necessity  of  the  governing  body’s  need  to  establish  equivalent,  and  possibly 
duplicating  services.  In  obtaining  services  by  contract,  the  governing  body 
would  be  reimbursed  by  the  state  just  as  services  would  be  reimbursable  if 
operated  by  the  local  government  directly. 

Counties  may,  by  contract,  furnish  community  mental  health 
services  to  any  other  county. 

16.  Eligibility  of  Patients 

Any  person  should  be  eligible  for  inpatient  or  outpatient 
care,  and  for  psychiatric  rehabilitation,  without  regard  to  any  legal  residence 
or  ability  to  pay  all  or  part  of  the  cost.  The  program  provides  that  fees  shall 
be  charged  in  accordance  with  the  patients'  ability  to  pay  for  mental  health/ 
mental  retardation  services,  but  not  in  excess  of  the  cost  of  services. 

It  is  the  intent  of  the  program  that,  to  the  maximum  extent 
possible,  services  will  be  rendered  upon  voluntary  application  so  that  patients 
will  not  be  forced  into  treatment  against  their  will.  However,  the  community 
facilities  must  be  available  to  duly  constituted  authorities  for  treatment 
programs  in  accordance  with  the  various  admission  and  commitment  provisions 
under  applicable  mental  health/mental  retardation  legislation.* 


Appendix  III,  1-6,  presents  organizational  charts  of  the  Commonwealth  of 
Pennsylvania,  the  Department  of  Public  Welfare,  and  the  delineation  of 
functions  in  the  Office  of  Mental  Health/Mental  Retardation. 
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CHAPTER  IV 

STATE  SCHOOLS  AND  HOSPITALS 


State  schools  and  hospitals  are  the  backbone  of  residential  care  for  the 
mentally  retarded  in  Pennsylvania,  lodging  well  over  half  of  all  retarded  indi- 
viduals who  reside  away  from  their  original  homes.  Despite  the  hope  invested  in 
community  residential  services,  the  predominance  of  the  state  institutions  is 
likely  to  persist.  As  the  Task  Force  on  Care  Away  from  Home  emphasized,  funding 
and  especially  staffing  are  such  great  problems  for  small  community  residential 
centers  that  they  remain  largely  a "goal  for  the  future".  Moreover,  when  resi- 
dential facilities  do  rise  in  the  communities,  state  institutions  still  will  be 
needed  to  care  for  those  whose  handicap  leaves  them  no  capacity  to  function  in 
the  community. 

The  state  schools  raise  two  basic  issues--an  old  issue  and  a relatively 
newer  one . 

The  old  issue  is  overcrowding-  the  deplorable  jamming  of  the  schools  with 
up  to  50%  more  residents  than  they  were  designed  to  accommodate.  There  were 
3,354  patients  waiting  to  be  admitted  to  our  state  schools  on  June  1,  1965,  or 
approximately  31%  more  potential  residents  than  present  residential  census.  This 
means  that  if  the  census  were  to  be  reduced  to  capacity  and  all  applicants  were 
admitted,  we  would  need  at  the  present  time,  three  more  institutions  of  the  size 
of  our  largest  institution.  The  fresher  issue  is  one  of  program.  Should  the 
state  schools  continue  to  be  almost  exclusively  the  end  of  the  road  for  retarded 
individuals?  Or  should  they  provide  more  than  custodial  care?  Just  what  should 
they  be? 

The  issues,  however,  are  not  so  neatly  divided.  A state  institution  with 
507o  more  residents  than  it  should  have,  starved  on  a budget  of  $4  to  $6  per 
patient  per  diem,  has  a minimum  of  choice  on  its  program.  After  the  bare  neces- 
sities are  met,  what  is  left? 

The  needs  of  the  state  schools  are  clear.  The  overcrowding  must  be  re- 
lieved somehow,  a direction  must  be  found  and  programs  must  be  instituted  to 
provide  patients  with  hope  for  fuller  lives.  Furthermore,  the  roa'^  to  re- 
habilitation and  habilitation  must  be  a speedier  route;  this  will  necessitate 
reducing  the  time  lag  by  the  application  for  admission  and  the  present  time  on 
the  waiting  list.  The  delay  of  the  admission  of  69.7%  of  the  applicants  is 
now  one  year  or  more;  the  admission  of  17. 5%.  of  the  applicants  is  delayed  5 years 
or  more.  Admission  to  the  state  schools  and  hospitals  must  cease  to  be  a one-way 
road . 


A Legacy  of  Growing  Need 

On  April  7,  1854,  the  General  Assembly  appropriated  its  first  $10,000  in 
history  for  the  mentally  retarded,  providing  for  10  pupils  at  Dr.  Alfred  Elwyn’s 
new  Pennsylvania  Training  School  for  feeble-minded  children.  Ever  since,  the 
Elwyn  School  has  cared  for  some  retarded  individuals  at  state  expense. 

During  the  19th  century,  however,  retarded  citizens  who  became  public 
wards  most  often  ended  up  in  the  state's  new  mental  hospitals  or  in  venerable 
county  alms  houses.  Only  in  1897  were  the  special  needs  of  the  retarded  recog- 
nized in  new  construction;  that  year  Polk  State  School  in  Venango  County  opened 
its  doors  to  157  Elwyn  transfers. 

Pennhurst  State  School  i ,^se  in  1908,  and  Laurelton  was  established  in 
1913  to  segregate  and  care  for  mentally  retarded  women  of  childbearing  age , to 
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keep  them  from  passing  their  defect  to  children  they  might  produce  at  home. 

Selinsgrove,  a 24-year-old  former  hospital  for  epileptics,  was  converted 
into  a state  school  and  hospital  in  1953.  A building  program  authorized  in  1955 
gave  rise  to  Ebensburg , Western  and  White  Haven  State  Schools.  In  1959  a former 
tuberculosis  sanatorium  became  the  Hamburg  State  School  and  Hospital,  and  in 
1964  the  Flick  Memorial  Hospital  in  Gresson  became  the  ninth  state  institution 
for  the  mentally  retarded. 

But  the  gorwth  of  Pennsylvania's  population,  coupled  with  medical  progress 
that  enabled  growing  proportions  of  the  retarded  to  survive  infancy,  kept  needs 
running  well  ahead  of  these  expanding  residential  facilities.  Waiting  lists  have 
grown  right  along  with  resident  rolls.  The  overriding  fact  of  life  in  Pennsyl- 
vania's program  for  the  retarded  is  a dire  need  for  more  institutional  beds. 


The  Need  for  More  Beds  for  the  Retarded 

As  of  June  1,  1965,  when  640  new  beds  were  opened  at  Ebensburg,  the 
Commonwealth  had  a total  rated  bed  capacity  of  11,327  in  institutions  for  the 
mentally  retarded.  Five  of  the  institutions  had  empty  beds;  but  enrollments 
in  the  other  four  brought  the  total  number  of  residents  to  11,959,  or  632  more 
than  the  rated  bed  capacity.  The  waiting  list  stood  at  3354;  the  two  figures 
combined  suggested  an  obvious  need  for  3986  more  beds. 

But  there  also  were  3462  mentally  retarded  persons  in  state  mental 
hospitals,  900  in  the  Dallas  State  Correctional  Institution  and  104  in  youth 
development  centers.  The  total  number  of  mentally  retarded  individuals  lacking 
appropriate  residential  care  thus  was  8452,  or  75%  as  many  as  the  total  existing 
bed  capacity. 

Some  2800  new  beds  are  scheduled  for  construction  in  stages  by  1973-74, 
bringing  the  total  capacity  to  14,151  beds.  From  projections  of  application  and 
attrition  rates,  the  Bureau  of  Services  for  the  Mentally  Retarded  estimates  that 
the  state  schools  at  that  point  will  contain  1498  more  residents  than  their  total 
bed  capacity,  and  that  the  waiting  list  will  stand  at  2209.  These  figures  add 
up  to  an  obvious  need  for  3707  more  beds.  However,  the  projections  do  not  provide 
any  releases  for  the  4466  retarded  individuals  in  State  Mental  Hospitals,  Youth 
Development  Centers,  and  the  Dallas  Correctional  Institution.  If  they  are  counted, 
the  Commonwealth  would  lack  8,173  beds  for  the  mentally  retarded  in  1974. 

These  figures  do  not  take  into  account  retarded  persons  whose  families 
have  sustained  them,  not  applying  for  state  placement  because  of  the  forbidding 
waiting  list.  They  do  not  take  into  account  "hidden"  retardates  in  the  population 
who  might  step  forward  and  demand  care  as  a result  of  the  comprehensive  plan  and 
its  implementation. 

On  the  other  hand , they  also  do  not  take  into  account  a probable  drop  in 
applications  resulting  from  increasing  availability  of  services  in  the  com- 
munities. Except  for  those  retarded  individuals  already  in  State  Mental  Hospi- 
tals, Youth  Development  Centers,  or  Dallas  in  1965,  the  Bureau  estimates 
"optimistically"  that  half  the  8173  individuals  lacking  beds  in  1974  will  find 
adequate  services  in  the  communities. 

It  is  recommended  that  3000  additional  beds  be  constructed,  preferably  in 
community -oriented  facilities  of  about  500  beds  each.  An  immediate  start  would 
make  some  or  all  of  these  beds  available  by  1972  or  1973.  Research  needs  to  be 
undertaken  to  study  the  effect  of  new  residential  and  community  facilities  on 
the  applications  to  the  state  schools. 
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Away  from  Custodial  Care 

Fewer  than  two  percent  of  the  residents  of  Pennsylvania's  state  schools 
leave  the  rolls  each  year;  and  half  of  those  by  death,  rather  than  by  discharge. 

A discharge  rate  of  less  than  one  percent  has  two  implications:  First,  that 
beds  are  not  opening  up  for  persons  in  the  community  who  need  them;  and  second, 
that  the  state  institutions  continue  to  provide  a program  that  barely  rises  above 
purely  custodial  care,  if  it  rises  at  all. 

The  low  discharge  rate  is  partly  due  to  factors  external  to  the  schools. 

It  has  proved  highly  difficult  to  find  a place  in  the  community  for  persons  who 
need  protection,  and  who  must  compete  for  scarce  jobs  with  intellecutally  more 
gifted  individuals.  Only  limited  action  can  be  taken  to  correct  such  problems, 
e.g.,  establishment  of  urban  "halfway  houses"  for  vocationally  trained  youngsters. 

But  vigorous  steps  can  and  should  be  taken  to  provide  programs  within  the 
state  schools  that  will  help  residents  develop  to  the  limit  of  their  capacity  as 
human  beings.  These  programs  will  require  strong  state  financial  support, 
during* the  transition  from  traditional  custodial  care. 

Diagnosis  and  evaluation  has  been  provide'^  in  Pennsylvania,  as  elsewhere, 
primarily  in  academic  or  independent  centers  oriented  to  professional  training 
and  clinical  demonstration.  The  exceptions  have  been  three  state -supported 
diagnostic  and  evaluation  centers  for  the  mentally  ill  and  mentally  retar'^ed 
which,  as  screening  agencies  for  applicants  to  the  state  schools,  have  served 
a fraction  of  the  retarded  population. 

The  time  has  come  to  develop  diagnostic  and  evaluation  centers  to  provide 
services  corresponding  to  needs.  A more  pressing  need  appears  to  be  the  need 
in  the  diagnosis  of  the  severely  retarded  and  infant  retardates  to  permit  correct 
diagnosis  and  early  treatment.  The  state  schools  can  have  a major  role  in  such 
services . 

They  are  situated  in  largely  rural  areas,  remote  from  the  urban  centers 
where  services  are  more  plentiful.  And,  uniquely  in  their  areas,  they  have 
(or  should  and  will  have)  staff  representing  the  entire  range  of  professional 
skills  needed  for  diagnosis  and  evaluation. 

The  state  schools,  therefore,  should  be  considered  as  prime  locations 
for  diagnostic  and  evaluation  services.  Moreover,  they  are  logical  "home  bases" 
for  traveling  professional  teams  set  up  to  carry  on  diagnosis  and  evaluation 
in  more  remote  communities,  and  to  train  professional  and  community  leaders  there 
to  recognize  signs  of  possible  mental  retardation. 

Within  the  state  schools  there  is  pressing  need  for  systematic 
re -evaluation  programs.  Too  many  residents  have  entered  the  schools  and  become 
"lost"  ins ide , in  effect,  going  for  years  at  a time  without  re-examination. 

This  is  borne  out  by  the  fact  that  2%  of  the  residents  in  state  schools  do  not 
have  a level  of  retardation  reported  and  1%  of  the  residents  in  state  schools 
are  reported  as  having  no  retardation. 

Many  of  the  institutions  are  establishing  yearly  re-examinations.  Even 
this  may  not  suffice  for  youngsters  who  "grow"  rapidly  in  training  or 
educational  programs. 

State  schools  should  consider  providing  short  term  residential  care  for 
three  different  purposes. 

First,  short  term  care  should  be  available  with  diagnostic  and  evaluation 
services.  Some  individuals  need  observation  over  a longer  period  of  time  to  be 
adequately  evaluated. 


-39- 


Second,  short  term  admission  should  be  available  for  "parent  relief",  to 
help  families  of  retarded  individuals  over  family  crises  or  to  allow  parents  a 
needed  vacation  from  the  24-hour  care  of  a retarded  child. 

Finally,  short  term  admission  should  be  available  to  retarded  in'^ividuals 
who  can  profit  from  brief  periods  of  intensive  services;  for  example,  a rural 
child  who  might  be  unable  to  attend  regular  speech  clinics,  but  who  could  profit 
from  several  weeks  of  daily  speech  therapy. 

To  provide  short  term  care,  the  state  schools  need  revised  statutory 
regulations  covering  their  admissions. 

If  the  long  term  focus  in  the  institutions  is  to  be  replaced  by  short  term 
focus,  including  parent  relief,  the  effect  of  this  will  be  longer  waiting  periods 
for  admission  unless  discharge  rates  are  shortly  increased  or  facilities  for 
schools  are  markedly  expanded. 

The  state  schools  should  study  a plan  being  tested  in  Missouri  in  which 
parents  are  asked  for  reasons  why  they  need  to  place  their  child.  The  state 
then  tackles  the  needs  from  both  ends;  by  seeking  to  habilitate  the  child,  and 
by  arranging  to  have  social  services  applied  to  family  problems.  If  and  when 
the  reason  for  placement  is  removed,  the  child  is  returned  to  his  home. 

In  the  program,  long  term  care  serves  a function  similar  to  that  of 
"emergency"  short  term  care,  but  extended  over  more  time;  that  is,  to  help 
the  family  over  a crisis  that  is  preventing  it  from  providing  for  the  retarded 
child. 


Inevitably  there  will  be  cases  in  which  placement  is  permanent  because 
the  retardation  is  too  severe  to  permit  community  living.  As  these  patients 
advance  in  years,  they  should  be  provided  with  geriatrics  centers  on  the  grounds 
of  state  schools , or  even  separate  from  them.  Such  centers  would  have  programs 
designed  for  older  retardates;  transfer  to  them  would  free  regular  beds  in  the 
state  schools  for  younger  retarded  individuals  who  might  profit  from  the 
institutions'  education  and  training  programs. 

There  are  four  different  patterns  for  special  education  in  the  state 
schools.  The  first  two  require  that  the  institution  be  located  near  a public 
school  system  with  an  effective  special  education  program.  The  state  school 
may  enroll  its  residents  directly  in  classes  in  the  schools,  with  the  ad- 
vantage that  they  mix  with  children  from  the  community.  Or,  in  the  second 
pattern,  the  state  school  may  arrange  to  have  teachers  from  the  local  schools 
come  to  the  institution  to  teach,  with  the  advantage  that  the  residents  need 
not  be  transported  for  special  education. 

In  the  third  pattern,  the  state  schools  may  recruit  special  education 
teachers  as  staff  members.  There  are  some  such  teachers  in  the  system,  but  far 
too  few. 

The  fourth  alternative  is  a contract  with  a local  institution  of  higher 
learning  for  special  education  services.  Such  a contract  is  in  force  between 
Gresson  State  School  and  Hospital  and  Pennsylvania  State  University.  The 
university  conducts  special  education  in  the  institution,  using  the  program  for 
field  work  for  professional  teacher  preparation.  Since  the  special  education 
is  designed  by  highly  qualified  authorities  on  special  education  and  carried 
out  under  their  supervision,  it  is  both  a superior  service  and  a base  for 
fruitful  clinical  research. 

It  is  recommended  that  the  state  schools  develop  contractual  arrangements 
of  this  type  with  neighboring  universities  and  colleges  wherever  possible. 
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Further,  it  is  recommended  that  all  additional  needs  for  special  education  be  met 
through  arrangements  with  local  school  systems  or  by  direct  recruitment  of 
qualified  teachers. 

These  programs  must  be  closely  coordinated  with  evaluative  services.  The 
need  may  be  regarded  as  met  when  every  resident  of  a state  school  who  can  benefit 
from  some  form  of  training  or  special  education  is  receiving  it. 

To  return  as  many  residents  as  possible  to  the  community,  state  schools 
must  complement  their  special  education  with  vocational  training,  for  all  who  can 
benefit.  Vocational  training  can  be  provided  on  the  state  school  grounds;  to 
prepare  students  for  life  outside  the  school,  however,  it  might  better  be  provided 
in  nearby  communities. 

It  is  recommended  strongly  that  state  schools  develop  vocational  training 
programs,  and  that  the  first  concrete  step  be  to  recruit  vocational  counselors. 

No  such  counselors  are  now  on  the  staff  of  any  state  school;  such  counseling 
as  there  is,  is  provided  by  part-time  counselors  assigned  by  the  Bureau  of 
Vocational  Rehabilitation;  this  too  should  be  increased. 

To  confront  the  serious  problem  of  placement,  it  is  recommended  that 
satellite  urban  "halfway  houses"  be  established.  Placement  services  related 
closely  to  local  circumstances  can  be  developed  at  such  centers,  which  would 
serve  that  third  of  the  state  system's  residents  who  come  from  urban  centers. 

In  rural  areas,  ways  should  be  found  for  families  of  retarded  persons  to  fill 
a similar  role. 

If  the  state  schools  do  begin  to  succeed  in  returning  more  of  their 
residents  to  the  community,  it  will  become  increasingly  important  to  keep 
parents  of  residents  accurately  informed  of  their  progress.  At  present,  families 
on  weekend  visits  to  state  schools  may  discuss  their  child's  problems  with  an 
attendant  and  at  some  schools  with  a social  worker. 

It  is  recommended  that  weekend  teams  for  family  counseling  be  established 
at  state  schools,  each  consisting  of  an  educator,  a psychologist,  a social  worker, 
and  a physician.  Together  with  the  attendant,  these  professionals  would  meet 
with  visiting  parents  and  discuss  all  aspects  of  the  children's  status  authori- 
tatively. By  having  appointments  made  in  advance,  the  state  school  could  enable 
members  of  the  team  to  review  each  child's  records  ahead  of  time  and  to  have  them 
on  hand  when  the  child's  parents  arrive.  Some  state  schools  provide  for  weekend 
duties  of  personnel  representing  each  department.  This  pattern  should  be 
extended  to  all  schools. 

Federal  funds  are  available  to  the  state  schools  to  help  get  new  programs 
moving.  Under  the  Hospital  Improvement  Program,  each  institution  may  receive 
up  to  $100,000  yearly  for  as  long  as  10  years  for  innovation  in  its  programs. 
Currently,  only  two  institutions  receive  such  funds.  It  is  recommended  that  the 
state  schools  make  full  use  of  these  and  any  federal  monies  available  for  program 
development . 

The  Task  Forces  and  Regional  Committees  were  emphatic  on  the  need  for  re- 
search programs  in  the  state  schools  and  hospitals.  For  one  thing,  the  large 
numbers  of  retarded  individuals  brought  together  in  these  institutions  constitute 
a magnificent  potential  source  of  data  on  retardation  and  its  management.  More- 
over, a lively  research  program  is  a recruiting  inducement  for  professional 
personnel . 

Research  is  almost  non-existent  in  the  state  schools.  No  federal  research 
grant  is  in  force  in  the  system}  there  have  been  no  qualified  applicants  for  such 
grants . 
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It  is  recommended  that  57o  of  the  operational  budget  of  the  state  schools, 
as  a matter  of  policy,  be  devoted  to  clinical  research.  Such  research  should 
be  conducted  in  every  department.  Its  general  purpose  should  be  the  application 
of  basic  research  findings  to  program  services. 

Basic  research  also  may  be  conducted  in  the  state  schools,  but  in  general 
it  should  be  separate  from  budgeted  clinical  research,  and  should  be  limited 
to  projects  carried  out  jointly  with  academic  institutions. 

It  is  recognized  that  the  trend  of  admissions  to  the  state  schools  will 
have  a long  range  impact  on  their  programs.  The  trend  is  toward  more  severely 
and  profoundly  retarded  ind  ividvials . As  of  June  30,  1964,  at  least  59.4%  of  the 
residents  of  the  state  schools  were  classified  as  severely  or  profoundly  retarded 
(another  2 . 17o  were  classified  as  unknown).  The  figure  was  up  slightly  from  the 
previous  year,  and  has  generally  risen  slowly. 

This  trend  suggests  that  need  for  some  types  of  education  and  training  will 
diminish  over  the  long  range.  But  the  goal  will  be  the  same:  to  supply 
educational  services  to  all  residents  who  can  benefit  from  them. 

It  is  recommended  that  continuing  thought  be  given  to  the  role  of  the  state 
schools.  Probably  they  should  not  be  permitted  to  become  exclusively  "permanent 
care"  homes  for  seriously  retarded  persons. 

If  the  state  schools  develop  programs  in  diagnosis  and  evaluation  an^  in 
short  term  care  as  outlined  here,  they  will  have  gone  a long  way  to  insure  that 
they  will  not  revert  to  being  purely  custodial  institutions.  At  the  same  time, 
there  is  a need  for  re-evaluation  of  the  techniques  and  procedures  presently 
employed  in  state  schools,  inasmuch  as  in  many  schools  only  1%  or  less  of  the 
patients  are  enrolled  in  a formal  educational  program. 


Some  Across -the -Board  Problems 


Personnel  shortages.  As  of  June  30,  1965,  the  state  schools  and  hospitals 
had  only  two  of  their  four  authorized  psychiatrists;  68%.  of  their  authorized 
physicians;  66%  of  their  authorized  psychologists;  887o  of  their  authorized  oc- 
cupational therapists;  897o  of  their  authorized  professional  nurses;  857o  of  their 
authorized  social  workers  and  897o  of  their  authorized  teachers. 

Since  the  authorizations  are  based  on  rock-bottom  staffing  standards,  such 
staff  shortages  are  damaging  to  state  school  and  hospital  programs.  Moreover, 
the  shortages  are  unevenly  distributed  in  the  system.  Pennhurst , with  a resident 
population  of  nearly  3000,  had  only  eight  of  its  authorized  16  physicians  on 
June  30.  Polk,  with  a population  of  3155,  was  authorized  only  five  physicians 
and  had  only  three. 

Salaries . Task  Forces  and  Regional  Committees  unanimously  concluded  that 
the  first  requisite  for  more  effective  recruitment  is  an  improved  salary  structure 
in  the  state  schools.  Some  representative  salary  ranges  for  professional  and 
non-professional  personnel  as  they  now  exist  are  these: 

Staff  physician:  lowest  start  $6717,  top  maximum  $15,387. 

Psychiatric  resident:  $6090  to  $9454. 

Dentist:  $7407  to  $9923. 

Psychologist:  (top  range)  $10,000  to  $14,600. 

Registered  Nurse:  lowest  start  $3900,  top  supervisor  range  $7772  to 

$10,432. 

Attendant  I:  $2934  to  $3925. 

Social  Worker:  $7772  to  $10,432. 

Teacher  of  grade  subjects:  $5007  to  $6716. 
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As  pointed  out  by  the  Task  Force  on  Departments  of  Government,  attendants 
responsible  for  primary  care  of  retarded  individuals  are  paid  in  the  same  range 
with,  or  less  than,  exterminators,  beginning  boiler  room  helpers  or  beginning 
dairymen  in  the  state  personnel  system. 

A thorough  study  of  the  state  school  and  hospital  salary  structure  is 
urgently  recommended,  to  be  followed  by  changes  to  bring  salaries  into  line  with 
those  offered  by  external  competitors  for  the  same  personnel. 

Central  recruiting.  Staff  recruiting  for  the  state  schools  has  been  left 
essentially  to  anyone  who  will  undertake  it.  A statewide  recruiting  system 
should  be  established,  especially  for  professional  personnel.  It  should  leave 
the  determination  of  professional  qualifications  in  the  hands  of  professional 
program  directors. 

Inservice  Training.  The  state  schools  should  provide  for  inservice  train- 
ing for  all  professional  personnel  and  for  such  non-professionals  as  attendants. 
Federal  support  is  available  for  such  programs,  in  amounts  up  to  $25,000  a year 
for  at  least  three  years.  Four  state  schools  currently  are  using  such  funds, 
mainly  for  training  of  attendants. 

Programs  involving  young  people.  State  schools  should  try  to  make  young 
people  of  the  community  familiar  with  their  programs  and  purposes.  They  might 
sponsor  open  houses  or  visits  by  high  school  groups  or  youth  organizations; 
or  encourage  high  school  students  to  undertake  special  projects  in  mental  re- 
tardation with  help  from  members  of  the  professional  staff  (such  a project  won 
a major  award  in  a recent  Pennsylvania  high  school  science  competition) . 

It  is  strongly  recommended  that  the  state  schools  develop  summer  employment 
programs  for  high  school  and  college  students;  programs  that  offer  not  routine 
custodial  jobs,  but  a balanced  glimpse  of  needs  and  career  opportunities  in 
mental  retardation. 

Such  a glimpse  could  sway  many  students  who  are  undecided  on  careers. 
Moreover,  it  would  contribute  to  the  general  growth  of  citizen  awareness  that 
is  the  best  long  range  hope  for  solving  manpower  needs  in  the  field. 

Uniform  reporting  of  data.  Lack  of  uniform  data  from  the  state  schools 
has  hampered  state-level  planning  for  the  mentally  retarded,  including  develop- 
ment of  the  comprehensive  plan.  It  is  recommended  that  the  state  schools  adopt 
standardized  reporting  procedures,  using  the  classification  system  of  the 
American  Association  on  Mental  Deficiency.  Obviously,  a competent  staff  in 
adequate  numbers  is  required  if  accurate  data  on  the  residents  is  to  be  re- 
ported . 

Uniform  regulations.  It  is  recommended  that  uniform  regulations  be 
developed  ^or  the  state  schools  in  those  matters  which  directly  touch  the 
public,  e.g.,  visiting  rules  and  hours.  Sunshine  Clubs  and  community -sponsored 
social  and  recreational  activities. 


-13- 


:•  {■  «■ 

. . i-t 


'■i---  . I, 

;.  i ' 

4 

- ' • 

. '•  -I' 

■ •» 


i'*. 


I 


"'■j 


' ( 


4 


•1 


'ri 


CHAPTER  V 


FINANCING  MENTAL  RETARDATION  SERVICES 


PART  1 

Introduction 


To  further  the  goal  of  offering  services  which  provide  a lifetime 
continuum  of  care  for  the  mentally  retarded  as  near  as  possible  to  their  homes, 
a greater  investment  must  be  made  in  current  ongoing  programs  for  the  retarded 
not  only  to  diminish  inadequacies  and  deficiencies  in  current  programs,  but 
also  to  provide  for  new  innovations  and  new  patterns  of  care. 

The  expansion  and  improvement  of  direct  services  for  retarded  individuals 
does  not  completely  achieve  the  goals  of  services  which  will  take  issue  with 
mental  retardation.  A continuing  program  of  research  and  study  of  retardation, 
an  expanded  program  of  prenatal  and  postnatal  maternal  and  child  care  with  the 
goal  of  prevention  and  early  detection  of  reversible  conditions,  the  improvement 
in  social,  cultural  and  economic  opportunities  and  conditions  for  low  income 
families,  more  effective  information  programs  that  reduce  the  hazards  which  lead 
to  increasing  the  probability  for  retardation  to  occur,  are  additional  programs 
that  merit  public  attention  and  the  investment  of  public  and  private  funds. 

In  expanding  programs  of  care  and  prevention  in  retardation,  careful 
planning  is  necessary  in  order  to  prevent  the  disproportionate  expansion  of 
services  that  are  contingent  one  on  another.  If  all  service  elements  are  not 
expanded  proportionately  and  in  a coordinated  way,  the  result  may  be  frustration 
for  those  needing  particular  services  which  are  indicated  through  diagnosis  an^ 
evaluation,  or  equally  damaging,  the  result  may  be  the  placement  of  retarded 
individuals  in  inappropriate  programs.  It  is  not  anticipated  that  all  services 
may  be  developed  simultaneously,  but  rather  that  they  would  be  developed  on  a 
priority  and  feasibility  basis.  Communities  should  look  toward  the  development 
of  those  programs  that  are  most  needed  and/or  to  those  programs  which  can  be 
developed  first  because  of  the  availability  of  financial  support  and  personnel 
to  operate  the  service.  In  addition,  new  programs  must  be  continuously  evaluated 
to  determine  their  impact  on  the  problems  of  mental  retardation.  This  suggests 
that  planning  and  evaluation  of  services  is  a continiial  process  and  programs  will 
be  to  some  degree  modified  in  the  future  as  new  techniques  and  new  methods  are 
discovered  and  developed. 

In  proposing  the  financing  of  an  adequate  program  of  services,  the 
approach  was  to  determine  the  number  of  units  of  various  services  needed  based  on 
program  experience,  determine  the  cost  per  unit  of  service  and  thus  arrive  at 
a total  cost  figure.  However,  a stable  cost  figure  may  not  be  available  for 
some  of  the  newer  innovations  of  care.  For  these  one  can  only  estimate  cost,  set 
up  the  program,  and  thus  provide  the  more  efficient  basis  for  determining  cost  of 
additional  services. 

It  should  be  pointed  out  at  this  point  that  mental  retardation  has  many 
hidden  costs  or  indirect  costs  that  could  be  diminished  or  eliminated  if  adequate 
and  appropriate  services  were  provided.  Training  and  educational  programs  which 
will  result  in  many  retarded  becoming  productive  citizens  and  services  which  will 
prevent  or  ameliorate  conditions  of  retardation  may  result  in  a significant 
decrease  in  economic  deprivation,  disease,  crime,  unsocial  acts  and  avoidable 
human  suffering,  all  of  which  are  costly.  The  security  and  feeling  of  well-being 
on  the  part  of  retarded  persons  and  those  who  are  responsible  for  the  retarded 
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which  results  from  adequate  programs  cannot  be  measured  in  dollar  value. 
Investments  in  appropriate  programs  and  services  are  good  investments,  they  will 
pay  dividends  to  society  as  well  as  to  the  retarded. 

Funding  of  comprehensive  mental  retardation  programs  must  be  flexible  so 
as  to  provide  for  a shifting  of  emphasis  on  programs  from  one  element  of  service 
to  another  and  from  one  location  to  another.  Multi-source  funding  and  the 
expenditure  of  funds  must  be  regulated  through  some  coordinated  mechanism  both 
on  the  local  and  state  level.  A state-local  partnership  or  arrangement  of  fund- 
ing will  provide  for  an  efficient  use  of  federal,  state,  local-public  and  private 
resources.  Local  boards  must  determine  the  greatest  needs  of  their  community 
and  recommend,  to  local  responsible  government,  support  of  those  programs  which 
need  the  greatest  expansion  and  financial  support. 


PART  2 

Regional  Centers 

In  order  to  determine  the  cost  of  a regional  center  for  the  mentally 
retarded  (sometimes  referred  to  as  a Developmental  Center),  Richard  W.  Koch.M.D. 
of  Children's  Hospital,  Los  Angeles,  California,  and  Mr.  Bert  W.  Schmekel , 

Deputy  Commissioner,  Office  of  Mental  Retardation,  Department  of  Health,  Hartford, 
Connecticut,  were  consulted  to  find  from  their  experience  in  conducting  existing 
facilities,  the  cost  of  both  construction  and  operational  expenses  for  such  a 
facility.  To  relate  this  information  in  a cogent  manner  to  the  situation  in 
Pennsylvania,  the  eight  regions  of  this  Plan  were  arranged  by  population  in  order 
and  it  was  found  that  the  median  region  (Region  VI)  had  a total  population  of 
900,000  (1965  population  projection).^ 

It  is  understood  that  the  region  of  900,000  becomes  a base,  i.e.,  a 
hypothetical  region.  It  is  further  understood  that  wherever  feasible  services 
should  be  developed  and  expanded  on  the  community  level.  Reference  is  made  to 
Chapter  III  in  which  recommendations  are  made  for  certain  services  to  be  com- 
munity based  and  for  other  services  to  be  obtained  from  regional  centers.  It  is 
recommended  that  the  Commonwealth  initiate  a program  that  will  serve  some  of  the 
more  than  27,000“^  retarded  and  their  families.  It  should  be  clearly  understood 
that  such  a center  will  not,  because  of  limited  finance  and  staff,  be  able  to 
serve  fully  the  needs  of  the  retarded  and  their  families  in  the  region.  Because 
of  the  nature  of  such  an  undertaking,  meeting  the  total  need  is  an  impossibility 
until  experience  has  been  gained  in  the  effective  methods  and  techniques  in  pro- 
viding care.  It  must  be  understood  also  that  the  term  regional  developmental 
center  does  not  imply  that  all  of  the  services  will  be  provided  in  one  physical 
location.  It  should  be  stressed,  however,  that  the  center  is  merely  a focal 
point  (a  fixed  point  of  referral)  from  which  the  services  in  the  region  will 
emanate.  The  housing  for  the  regional  center  facility,  nevertheless,  should 
be  situated  in  a central  location  that  can  be  reached  within  two  and  a half 
(2%)  hours  from  the  farthermost  boundaries  of  the  region. 

It  is  recommended  that  two  regional  centers  be  developed  each  year  for 
four  years  to  meet  the  needs  of  the  mentally  retarded  in  Pennsylvania.  To 
determine  the  priority  for  the  development  of  regional  centers,  it  is  suggested 
that  the  previous  criteria  used  in  determining  the  priority  for  construction 
under  P.L.  88-164,  Title  I,  Part  C.  be  used.  The  array  of  services  which  must 


^ State  Planning  Board  population  projections  1960  to  1980. 

2 The  figure  of  three  percent  is  based  on  the  President's  Panel  on  Mental  Re- 
tardation Report,  in  which  it  is  estimated  that  three  percent  of  the  popu- 
lation will  be  handicapped  by  some  level  of  retardation. 
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be  provided  or  procured , on  either  a regional  or  county  basis,  to  meet  the 
needs  of  the  mentally  retarded  in  each  region  are: 

prevention 
prenatal  care 
day  care 

special  educational  services 

vocational  counseling  and  training,  including  job  placement 
care  for  the  aged  retarded 

diagnostic  and  developmental  center  services 

short  term  residential  care 

recreation 

research  - providing  information  and  research  data  in  cooperation 
with  research  centers 
recruitment  and  training  of  personnel 
public  information 

Many  of  the  services  which  are  to  be  provided  and  the  manner  in  which 
they  are  to  be  provided  are  presented  in  detail  in  Chapter  III  of  this  plan. 
The  center  will  serve  as  a coordinating  facility  as  well  as  a service  facility. 
Possible  sources  of  finance  for  some  of  the  above  services  are  indicated  in 
Part  3 of  this  chapter.  The  regional  center  (diagnostic/developmental  center) 
should  provide  the  following  services: 


prevention 

short  term  residental  care 

diagnostic,  evaluation  and  counseling  services 
vocational  rehabilitation  service 

public  health  nursing  services  for  the  retarded  and  their  families 


In  order  to  provide  these  services,  the  following  organizational 
structure  and  staff  is  recommended: 


Regional  Director 

$18,000 

A.  Administrative  Unit 

1 Administrative  Assistant 

2 Community  Organization 

$ 6,000 

Specialists 

16,000 

2 Clerk-Stenographers  III 

9,000 

2 Clerk-Stenographers  II 

8,000 

8 Clerk-Typists  I 

28,000 

Medical  Records  Librarian 

6,000 

File  Clerk 

3,500 

Receptionist 

3,500 

4 Telephone  Operators 

14,000 
$5'4'  TOT5 

Total 

This  complement  is  to  serve  all 
service  units  in  the  regions. 
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B. 


Diagnostic  and  Counseling  Unit 


1 Pediatrician  $ 20,000 

1 Social  Worker  9,000 

2 Social  Worker  Consultants  18,000 

2 Psychologists  25,350 

Part-time  psychiatrist  9,000 

Part-time  neurologist  9,000 

Special  Education  Consultant  10,000 

Speech  and  Hearing  Therapist  9,500 

Dentist  12,675 

Nutritionist  8,163 

2 Public  Health  Nurses  14,000 

Total  $144,688 


C.  Rehabilitation  Unit 


Vocational  Rehabilitation  Director 
Sheltered  Workshop^: 


Vocational  Rehabilitation 

Counselor  $ 9,000 

1 Assistant  Workshop  Director  5,720 

2 Workshop  Supervisors  9,000 

Secretary-bookkeeper  3,952 

Total  ,672 


$ 12,000 


Vocational  training,  shop  training  and  placement 
services  should  be  provided  for  the  2,250  mildly 
retarded  young  adults  who  can  become  self-sufficient 
members  of  the  community.  It  is  recommended  that 
to  serve  2,250  people  that  eight  of  these  workshops 
be  strategically  located  throughout  the  region. 

D.  Short-term  Care  Unit 

New  construction  (75  beds  at  $25,000)  $1,875,000 

Per  diem  cost  per  residential 

patient,  $6.75  $ 184,791  per  annum 

E.  Day  Care  Programs^ 

Daily  care  and  activities  center  for  twenty  children 
Staff  and  salaries: 


1 

Director 

$ 7,000 

1 

Head  teacher 

5,000 

3 

Assistant  teachers 

10,800 

Social  Worker  (part-time) 

3,250 

Bookkeeper-clerk 

3,600 

Cook 

3,000 

Custodian 

3,000 

Handyman 

2,675 

Total 

$38,325 

1 Federal  Vocational  Rehabilitation  grants  are  available  through  the  Bureau  of 
Vocational  Rehabilitation. 

^ Financing:  State  Legislation  1167;  Federal  funds;  Social  Security  Act, 

Part  III,  Title  V. 
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F.  Budget 


Construction 


$1,875,000 


Operating : 

Residential  Care  Unit 
Salaries ; 

Regional  Director  $ 18,000 

Administrative  Unit  94,000 

Diagnostic  and  Counseling  Unit  144,688 

Vocational  Rehabilitation  Director  12,000 


$184,791 


Supplies 
Vendor  Services 
Research* 

*57o  of  operating  budget 


Total 


Total 


268,688 

150.000 

100.000 

40,000 

$743,479 


It  should  be  noted  that  the  initial  burden  for  construction  and  program 
costs  will  be  borne  by  federal  and  state  funding.  Nevertheless,  the  local  com- 
munity must  be  prepared  to  accept  respon§it)iiity  for  part  of  the  initial  co^ts  an'^ 
must  eventually  assume  the  major  responsibility  for  mental  retar'^ation  seryices 
through  local  tax  resources,  the  payment  of  fees  by  the  recipients  of  services, 
and  from  private  foundations  and  funding  agencies. 

PART  3 


Ancillary  Sources  of  Funds  for  Mental  Retardation  Programs 


The  following  does  not  constitute  a complete  list  of  resources  available 
for  program  and  construction  funding  for  mental  retardation.  It  is  an  indication 
pf  the  major  sources  available  in  1964-65.  It  should  be  evident  to  all  concerned 
that  such  legislation  as  the  Vocational  Rehabilitation  Amendments  of  1965  and 
the  New  Higher  Education  Act*,  88-163  are  hopeful  fingerposts  to  the  future. 


Federal  sources  of  funds  available  to  regional  centers  and  community 
mental  retardation  services  in  the  Commonwealth  are  presented  below. 


I.  Prevention 


Grants  for  Maternal  and  Child  Health  Services,  from  the  Children's  Bureau, 
for  fiscal  year  1965,  estimated  funds  available  to  Pennsylvania  ....$1,328,701. 

A portion  of  these  funds  are  used  for  the  PKU  Program  --  pre-and  postnatal  care. 

In  addition,  $18,115  is  earmarked  special  projects  for  mentally  retarded  children. 

Services  for  crippled  children,  U.S.  Children's  Bureau,  estimated  funds 
available  to  Pennsylvania  ....  $1,733,387.  In  addition  earmarked  special  projects 
for  mentally  retarded  children  ....  $146,366. 

Under  P.L.  88-136,  Child  Welfare  Services,  the  Department  of  Health, 
Education  and  Welfare  Appropriation  Act  approved  October  11,  1963,  Pennsylvania's 
apportionment  for  day  care  services  ....  $23,399. 

The  new  legislation  under  Vocation  Rehabilitation  Act,  P.L.  89-333: 

a.  Provides  a 5-year  program  involving  federal  assistance  to  plan, 

* The  guidelines  for  implementation  are  not  available  in  either  case. 


-49- 


build,  equip,  and  initially  staff  workshops  or  other  rehabilitation  facilities. 

b.  An  extension  of  the  period  of  time  from  twelve  to  eighteen 
months  that  services  could  be  provided  to  determine  the  rehabilitation  potential 
of  retarded  persons. 

c.  Provide  for  a 5-year  incentive  grant  to  states  and  other 
non-profit  agencies  to  expand  vocational  rehabilitation  programs. 

d.  Permit  funds  from  private  and  public  local  resources  to  be  used 
by  the  states  in  matching  federal  funds. 

e.  Extend  maximum  period  from  three  to  five  years  of  federal 
finances  of  innovation  projects. 

f.  Permit  the  organization  location  of  a state  vocational  rehabili- 
tation agency  in  a state  agency  that  has  major  public  health,  public  welfare, 
or  labor  programs  instead  of  as  presently  only  in  a state  education  or 
vocational  rehabilitation  agency.  (Federal  guidelines  as  yet  are  not  available.) 


I I .  Recreatiop  for  the  Mentally  Retarded 

Federal  funding  of  recreational  facilities  and  staff  through  the  Federal 
Land  and  Waters  Act,  particular  provision  of  facility  under  this  legislation 
made  by  the  Bureau  of  Outdoor  Recreation,  Washington,  D.C.  (Staffing  must  be 
provided  by  local  recreational  agencies.  Additional  fundings  available  for 
retarded,  Training  Department  of  Health,  Education  and  Welfare.) 

Un'^er  P.L.  88-164,  Title  3,  Section  301 -A,  formula  grant  to  the  states 
for  training  of  specialists  provides  special  training  to  mentally  retarded, 
deaf,  or  speech  impaired. 


III.  Education 


Under  P.L.  89-313,  there  is  money  available  for  the  construction  of 
educational  facilities  for  handicapped  children,  including  the  retarded,  but 
the  guidelines  as  yet  have  not  been  received.  (This  Bill  went  into  effect 
November  1,  1965.) 


IV.  Aged 

Under  P.L.  87-395,  Community  Health  Services  and  Facilities  Act, 
formula  grants  to  the  states  for  services  for  care  of  chronically  ill  and 
aged  to  provide  out  of  hospital  services. 

A.  Grants  for  experimental  and  demonstration  construction. 

Also  available  are  project  grants,  research,  experimental  and 
demonstration  projects. 


V.  Miscellaneous 


Under  the  Federal  Act  "Appalachia",  there  is  money  available  for 
demonstration  health  facilities.  Construction  and  operation  of  a multi-county 
dem.onstration  health  facility,  including  hospital,  referral,  health  and 
diagnostic  treatment  centers,  mental  retardation  facilities  and  community 
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mental  health  centers.  There  is  a maximum  of  8G^o  fe^^eral  ai-^  for  construction 
and  1007o  for  operation  during  the  first  two  years. 

A.  Hospital  Improvement  Program  Grants 

An  institution  can  receive  ud  to  $100,000  a year  for  10  years  for 
a project  or  a series  of  projects. 

v'/here  there  is  an  existing  approve^  ohysical  housing  for  such  a 
center,  the  possibility  of  using  a Hospital  Improvement  Project’s  grant  shoul'^ 
be  considered . 

For  new  construction,  P.L.  88-164. 

B.  Inservice  Training  Grants 

$25,000  a year  for  any  number  of  years. 

Research  and  demonstration  grants  are  available. 


Medical  Assistance  Program,  Title  XIX  of  the  Social  Security  Act 
Amendments,  1963,  administered  by  Pennsylvania  Department  of  Public  Welfare  .... 

"On  January  14,  1966,  the  Office  of  Public  Assistance  received  a 
decision  from  the  Federal  Government  that  State  Schools  and  Hospitals  for  the 
Retarded  are  not  considered  institutions  for  treatment  of  mental  'diseases'.  For 
the  purpose  of  Medical  Assistance,  the  State  Schools  and  Hospitals  for  the  Re- 
tarded are  considered  to  be  analogous  to  Public  Nursing  Homes,  and  patients 
18  years  or  age  and  over  may  be  found  eligible  for  Medical  Assistance  for  care 
and  treatment  in  a State  School  and  Hospital  for  the  Retarded.  Additional 
information  will  be  forthcoming  concerning  this." 

These  funds  are  administered  by  a number  of  state  agencies.  The 
responsible  agency  is  indicated  with  each  source  of  funds.  No  attempt  was 
made  to  present  procedures  and  requirements  necessary  for  qiialifying  for  funds. 
All  funding  amounts  for  Pennsylvania  are  for  fiscal  year  1964-1965  except  where 
indicated.  Most  figures  indicated  are  low;  1965-66  appropriations  have 
generally  been  raised  from  federal  sources,  and  new  sources  of  funding, 

P.L.  88-313  and  Vocational  Rehabilitation  Amendments  of  1965,  have  been  made 
available.  Rationale  for  funding  implementation  of  these  funds  is  not  yet 
available . 
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CHAPTER  VI 


INTRODUCTION 


IHE  LAW  AND  THE  MENTALLY  DISABLED 


Origin  of  the  Study 

The  task  force  structure  of  the  Comprehensive  Mental  Health  Plan 
contained  two  Task  Forces  concerned  with  legal  problems  --  one  on  the  Law  and 
Mental  Illness  and  one  on  the  Law  and  Mental  Retardation.  Both  of  these  felt 
that  they  could  not  act  as  service  agencies  for  the  planning  apparatus  in  the 
sense  of  suggesting  legal  machinery  to  implement  the  recommendations  of  the 
Plan,  since  they  were  to  function  concurrently  with  the  policy  task  forces, 
prior  to  the  assembling  and  integrating  of  policy  recommendations.  Moreover, 
both  task  forces , while  critical  of  the  Mental  Health  Act  of  1951  on  various 
counts,  were  of  the  opinion  that  they  were  inadequate  mechanisms  for  reviewing 
the  basic  structure  of  the  present  law  and  that  a separate  study  should  be 
conducted  for  this  purpose  as  part  of  the  planning  process.  Such  a study  was 
commissioned  and  this  chapter  constitutes  the  resulting  report. 

Scope  and  Limitations 

The  Study  Committee,  like  the  legal  Task  Forces,  was  charged  to 
proceed  before  the  completion  of  the  Plan  but,  while  it  was  not  expected  to 
translate  final  detailed  policy  recommendations  into  legislative  proposals, 
it  was  assigned  the  task  of  exploring  what  kind  of  legal  framework  was  required 
to  reflect  the  modern  approach  to  mental  health,  mental  illness,  and  mental  re- 
tardation, that  is,  an  approach  oriented  to  prevention,  appropriate  care  in  the 
community  whenever  possible,  and  a concomitant  minimization  of  hospitalization. 

It  is  important  to  note  at  the  outset  that  a legal  regime  for 
the  implementation  of  a patient-centered  mental  health  care  program  will  entail 
a revolution  in  the  scope  of  public  commitment  and  governmental  functioning. 

While  the  Mental  Health  Act  of  1951  contains  language  that  is 
treatment-oriented,  the  net  effect  of  its  regime  scarcely  goes  beyond  insiaring 
the  removal  of  mentally  ill  and  mentally  retarded  persons  from  the  community 
and  their  placement  in  institutions  --  for  the  protection  and  comfort  of  society. 
This  is  the  extent  of  traditional  public  commitment.  To  assure  all  persons 
appropriate  mental  health  care  represents  such  a vast  expansion  of  social  commit- 
ment that  the  economic  and  administrative  problems  entailed  therein  are  stag- 
gering. The  desired  program,  by  its  emphasis  on  preventive  and  early  care,  would 
reach  broadly  into  every  community  and  would  require,  for  its  adequate  admini- 
stration, a battery  of  high  calibre,  individioalized  services  at  the  local  level. 
Experience  teaches  us  that  it  is  quite  possible  for  the  Legislature  to  enact 
substantive  program  mandates  only  to  withhold  the  appropriations  necessary  for 
their  implementation.  The  dangers  inherent  in  the  tension  between  a highly 
ordered  and  finely  calibrated  legislative  framework,  presupposing  the  availa- 
bility of  staff  and  services,  and  inadequate  appropriations,  are  self-evident. 

In  other  fields,  for  example  Public  Assistance  grants,  half  a loaf  may  be 
better  than  none.  Not  so  in  the  field  of  mental  health  services.  The  attempt 
to  administer  a legislatively  mandated  advanced  mental  health  program  with 
insufficient  funds  could  well  be  worse  than  no  program  at  all. 

Also,  a carefully  structured  and  integrated  proposed  legislative 
framework  is  highly  vulnerable  to  disorganization  by  spontaneous  amendments. 

These  risks  can  be  minimized,  they  cannot  be  avoided. 
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We  have  examined  certain  problems  and  indicated  some  possible 
solutions.  Where  recommendations  have  been  reduced  to  draft  legislative  pro- 
visions it  is  hoped  that  the  stated  objectives  of  the  proposed  legislative 
pattern  as  a whole  will  not  be  lost  sight  of  in  the  appraisal  of  particular 
provisions . 


It  is  hardly  necessary  to  stress  the  vast  expanse  of  interrelated 
problems  facing  the  student  in  this  area.  Unlike  the  Ph.D.  student,  who  in  his 
choice  of  a subject  for  his  thesis,  is  torn  between  one  where  there  is  a 
plethora  of  material  and  one  on  which  very  little  has  been  written,  the  student 
in  this  field  is  exposed  to  a mass  of  material  sufficiently  germane  to  demand 
attention  and  yet  amazingly  little  in  the  way  of  anything  that  is  helpful  or 
comes  to  grips  with  the  serious  problems  that  demand  resolution  by  legal 
regulation. 


We  have  not  treated  with  all  existing  legislation  in  the  field, 
notably  the  laws  affecting  "defective  delinquents"  and  "sexual  psychopaths", 
but  have  limited  this  study  to  a suggested  legal  framework  for  the  assurance 
of  mental  health  services  to  the  community  with  appropriate  built-in  safeguards. 
We  do,  of  course,  strongly  urge  further  and  continuing  study  of  the  whole 
gamut  of  socio-legal  problems  in  the  mental  health  field. 

Even  in  this  context  there  are  problems  to  which  we  have  not 
suggested  solutions.  For  example,  under  the  present  law  a patient  admitted 
to  a mental  institution  is  responsible  for  the  costs  of  his  care.  If  he  is 
indigent,  his  legally  responsible  relatives  have  to  pay.  Only  if  he  and  his 
relatives  are  indigent  the  Commonwealth  is  not  reimbursed.  It  seems  logical 
that  this  policy  must  be  closely  reexamined  if  it  is  intended  to  encourage,  to 
the  utmost,  insight  into  mental  problems  and  voluntary  participation  in  mental 
health  programs.  In  the  case  of  the  large  financially  marginal  sector  of  the 
population,  to  place  an  embargo  on  the  much  advertised  available  mental  health 
services  is  likely  to  be  self-defeating,  particularly  with  respect  to  relatives' 
responsibility. 


We  have  considered  the  multiple  and  complex  problems  of  financial 
structure  and  responsibility  beyond  our  terms  of  reference,  except  for  an 
attempt  to  draft  substantive  proposals  which  will  accommodate  rapid  proliferation 
and  development  of  mental  health  services  and  facilities. 

Provision  of  Mental  Health  Services  and  Compulsory  Procedures  --  A 
Background  Perspective  of  the  Core  Problems 

While  major  emphasis  on  informal  and  non -compulsory  procedures 
is  essential  to  a patient-centered  program  and  while  the  economic  and  ad- 
ministrative problems  concerning  the  provision  of  the  required  services  may 
loom  large,  the  legal  problems  in  this  respect  are  minor. 

For  many  years  now  a medico-legal  dialogue  in  the  field  of  mental 
health  care  has  focused  on  the  appropriate  criteria  for  and  the  use  of  compulsory 
procedures.  To  this  date  the  comments  and  debates  have  largely  been  concerned 
with  admission  to  mental  institutions.  If  an  overgeneralization  may  be  permitted, 
psychiatrists  have,  by  and  large,  stressed  the  need  for  simple  procedures,  free 
from  red  tape  and  the  glare  of  the  spotlight.  Lawyers  on  the  other  hand,  have 
tended  to  stress  the  need  for  due  process,  with  major  emphasis  on  judicial 
proceedings,  occasioned  by  threat  of  a deprivation  of  liberty. 

This  age-old  dilemma  has  been  highlighted  in  our  time  by 
independent  and  parallel  forward  leaps  on  the  part  of  both  the  mental  health 
and  civil  liberties  movements.  Our  single  major  concern  has  been  the  develop- 
ment of  an  apparatus  that  will  insure  the  provision  of  mental  health  services 
as  and  when  needed,  subject  to  due  process  in  the  form  of  specifically 
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appropriate,  built-in  safeguards. 


Classically,  two  sets  of  criteria  for  forced  admission  to  mental 
institutions  have  been  used; 

1.  Is  the  potential  patient  dangerous? 

2.  Will  the  potential  patient  profit  from 
institutional  treatment? 

The  first  criterion  tends  to  be  generally  accepted  as  appropriate 
and  indeed  indispensable.  The  problem  is  raised  by  the  difficulty  of  its 
application.  While  a number  of  people  appear  to  equate  a psychiatric  determi- 
nation of  "dangerousness"  with,  say,  a diagnosis  of  measles,  practice  as  well 
as  theory  belie  such  optimistic  simplicism.  The  determination  of  "dangerousnes^' 
is  always  one  of  potential  behavior  of  some  sort.  Since  it  is  to  be  applied 
against  the  background  of  a relatively  uncontrolled  and  variable  environment, 
psychiatrists  can  hardly  be  expected,  with  all  their  skill  and  knowledge,  to 
make  very  precise  predictions.  Unfortunately,  in  many  practical  situations 
the  dilemma  is  masked.  The  psychiatrist  charged  with  answering  the  question 
whether  a man  is  dangerous  will  often  tend  to  fall  back  on  the  "logic  of 
experience"  --  however  false  it  may  be  --  and  pronounce  Mr.  Jones,  whom  he  has 
diagnosed  as  a schizophrenic,  as  "dangerous",  not  because  he  is  a schizophrenic, 
but  "because  he  has  killed  once  and  therefore  may  kill  again".  This  is  not 
meant  to  be  regarded  as  a stern  rebuke  of  the  individual  psychiatrist  or  the 
profession  as  a whole.  It  is  rather  a criticism  of  a system  in  which  the 
psychiatrist  frequently  finds  himself,  willy-nilly,  a focal  agent  for  social 
action  "who  just  has  to  do  the  best  he  can". 

All  this  is  further  complicated  by  the  fact  that  the  determining 
agency,  be  it  psychiatrist  or  court,  in  many  cases  has  to  guess  at  the  socially 
acceptable,  or  establish  his  own,  criteria  of  "dangerousness".  How  high  is 
the  level  of  tolerance  of  deviant  behavior?  --  that  of  the  community,  the 
psychiatrist,  or  the  court?  What  is  considered  to  be  "dangerous"  as  opposed 
to  annoying  or  bizarre?  Is  the  applicable  standard  what  the  local  community 
accepts?  what  the  state  or  national  community  accepts"  --if  one  can  find  out; 
or  is  it  what  should  be  accepted  according  to  the  local,  state,  or  national 
community?  --  if  one  can  find  out;  or  according  to  the  psychiatrist  or  the 
court? 


So  far  we  have  drawn  no  express  distinction  between  "danger  to 
others"  and  "danger  to  oneself".  With  respect  to  "danger  to  oneself",  there 
appears  to  be  considerable  ambivalence  in  our  society.  In  some  quarters 
self-destructiveness  is  rigidly  condemned,  whereas  in  others  desirable  indi- 
vidual freedom  is  defined  to  include  the  right  to  take  one's  life  --  with  any 
number  of  intermediate  points  of  view  between  the  polarities.  The  task  of 
formulating  social  regulation  in  this  respect  may  become  more  complex  when  more 
is  taken  into  account  than  individiial  value  judgments.  For  example,  Durkheim 
and  others  have  demonstrated  a correlation  between  homicide  and  suicide  rates 
in  different  cultures.  Conceivably,  social  regulation  in  this  area  might  prove 
to  be  a partial  determinant  of  cultural  development  in  one  direction  or  the 
other . 


The  second  criterion  for  involuntary  admission  to  a mental 
institution  --  benefit  from  institutional  treatment  --  is  not  as  generally  and 
unequivocally  accepted  as  that  of  "dangerousness".  The  critics  and  skeptics 
are  usvially  willing  to  accept  that  a number  of  people  can  be  fairly  diagnosed 
as  probably  standing  to  gain  from  institutional  treatment.  This,  they  say,  is 
hardly  sufficient  warrant  to  lock  them  up  against  their  will.  Standard  medical 
procedures  are  not  commonly  imposed  on  persons  without  their  consent.  Improved 
mental  health  may  be  a desirable  objective,  but  not  at  the  price  of  an  arrant 
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paternalism.  The  usual  rejoinder  is  normally  couched  in  some  such  t^rms  as 
these;  We  place  just  as  high  a value  on  individual  freedom  as  anyone,  but  the 
right  of  the  normal  adult  to  be  free  from  outside  interference  allegedly  in 
his  own  interest,  unless  he  consents,  rests  upon  the  assumption  of  the  reality 
of  his  consent.  With  the  kind  of  people  under  consideration  for  admission  to 
a mental  institution,  it  is  precisely  this  reality  of  consent  or  the  faculty 
of  judgment  which  is  in  question. 

The  trouble  with  the  rejoinder,  however  sound  theoretically, 
is  again  a problem  of  application.  Anyone  can  at  any  time  question  another’s 
faculty  of  judgment,  competence  to  cope,  and  reality  of  consent.  The  question 
is,  on  the  basis  of  what  facts,  on  what  sets  of  overt  behavior,  is  it  socially 
warranted  to  invoke  coercive  action,  possible  to  the  extent  of  total  insti- 
tutionalization, on  the  ground  of  a person's  impaired,  defective,  disturbed, 
or  sub-standard  faculty  of  judgment? 

The  problem  of  criteria  for  institutionalization  is  further 
complicated  by  the  apparent  fact  that  it  is  not  a "pure"  problem  in  terms  of 
mental  condition.  In  practice,  environmental  factors  are  likely  to  play  a 
considerable  part  in  determinations  of  whether  institutionalization  is  necessary 
or  advisable.  For  example,  the  millionaire  who  has  a breakdown  may  conceivably 
be  accommodated  in  his  mansion  with  round-the-clock  nursing  care  and  a psychia- 
trist visiting  him  periodically.  The  indigent  without  family  who  has  a psy- 
chotic break  can  hardly  be  accommodated  in  such  manner,  and  though  his  symptoms 
may  be  less  severe  than  those  of  the  millionaire,  he  is  more  likely  to  be 
institutionalized . 

Attempted  solutions  of  the  problems  respecting  criteria  for 
institutionalization  are  likely  to  be  markedly  affected  when  the  institution 
is  no  longer  considered  as  the  only  possible  therapeutic  environment  for  the 
not  fully  cooperative  patient.  Increased  questioning  of  the  desirability  and 
necessity  of  institutionalization  is  the  inevitable  result  of  consideration  of 
the  views  of  not  only  psychiatrists  but  of  sociologists,  such  as  Goffman, 
Caudill,  and  others.  That  a person  who  has  become  incapable  of  coping  in  and 
with  the  work-a-day  world  may  benefit  by  being  removed  from  some  of  the  pres- 
sures that  triggered  an  acute  disturbance  is  readily  understandable.  The  af- 
firmative placement  of  such  a person  into  a controlled  environment  for  thera- 
peutic purposes  may  also,  in  the  abstract,  be  readily  perceived  as  beneficial. 
Unfortunately,  the  span  of  control  in  this  respect  has  hitherto  been  very 
limited.  To  custom-tailor  a controlled  environment  for  each  one  of  a large 
number  of  individual  patients  calls  for  resoiarces  that  are  not  likely  to  be 
forthcoming  in  the  immediate  future.  Moreover,  standardization  of  the  insti- 
tutional environment  is  not  the  only  problem.  The  inevitable  alienation  from 
normal  life  --  the  withdrawal  of  responsibility,  the  restrictions  of  personal 
relationships  and  everyday  functioning  --  all  create  their  own  additional  prob- 
lems as  well  as  limiting  the  experimental  potential  of  rehabilitation.  However, 
the  restrictions  placed  on  patients  are  often  demanded  by  the  public  for  the 
protection  of  society. 

All  this  inexorably  leads  to  the  question  of  whether  in  many 
cases  a partly  controlled  non- institutional  environment  would  not  be  far  pre- 
ferable. This  in  turn  raises  the  question  of  machinery.  What  coercive  pro- 
cedures short  of  institutionalization  can  be  used  and  in  what  circumstances? 

These  are  the  problems  to  which  we  have  addressed  ourselves. 

The  first  part  contains  an  outline  for  a new  Mental  Health  Act.  The  second 
part  contains  some  suggested  core  provisions  of  such  an  Act. 
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AN  OVERVIEW  OF  OBJECTIVES  AND  RECOMMENDATIONS 


Care  Without  Compulsion 

The  fulcrum  of  a patient-centered  program  is  acceptance  for 
appropriate  mental  health  care  with  institutionalization  as  a last  resort. 

Where  the  emphasis  is  on  helping  people  to  cope  with  the  problems  of  every- 
day life,  much  reliance  must  be  placed  on  people's  insight  into  their 
problems,  and  the  therapeutic  relationships  which  are  most  likely  to  bear 
fruitful  results  are  those  which  entail  cooperation  between  patient  and 
therapist.  Accordingly,  primary  emphasis  must  be  placed  on  appropriate 
non -compulsory  care  in  the  community. 

Secondly,  in  those  instances  where  institutionalization  becomes 
advisable,  there  must  be  provision  for  such  institutional  care,  part  or  full 
time,  on  a completely  informal  basis.  With  freedom  to  withdraw  from  treatment, 
more  people  in  trouble  will  be  likely  to  avail  themselves  of  such  treatment  when 
they  need  it . 

Compulsory  Procedures 

Despite  the  new  emphasis  on  non -compulsory  care,  some  persons 
will  still  have  to  be  subjected  to  compulsory  procedures. 

The  basic  question  in  this  context  is:  What  circumstances 
justify  forcible  social  intervention? 

We  have  refenred  in  the  introduction  to  the  two  classic  justi- 
fications for  compulsory  care  --  the  protection  of  society  from  dangerous 
persons  and  the  health  and  safety  of  the  person  involved.  We  have  also  there 
pointed  out  some  of  the  difficult  problems  associated  with  these  criteria  and 
their  application.  Here  we  seek  to  describe  some  practical  measures  calculated 
to  solve  some  of  these  problems. 

Despite  the  absence  of  reliable  predictive  indices  of  "dangerous- 
ness", this  concept  cannot  be  dispensed  with  in  contemporary  mental  health  legis- 
lation. The  objective  of  keeping  the  concept  of  "dangerousness"  narrow,  so  as 
not  to  impair  social  values  favoring  a high  level  of  tolerance  of  deviant  and 
bizarre  behavior,  cannot  readily  be  accomplished  by  attempts  at  great  refine- 
ment of  the  criteria  themselves,  but  can  more  practically  be  realized  by 
procedural  devices.  For  example,  while  provision  must  be  made  for  easy  and 
flexible  emergency  procedures  for  detention  and  observation,  certifications 
for  compulsory  care  should  be  based  on  specifically  reasoned  reports  of  complete 
examination  and  limited  to  a maximum  duration  of  two  years.  A shorter  period 
would  be  desirable,  but  probably  not  possible  at  the  outset,  due  to  personnel 
limitations . 


Even  where  a person  is  not  determined  to  be  "dangerous",  pro- 
vision should  be  made  for  involuntary  protective  services.  But,  again,  the  use 
of  this  power  must  be  limited  by  strict  procedural  requirements,  such  as  care- 
fully reasoned  psychiatric  and  other  documentation  and , in  the  event  of  an  order 
for  care,  an  insistence  that  the  validity  of  the  order  for  care  rests  from  day 
to  day  on  the  actvial  provision  of  the  planned  care,  and  in  some  instances, 
perhaps,  on  the  demonstration  of  expected  therapeutic  results. 

It  will  be  noted  that  here,  again,  reference  is  made  to  in- 
voluntary procedxires  for  care  rather  than  institutionalization.  It  is  felt 
that  even  lack  of  cooperation  should  not  necessarily  condemn  a person  to 
complete  institutionalization  and  that  the  apparatus  of  a modern  mental  health 
system  should  accommodate  dispositional  variables  as  needed,  short  of 
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institutionalization,  with  sanctions  in  the  form  of  appropriately  framed  court 
orders . 


A further  basic  concept  is  this:  Compulsory  procedures  should 
be  used  only  as  required,  in  appropriate  steps.  That  is,  when  the  mental  health 
authorities  are  notified  of  an  alleged  intolerable  life  situation,  there  should 
be  provision  for  procedures  authorizing  appropriate  investigation.  If,  upon 
investigation,  it  is  ascertained  that  a person  appears  to  be  dangerous  or  cannot 
cope  for  himself,  a provision  should  authorize  observation  and  examination. 
Where,  as  a result  of  observation  and  examination,  institutional  or  other  care 
is  recommended,  the  provisions  authorizing  involuntary  care  should  come  into 
play.  Needless  to  say,  compulsory  procedures  should  be  used  at  any  stage  only 
in  the  absence  of  cooperation. 

Finally,  compulsory  procedures  authorizing  investigation,  or 
observation  and  examination,  should  not  be  predicated  on  pre-diagnosis,  but  on 
overt  facts  indicating  incapacity  to  cope  with  the  environment. 

Mental  Health/Mental  Retardation  Referral  and  Investigation  Service 

For  the  conduct  of  appropriate  mental  health  investigations  we 
have  recommended  the  establishment  of  a new  agency  --  the  Mental  HealthAlental 
Retardation  Referral  and  Investigation  Service.  We  suggest  that  such  a service 
be  operated  by  each  county  pursuant  to  regulations  of  the  Department  of  Public 
Welfare . 


This  service  would  be  operated  as  a part  of  the  local  Mental 
Health/Mental  Retardation  Service  prescribed  in  Subsections  12,  13,  and  14 
of  Chapter  III,  supra. 

One  purpose  of  this  agency  is  to  serve  as  a central  clearing 
house  in  each  community  certain  persons  who  are  either  dangerous  or  unable  to 
care  for  themselves,  and  for  screening  allegations  with  respect  thereto.  At 
present  no  single  agency  serves  this  purpose  and  as  a result  many  meritorious 
potential  alerts  for  appropriate  action  are  unreasonably  delayed,  either  be- 
cause of  ignorance  of  where  to  turn,  or  because  of  the  absence  of  a systematic 
separation  of  meritorious  from  non-meritorious  allegations. 

A further  purpose  of  such  an  agency  is  to  act  not  only  on  the 
basis  of  allegations  received  from  citizens,  but  on  its  own  motion.  That  is, 
the  service  is  charged  with  the  function  of  systematic  case  finding. 

Finally,  a major  duty  of  the  service  is  to  serve  as  the  expert 
agency  in  the  use  of  the  first  and  second  of  the  recommended  steps  of  compulsory 
procedures  --  investigation  and,  where  appropriate,  certification  for  obser- 
vation and  examination. 

Mental  Health  Review  Service 

While  careful  regulation  of  judicial  and  non- judicial  initiation 
of  involuntary  procedures  is  vitally  important,  so  is  the  process  of  review. 

For  various  reasons,  access  to  court  review  is  not  sufficient.  Following  the 
basic  patterns  variously  set  by  the  United  Kingdom  and  the  State  of  New  York, 
we  recommend  the  establishment  of  a Mental  Health  Review  Service  which,  as  an 
agency,  independent  of  the  state  mental  health  administration,  will  have  the 
function  of  continuing  review  of  mental  health  care  and  of  liaison  between 
patients  and  the  comnunity. 
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PubI ic  Guard ianship 


Since  the  spectrum  of  mental  health  care  ranges  from  informal 
outpatient  therapy  to  involuntary  total  institutionalization,  it  is  important 
to  recognize  that  a sector  within  that  spectrum  will  consist  of  care  of  persons 
partially  unable  to  lead  an  independent  life.  It  is  felt  that,  in  a number  of 
these  cases,  mental  health  care  in  the  community  must  be  supplemented  by  ap- 
propriate, individually  tailored  legal  authority  in  the  form  of  guardianship, 
designed  to  complement  the  partial  capacity  of  the  patient.  It  is  also  felt 
that  for  such  a program  to  be  effective,  the  private  resources  for  guardian- 
ship must  be  supplemented  by  a governmental  agency. 


LEGISLATIVE  DETAIL 

Limitations  of  time  and  staff  have  precluded  the  submission  here  of 
a complete  draft  for  a new  Mental  Health  Act.  However,  in  order  to  concretize 
the  central  pattern  of  our  recommendations,  the  Study  Committee  has  prepared 
a draft  of  what  it  considers  to  be  the  core  provisions  of  a new  Act. 

There  should,  of  course,  be  a new  Mental  Health  Act,  but  this  does 
not  necessarily  entail  a complete  departure  from  the  structure  of  the  Mental 
Health  Act  of  1951.  Indeed,  some  continuity  of  structure,  as  well  as  the 
verbatim  reenactment  of  certain  current  provisions,  appears  beneficial. 

Despite  drastic  changes  in  law  and  program,  the  new  regime  must  take  over  from 
the  old  and  the  retention  of  the  familiar  in  structure,  language,  and  action, 
where  not  in  conflict  with  the  new,  will  tend  to  have  a stabilizing  effect. 

Accordingly,  we  have  taken  the  Mental  Health  Act  of  1951  (which  is 
attached  hereto  as  Appendix  15)  as  our  point  of  departure  for  the  following 
scheme  of  the  proposed  Act.  Appendix  15  contains  the  Committee’s  tentative 
recommendations  as  to  specific  language. 
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Legislative  Detail 


ARTICLE  I 

Preliminary  Provisions 


This  would  include  three  sections  --  Section  101,  specifying 
that  this  act  shall  be  known  and  may  be  cited  as  "The  Mental  Health 
Act  of  196__"  and  Section  103  specifying  the  effective  date. 

Section  102  will  set  forth  definitions  of  terms  used  in  the 

act . 


While  we  have  not  prepared  the  new  definitions  in  detail  the 
following  comments,  in  comparison  with  the  Mental  Health  Act  of 
1951,  may  be  helpful. 

Quite  apart  from  the  definition  of  new  terms  or  the  redefi- 
nition of  old  ones,  there  will  be  no  definition  of  "criminal 
tendency"  since  this  concept  is  eliminated,  nor  will  there  be 
definitions  of  "epileptic",  "inebriate",  "mental  defective",  or 
"mental  illness"  since  no  legal  differentials  will  be  predicated 
on  diagnosis  other  than  in  terms  of  appropriate  care.  Instead, 
there  will  be  a definition  of  "mental  disability"  to  refer  to  any 
mental  illness,  mental  retardation,  deficiency  or  infirmity,  or 
inebriety,  or  character  disorder. 

"Institution",  "mental  hospital"  and  "school"  will  be  re- 
placed by  a definition  of  "mental  health  establishment",  as  "any 
premises  or  part  thereof,  public  or  private,  for  the  care  of 
individuals  who  will  require  care  because  of  mental  illness,  mental 
retardation,  or  inebriety,  but  shall  not  be  deemed  to  include  the 
private  home  of  a person  who  is  rendering  such  care  to  a relative." 
This  will  conform  to  the  definition  in  the  single  licensing  bill 
presently  pending  before  the  Legislature  (Senate  Bill  No.  498) 

"Patient"  will  be  redefined  to  mean  any  person  who  has  been 
accepted  for  observation  and  examination  or  care  under  the  pro- 
visions of  the  Act. 

The  definition  of  "superintendent"  may  be  replaced  by  two 
definitions  --  "director"  to  mean  the  administrative  head  of  any 
mental  health  establishment  and  "medical  director"  to  mean  the 
supervising  physician  at  any  mental  health  establishment.  This 
would  allow  for  the  administrative  heads  of  some  mental  health 
establishments  not  to  ,be  physicians. 


ARTICLE  II 

This  article,  which  under  the  present  act  is  entitled 
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"Institutions  for  Patients"  will  be  replaced  by  what  may  briefly 
be  described  as  a constitution  for  the  mental  health  field.  It 
will  spell  out  the  administrative  structure  for  the  implementation 
of  the  mental  health  regime,  reflecting  Chapter  III  of  the  Compre- 
hensive Mental  Health  Plan. 

The  licensing  requirements  of  non-state  mental  health 
establishments  will  also  be  set  out,  although  the  licensing  procedures 
will  be  those  of  the  single  licensing  law. 

This  article  will  also  contain  the  provisions  establishing 
the  two  new  agencies  --  The  Mental  HealthAlental  Retardation 
Referral  and  Investigation  Service  and  the  Mental  Health  Review 
Service.  A preliminary  draft  with  respect  to  the  Mental  Health/ 

Mental  Retardation  Referral  and  Investigation  Service  reads  as 
follows : 


Mental  Heal th/Mental  Retardation 
Referral  and  Investigation  Service 

SECTION  221.  The  County  Commissioners  of  each  of  the  several 
counties  of  this  Commonwealth  through  the  County  Director  of  the 
Mental  Health/Mental  Retardation  programs  shall  establish  a Mental 
Health/Mental  Retardation  Referral  and  Investigation  Service.  However, 
with  the  approval  of  the  Commissioner  of  Mental  Health,  any  two  or  more 
contiguous  counties  may  establish  a joint  Mental  Health/Mental 
Retardation  Referral  and  Investigation  Service. 

SECTION  222.  The  Mental  Health/Mental  Retardation  Referral 
; and  Investigation  Service  shall  have  the  following  duties: 

(1)  To  establish  and  implement  procedures  pursuant  to 

I regulations  of  the  Department  for  locating  persons  who  are  unable 
r to  care  for  themselves  or  are  in  need  of  special  care. 

(2)  The  investigation  of  situations  involving  persons 
I reported  to  be  dangerous  or  in  need  of  care. 

(3)  The  certification  of  persons  for  examination  pursuant 
^ to  Section  313  of  this  Act. 

SECTION  223. 

(1)  The  Mental  Health/Mental  Retardation  Referral  and 
Investigation  Service  in  each  county  shall  provide  permanent  and 
supplementary  staff  to  fulfill  the  duties  prescribed  in  Section  222, 
in  accordance  with  standards  set  by  the  Department. 

(2)  To  fulfill  the  requirements  of  this  section,  the 
Mental  Health/Mental  Retardation  Referral  and  Investigation  Service 
may  contract  with  local  public  and  private  welfare  agencies. 

(3)  The  County  Director  shall  be  authorized  to 
call  upon  the  heads  of  the  police  forces  in  the  County,  or  the 
State  Police  if  there  be  insufficient  local  police,  to  provide 
the  requisite  police  officers. 
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(4)  The  County  Director  shall  be  authorized  to 
call  upon  the  medical  directors  of  any  state  mental  health  establish- 
ments in  the  County  to  designate  physician  members  of  their  staff 
for  the  Service,  and  to  contract  with  other  physicians  who  practice 
in  the  County  to  perform  such  service.  If  there  is  no  state  mental 
health  establishment  in  the  county  and  private  physicians  and 
social  workers  are  unavailable,  the  County  Director  shall  request 
the  Department  to  designate  personnel  for  the  Service. 

SECTION  224.  The  Mental  Health/Mental  Retardation  Referral 
and  Investigation  Service  shall  form  teams  consisting  of  one 
physician,  one  social  worker,  and  one  police  officer  to  investigate 
and  take  appropriate  action  pursuant  to  Sections  312,  313,  and 
314  of  this  Act. 

SECTION  225.  The  Mental  Health/Mental  Retardation  Referral 
and  Investigation  Service  shall  take  appropriate  action  to  assure 
that  the  purpose  and  activities  of  the  service  are  known  to  the 
public.  It  shall  function  on  a twenty-four  hour  basis. 


As  respects  the  Mental  Health  Review  Service,  its  function 
dictates  it  shall  be  clearly  and  inviolably  immune  from  all 
governmental  or  private  group  pressures.  We  have  to  date  unfortu- 
nately not  devised  a structural  mechanism  for  those  purposes  that 
satisfies  us.  We  have  considered  as  one  possibility  the  appoint- 
ment of  members  of  a Mental  Health  Review  Board  by  the  Governor 
from  lists  submitted  by  Pennsylvania  Mental  Health,  Pennsylvania 
Association  for  Retarded  Children,  the  Pennsylvania  Medical  Society, 
the  Pennsylvania  Psychiatric  Society,  and  the  Pennsylvania  Bar 
Association.  But  whatever  structure  and  form  of  appointment  of 
the  top  echelon  of  the  service  may  be  supplied,  a preliminary 
draft  with  respect  to  the  functions  of  the  service  reads  as  follows; 


Mental  Health  Review  Service 
SECTION  231.  (Structure) 


SECTION  232. 

(1)  The  Mental  Health  Review  Service  shall  appoint  an 
executive  director  of  the  Mental  Health  Review  Service  who  shall 
be  learned  in  the  law  and  shall  engage  in  no  other  remunerative 
activity  during  his  tenure  in  office. 

(2)  He  shall  be  appointed  for  a term  of  ten  years. 
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SECTION  233.  The  Mental  Health  Review  Service  shall  appoint 
officers  in  sufficient  numbers  and  of  sufficient  qualifications 
to  carry  out  the  duties  of  the  Mental  Health  Review  Service  under 
this  Act.  Members  of  the  service  shall  devote  reasonable  time 
to  their  duties  but  may  engage  in  other  remunerative  activities 
if  there  is  no  conflict  of  interest. 

SECTION  234.  The  Mental  Health  Review  Service  shall  have  the 
power  and  its  duties  shall  be: 

(1)  to  study  and  review  the  status  of  all  patients 
receiving  care  under  this  Act; 

(2)  to  inform  patients  and  those  interested  in  their 
welfare  of  their  rights  under  this  Act; 

(3)  to  advise  the  court  in  any  judicial  proceeding  under 

this  Act; 

(4)  to  formally  review  the  status  under  care  of  patients 
certified  for  compulsory  care,  under  its  own  motion  or  upon  sug- 
gestion by  any  responsible  person. 

SECTION  235.  Upon  receiving  an  application  or  suggestion  for 
the  formal  review  of  the  status  under  care  of  a patient  under 
compulsory  care  pursuant  to  section  632  of  this  Act,  the  executive 
director  shall  appoint  a tribunal  of  three  reviewing  officers  of 
the  Service  of  which  one  member  shall  be  learned  in  the  law,  one 
shall  be  a psychiatrist,  and  one  shall  be  neither  learned  in  the 
law  nor  a psychiatrist.  The  tribunal  shall  dispose  of  the  case 
in  accordance  with  Sections  633  - 639  of  this  Act. 

ARTICLE  III 

This  article,  which  under  the  present  law  is  entitled  **Ad- 
mission  and  Commitment  of  Patients*’,  will  be  entitled  ’’Procedures 
for  Examination  and  Acceptance  for  Care  of  Patients”.  This  area 
encompasses  most  of  the  radical  departures  from  existing  law  which 
we  recommend,  including  the  emphasis  on  informal  procedures  for 
examination  and  acceptance  for  care  and  the  new  step  procedures 
for  investigation,  compulsory  examination,  and  care.  The  article 
also  contains  special  procedures  applicable  to  persons  in  police 
custody  or  charged  with  or  convicted  of  crime  and  provisions  ap- 
plicable to  compulsory  care  without  total  institutionalization. 

Article  III  of  the  present  law  contains  provisions  for  the 
commitment  of  patients  to  the  Veteran’s  Administration  or  other 
agency  of  the  United  States  Government.  These  provisions  are 
not,  and  in  our  opinion  never  have  been,  free  from  certain  juris- 
dictional problems.  However,  we  would  prefer  discussion  with  the 
Veteran’s  Administration  of  the  problems  involved  before  recommending 
substantial  reenactment  or  new  provisions. 
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The  habeas  corpus  provision  presently  found  in  Article  III 
is  reenacted  in  slightly  changed  form  in  Article  VI. 

The  draft  provisions  of  this  article  read  as  follows: 


A.  Informal  Procedures 

SECTION  301.  Any  person  over  the  age  of  eighteen  years,  and 
any  person  under  the  age  of  eighteen  years  with  the  written  consent 
of  his  parent  or  guardian,  may  apply  to  a mental  health  establish- 
ment for  examination  and  acceptance  for  care. 

SECTION  302.  If  such  application  is  to  a mental  health 
establishment  operated  by  the  Commonwealth,  the  applicant  shall 
be  examined  and  shall  then  be  accepted  for  care  if  the  medical 
director  determines  that  he  requires  care  and  there  are  facilities 
available . 

SECTION  303.  A licensed  mental  health  establishment  may  admit 
the  applicant  for  examination  and  care  but  shall  not  be  obligated 
to  do  so. 


SECTION  304.  Any  patient  informally  accepted  for  care  shall 
be  free  to  withdraw  from  such  care  at  any  time. 

SECTION  305.  Whenever  in  conjunction  with  the  examination 
or  care  of  any  person  the  examination  or  counseling  of  other  persons 
is  deemed  advisable,  a mental  health  establishment  may  informally 
accept  such  persons  for  these  purposes. 


B.  Formal  Procedures  for  Investigation,  Compulsory 
Examination  and  Compulsory  Care 

1.  Investigation 

SECTION  311.  Any  person  who  believes  another  to  present  a 
danger  to  others  or  to  be  unable  to  care  for  himself  and  not 
receiving  care  in  accordance  with  minimum  standards  of  health 
and  safety  may  inform  the  Mental  Health/Mental  Retardation  Referral 
and  Investigation  Service  of  the  facts  on  which  his  belief  is 
based . 

SECTION  312.  Upon  showing  of  probable  cause  by  an  officer 
of  the  Mental  Health/Mental  Retardation  Referral  and  Investigation 
Service  to  a magistrate,  alderman  or  justice  of  the  peace  that  a 
person  presents  a danger  to  others  or  is  unable  to  care  for  him- 
self and  not  receiving  care  in  accordance  with  minimum  standards 
of  health  and  safety,  the  magistrate,  alderman,  or  justice  of  the 
peace  shall  issue  a warrant  to  officers  of  the  Mental  Health/Mental 
Retardation  Referral  and  Investigation  Service  permitting  them 
access  to  specified  premises  to  enable  them  to  ascertain  whether 
that  person  presents  a danger  to  others  or  is  unable  to  care  for 
himself  and  not  receiving  care  in  accordance  with  minimum  standards 
of  health  and  safety. 
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2.  Examination 


SECTION  313.  Whenever  a physician  officer  of  the  Mental 
Health/Mental  Retardation  Referral  Investigation  Service,  after 
investigation,  including  at  least  one  personal  encounter,  be- 
lieves a person  to  present  a danger  to  others  or  to  be  unable  to 
care  for  himself  and  not  receiving  care  in  accordance  with  minimum 
standards  of  health  and  safety  and  such  person  is  unable  or  unwilling 
to  submit  to  observation  and  examination  conducted  by  the  staff 
of  the  nearest  appropriate  mental  health  establishment,  the  physician 
shall  so  certify,  stating  fully  the  reasons  for  such  belief. 

SECTION  314.  The  certificate  shall  serve  the  following 
functions : 


(1)  It  shall  constitute  legal  authority  for  a Mental 
Health  Establishment  to  conduct  an  examination  without  the  consent 
of  the  patient  in  his  home  or  the  establishment,  whichever  is 
specified  in  the  certificate,  and  if  the  certificate  so  states, 

to  detain  the  patient  for  that  purpose. 

(2)  Its  presentation  shall,  subject  to  the  available 
facilities,  impose  a duty  on  a Mental  Health  Establishment  to 
conduct  an  examination  of  the  patient  without  his  consent  at  the 
establishment  or  in  the  patient’s  home,  whichever  is  specified  in 
the  certificate. 

(3)  It  shall  constitute  the  legal  authority  for  the 
police  officer  of  the  Mental  Health/Mental  Retardation  Referral 
Investigation  Service  and  any  other  law  enforcement  officers  to 
escort  the  patient  to  the  nearest  appropriate  Mental  Health  Establish- 
ment for  purposes  of  examination  whenever  the  physician  officer 

of  the  Mental  Health/Mental  Retardation  Referral  Investigation 
Service  deems  this  necessary  because  of  the  inability  or  unwilling- 
ness of  the  patient  to  cooperate  and  the  certificate  so  states. 

SECTION  315.  Upon  the  acceptance  of  a patient  for  compulsory 
observation  and  examination  on  certificate  under  Section  313,  333, 
or  334,  the  director  of  the  establishment  shall  cause  an  observation 
and  examination  of  the  patient  to  be  conducted. 

SECTION  316. 

(1)  The  observation  and  examination  shall  be  concluded 
not  later  than  thirty  days  after  the  patient  has  been  accepted 

by  the  establishment  unless  the  commissioner  of  mental  health 
shall  at  the  request  of  the  medical  director  of  the  mental  health 
establishment  for  good  cause  shown  grant  an  extension  not  to  exceed 
an  additional  sixty  days.  The  medical  director  of  the  mental 
health  establishment  shall  make  a record  of  the  results  of  the 
observation  and  examination  and  his  diagnosis  and  evaluation  of 
the  patient  including  any  recommended  plan  for  care. 

(2)  During  or  after  the  observation  and  examination,  on 
request  of  the  medical  director,  the  department  may  transfer  the 
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patient  to  any  more  appropriate  mental  health  establishment  for 
the  completion  of  the  observation  and  examination. 


3.  Compulsory  Care 

SECTION  317.  If  as  a result  of  the  examination  and  evaluation 
it  is  the  opinion  of  the  medical  director  that  neither  the  safety 
of  the  community  nor  the  safety  or  health  of  the  patient  requires 
that  he  receive  compulsory  care,  the  certification  shall  be  termi- 
nated . 

SECTION  318. 

(1)  If  as  a result  of  the  examination  it  is  the  opinion 
of  the  medical  director  that  the  safety  of  the  community  or  the 
safety  or  health  of  the  patient  requires  that  he  receive  compulsory 
care,  which  may  involve  total  institutionalization  or  treatment 
short  of  total  institutionalization  as  provided  in  Section  341, 

et  seq.,  the  patient  shall  be  furnished  an  abstract  of  the  record 
of  the  examination  and  evaluation  which  shall  include: 

(a)  A description  of  the  patient’s  condition 
necessitating  care, 

(b)  The  proposed  treatment  plan, 

(c)  A statement  of  how  the  proposed  treatment  is 
expected  to  benefit  the  patient  if  care  is  not  required  for  the 
safety  of  the  community,. 

(d)  If  care  short  of  total  institutionalization 
is  required  for  the  safety  of  the  community,  how  the  recommended 
controls  are  expected  to  minimize  the  hazard, 

(e)  If  total  institutionalization  is  recommended, 
the  reasons  why  other  methods  of  caring  for  the  patient  are 
unavailable  or  inappropriate, 

(f)  The  estimated  time  required  for  treatment. 

(2)  Such  person  shall  be  certified  by  the  medical 
director  for  care  as  an  involuntary  patient  in  accordance  with  the 
evaluation  on  forms  of  the  Department.  The  certificate  shall 
include  the  plan  for  treatment  and  shall  state  its  expected  duration. 

(3)  A certificate  for  care  involving  total  institution- 
alization shall  be  authority  to  care  for  the  patient  in  accordance 
with  the  Plan  at  the  examining  mental  health  establishment  or  any 
other  mental  health  establishment  designated  by  the  Department. 

(4)  A certificate  for  care  short  of  total  institution- 
alization shall  be  the  basis  for  a petition  under  Section  341, 

et  seq. 

SECTION  319.  At  any  time  during  the  patient's  treatment,  the 
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medical  director  may  terminate  the  certification  if  he  determines 
that  compulsory  care  is  no  longer  required. 

SECTION  320.  At  the  end  of  the  period  of  expected  duration 
of  care  as  set  forth  in  the  certificate  or  after  two  years,  whichever 
is  sooner,  if  the  safety  of  the  community  or  the  safety  or  health 
of  the  patient  requires  that  he  continue  to  receive  compulsory 
care,  a certificate  for  further  care  shall  be  prepared  by  the 
medical  director  on  forms  of  the  department.  Such  certificate 
shall  state  how  long  the  proposed  treatment  is  expected  to  continue. 
If  compulsory  care  is  no  longer  required,  the  certification  shall 
be  terminated. 

SECTION  321.  Patients  who  have  been  re-certified  shall  have 
their  status  further  reviewed  through  the  procedures  of  Section  320 
at  least  every  two  years. 

C.  Special  Procedures  Applicable  to  Persons  in  Police 

Custody  or  Charged  with  or  Convicted  of  Crime 

1.  Persons  Taken  Into  Custody 
by  Police  Officers 

SECTION  331.  A police  officer  who  takes  into  custody  in  a 
public  place  or  a private  building  at  the  request  of  the  occupant 
thereof  any  person  whom  he  believes  to  be  mentally  disabled  and 
who  from  his  acts  or  threatened  acts  is  believed  by  the  police 
officer  to  be  dangerous  to  himself  or  others  shall  transfer  such 
person  to  the  custody  of  the  Mental  Health/Mental  Retardation 
Referral  and  Investigation  Service. 

SECTION  332.  If  the  arresting  police  officer  believes  that 
such  person  has  not  committed  a criminal  act,  the  Mental  Health/ 
Mental  Retardation  Referral  and  Investigation  Service  shall  either 
certify  such  person  for  examination  in  accordance  with  Sections  313 
and  314  or  discharge  him. 

SECTION  333. 

(1)  If  the  arresting  police  officer  believes  that  the 
person  has  committed  a criminal  act,  he  shall  so  report  to  the 
Mental  Health/Mental  Retardation  Referral  and  Investigation  Service 
and  that  service  shall,  if  an  examination  conducted  by  the  nearest 
appropriate  mental  health  establishment  is  not  deemed  advisable, 
transfer  the  c\istody  of  the  person  to  the  arresting  police  officer 
who  shall  take  such  person  to  the  appropriate  issuing  authority 

to  be  dealt  with  according  to  law. 

(2)  If  an  examination  conducted  by  the  nearest  ap- 
propriate mental  health  establishment  is  deemed  appropriate  the 
service  shall  certify  such  person  for  examination  in  accordance 
with  Section  315,  et  seq. 

(3)  Such  certificate  shall  instruct  the  director  of 
the  examining  mental  health  establishment,  upon  completion  of  the 
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examination,  to  act  as  follows: 

(a)  Where  such  examination  has  yielded  recommendations 
short  of  total  institutional  care  in  a mental  health  establishment, 

to  return  the  person  to  the  custody  of  the  police  unless  the  police 
informs  the  director  of  the  mental  health  establishment  that  no 
charges  will  be  preferred. 

(b)  Where  such  examination  has  yielded  a recommen- 
dation of  total  institutional  care  in  a mental  health  establish- 
ment, to  certify  and  arrange  for  the  acceptance  of  the  person  for 
such  care  and  to  furnish  a detailed  report  to  the  police.  The 
hospitalization  of  such  a person  shall  not  preclude  his  subsequent 
prosecution  where  this  is  deemed  appropriate  by  the  law  enforcement 
authorities  as  long  as  the  person  is  not  deprived  thereby  of  any 
special  care  deemed  necessary  in  his  case  by  the  director  of  the 
mental  health  establishment  where  he  is  confined. 


2.  Criminal  Defendants 

SECTION  334.  Any  court  having  jurisdiction  over  a person 
charged  with  crime  or  convicted  of  crime  tnay,  on  motion  of  the 
prosecution  or  the  defense  or  its  own  motion,  at  any  stage  of  the 
proceedings,  certify  the  defendant  for  observation  and  examination 
to  be  conducted  by  the  staff  of  the  nearest  appropriate  mental 
health  establishment. 

SECTION  335.  The  court  may  request  the  examining  mental  health 
establishment  to  recommend  what  special  care,  if  any,  the  defendant 
may  require  by  virtue  of  his  condition  and  whether  the  conduct 
of  criminal  proceedings  or  any  part  thereof  or  his  confinement  in 
a correctional  institution  is  likely  to  have  any  serious  adverse 
effect  on  the  defendant’s  condition. 

SECTION  336. 

(1)  Where  such  examination  yields  a determination  that 
the  defendant’s  condition  requires  total  institutional  care  at  a 
mental  health  establishment  and  that  the  conduct  of  criminal  pro- 
ceedings against  him  or  his  confinement  in  a correctional  insti- 
tution is  likely  to  have  a serious  adverse  effect  on  his  condition, 
the  court  may  commit  the  defendant  for  such  care  and  may  suspend 

or  terminate  the  criminal  proceedings. 

(2)  If  the  proceedings  are  suspended,  the  defendant 
shall  be  returned  to  the  court  for  disposition  as  soon  as  his 
condition  has  sufficiently  improved. 

SECTION  337.  The  authority  of  the  court  provided  for  in 
Sections  334  t<5  336  shall  be  supplemental  to  any  other  powers  granted 
the  court  by  law. 
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3.  Prisoners 


SECTION  338. 

(1)  In  the  case  of  prisoners  in  state  correctional 
institutions  under  the  control  and  supervision  of  the  Department 
of  Justice,  the  Deputy  Commissioner  for  Treatment  of  the  Bureau 
of  Corrections  of  the  Department  of  Justice,  and,  in  the  case  of 
prisoners  in  county  correctional  institutions,  the  administrative 
heads  of  such  institutions  may  request  the  nearest  appropriate 
mental  health  establishment  to  conduct  an  examination  of  any 
prisoner  thought  to  require  care  in  a mental  health  establishment. 

(2)  Upon  receipt  of  such  request  the  director  of  the 
mental  health  establishment  shall  arrange  with  the  administrative 
head  of  the  correctional  institution  where  the  prisoner  is  con- 
fined for  such  examination  to  be  conducted  at  the  prison  or  at 
the  mental  health  establishment. 

(3)  Where  such  examination  yields  a determination  that 
the  prisoner’s  condition  does  not  require  care  at  a mental  health 
establishment,  the  prisoner  shall  remain  or  be  returned  to  the 
correctional  institution. 

(4)  Where  such  examination  yields  a determination  that 
the  prisoner’s  condition  requires  care  at  a mental  health 
establishment,  the  medical  director  shall  so  certify  on  forms  of 
the  Department  and  the  prisoners  shall  be  accepted  for  total 
institutional  care  at  a mental  health  establishment  designated 

by  the  Department. 

(5)  At  any  time  during  the  prisoner’s  confinement  at 
a mental  health  establishment  the  medical  director  may  terminate 
the  certification  if  he  determines  that  care  in  a mental  health 
establishment  is  no  longer  required;  and  the  prisoner  shall  be 
returned  to  the  correctional  institution  where  he  was  confined, 

(6)  At  the  end  of  the  period  of  expected  duration  of 
care  as  set  forth  in  the  certificate,  or  after  two  years,  which- 
ever is  sooner,  if  the  condition  of  the  prisoner  requires  that  he 
continue  to  receive  care  at  a mental  health  establishment,  a 
certificate  for  further  care  shall  be  prepared  by  the  medical 
director  on  forms  of  the  Department.  Such  certificate  shall  state 
how  long  the  requirement  of  such  care  is  expected  to  continue. 

If  such  care  is  no  longer  required,  the  certification  shall  be 
terminated  and  the  prisoner  shall  be  retiirned  to  the  correctional 
institution  where  he  was  confined. 

(7)  Any  prisoner  under  sentence  at  the  time  of  the 
certification  for  total  institutionalization  at  a mental  health 
establishment  whose  sentence  expires  shall  immediately  be  re- 
examined upon  the  expiration  of  such  sentence.  If  the  examination 
yields  the  determination  that  no  further  compulsory  care  is 
required,  the  certification  shall  be  terminated  and  the  prisoner 
discharged.  If  the  examination  yields  the  determination  that 

the  prisoner  requires  compulsory  care,  the  certification  under 
this  section  shall  terminate  and  shall  be  replaced  by  a certifi- 
cation under  Section  318  of  this  Act. 
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D.  Provisions  Applicable  to  Compulsory  Care 
Without  Total  Institutionalization 


SECTION  341.  If,  under  a certificate  for  compulsory  care, 
the  recommendation  is  a plan  for  care  without  total  institutionali- 
zation, the  director  of  the  mental  health  establishment  shall 
petition  the  Orphans'  Court  of  the  county  in  which  the  patient 
resides  or  in  which  it  is  proposed  for  him  to  receive  care  for  an 
order  adopting  the  plan.  The  application  which  shall  be  in  the 
form  prescribed  by  the  Department  shall  include  a copy  of  the 
plan. 


SECTION  342.  Upon  receipt  of  such  petition  the  court  shall 
issue  a citation  to  show  cause  why  the  court  should  not  adjudge 
that  the  plan  be  adopted,  and  inform  the  patient  of  his  right  to 
a hearing. 

SECTION  343. 

(1)  The  court  shall  hold  a hearing  upon  request  of  the 
patient,  of  if  for  any  reason  the  court  considers  a hearing 
desirable. 


(2)  The  patient  shall  have  the  right  to  be  represented 
by  counsel  at  the  hearing  and  shall  be  furnished  counsel  if  he 

is  unable  to  obtain  private  counsel. 

(3)  The  hearing  shall  not  be  open  to  the  public. 

(4)  The  record  of  the  hearing  and  other  proceedings 
shall  be  kept  in  the  files  of  the  court  as  a permanent  record 
thereof,  but  shall  be  withheld  from  inspection  except  upon  an 
order  of  court  granted  upon  due  cause  shown. 

SECTION  344.  If  no  hearing  is  held,  the  court  shall  adopt 
the  plan  as  submitted. 

SECTION  345.  If  there  is  a hearing,  the  court  may  order  the 
plan  adopted,  or  reject  the  plan. 

SECTION  346.  During  the  pendency  of  any  hearing  and  until 
the  decision  of  the  court,  the  mental  health  establishment  shall 
care  for  the  patient  either  on  an  institutional  or  non- institutional 
basis  as  the  medical  director  deems  appropriate. 

SECTION  347.  Right  of  appeal  from  the  order  shall  be  as  in 
the  case  of  other  orders  and  decrees  of  the  Orphans’  Coiirt.  No 
appeal  from  such  order  shall  suspend  the  authority  or  prejudice 
the  act  of  a medical  director  acting  thereunder. 

SECTION  348.  If  the  court  rejects  the  plan,  the  medical 
director  may,  in  appropriate  cases,  certify  the  patient  for  total 
institutional  care  under  Section  318,  submit  a new  plan  for  care 
without  total  institutionalization,  or  release  the  patient. 
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SECTION  349.  Upon  motion  of  the  director  of  the  mental  health 
establishment  where  a patient  is  receiving  non- institutional 
compulsory  care  under  a plan  adopted  by  the  court,  and  after 
hearing  upon  due  notice,  the  court  which  approved  the  plan  may 
cite  a patient  for  contempt  for  violation  of  the  court  order. 


E.  Liability  and  Exemption  from 
Liability  for  Detention 


SECTION  351.  No  director  or  other  officer  of  any  mental 
health  establishment  shall  be  held  personally  liable  for  the 
detention  of  any  patient  when  such  detention  is  in  compliance 
with  the  provisions  of  this  Act. 

SECTION  352.  No  verdict  or  judgment  shall  be  entered  in  any 
action  or  indictment  against  any  person  who  is  subject  to  the 
provisions  of  the  act  and  who  has  complied  with  its  requirements 
for  the  detention  of  any  person  as  a patient  in  any  institution, 
unless  the  court,  after  trial  and  verdict,  certifies  that  there 
was  proof  that  the  person  charged  acted  with  gross  negligence  or 
corruptly,  or  without  reasonable  or  probable  cause,  or  was  actuated 
by  motives  other  than  the  good  of  the  person  restrained. 


★ ★★★★★★★ 
ARTICLE  IV 


This  article  in  the  present  law  provides  for  transfer  of 
patients  from  one  institution  to  another  and  from  the  Commonwealth 
to  another  state  or  country,  and  transfers  of  patients  to  a United 
States  Veterans  Hospital. 

While  we  are  not  opposed  to  the  substantial  re-enactment 
of  the  provisions  concerning  the  transfer  of  non-residents  to 
another  state  or  country  or  transfers  of  patients  under  total 
institutional  care  to  a Veterans  Hospital,  we  propose  a much 
simpler  provision  concerning  the  transfer  of  patients  under  total 
institutional  care  from  one  mental  health  establishment  to  another. 
We  recommend  that  the  Department  be  authorized  to  transfer  any 
such  patient  from  one  establishment  to  another  in  its  discretion, 
based  on  the  needs  of  the  patient.  We  do  recommend,  however, 
that  adequate  advance  notice  of  an  intent  to  transfer  be  given  to 
a patient  and  his  counsel,  family  or  close  friends,  and  any  court 
or  law  enforcement  authorities  having  an  interest  in  the  patient. 
The  patient,  or  others  on  his  behalf,  will  thus  have  an  opportunity 
to  raise  any  objections  to  such  transfer  with  the  Department  and 
the  Mental  Health  Review  Service. 


-71- 


ARTICLE  V 


This  article  in  the  present  Law  deals  with  escapes  and 
interstate  extradition  and  we  suggest  its  substantial  re-enactment. 


ARTICLE  VI 


This  article  in  the  present  law  deals  with  discharge,  leaves 
of  absence,  and  boarding  out  of  patients. 

While  we  recommend  the  substantial  re-enactment  in  regard 
to  leaves  of  absence  and  boarding  out,  excluding  the  provisions 
concerning  colonies  for  mental  defectives,  we  have  prepared  draft 
provisions  relating  to  the  discharge  of  patients  which  include 
review  procedures  involving  the  Mental  Health  Review  Service  and 
the  court . 

We  have  also  included  the  habeas  corpus  provision  under  this 
article.  The  draft  provisions  read  as  follows: 

A.  Discharge  When  There  Is  No  Certificate  For 
Compulsory  Care  Or  At  The  Termination  Or 
Expiration  of  Such  Certificate. 

SECTION  601.  The  termination  of  certification  of  a patient 
under  Section  317  after  observation  and  examination  shall  free 
him  from  further  restraint  unless: 

(1)  He  has  been  certified  for  observation  pursuant 

to  Section  333,  in  which  case  he  shall  be  returned  to  the  custody 
of  the  police  pursuant  to  Section  333  (3)  (a). 

(2)  He  has  been  certified  for  observation  and  examination 
by  a court  pursuant  to  Section  334,  in  which  case  he  shall  be 
returned  to  the  custody  of  that  institution  pursuant  to  Section 

338  (3)  of  this  Act. 

SECTION  602. 

(1)  A patient  whose  certificate  for  compulsory  care 
has  been  terminated  under  Section  319,  or  whose  certificate  for 
compulsory  care  has  expired  without  a further  certificate  being 
prepared  under  Section  320  shall  be  discharged. 

(2)  Such  discharge  shall  free  the  patient  from  further 
restraint  unless: 

(a)  He  has  been  certified  for  compulsory  care  under 
Section  333  (3)  (b),  in  which  case  he  shall  be  returned  to  the 


-72- 


custody  of  the  police  if  a detainer  has  been  lodged  against  him. 

(b)  He  has  been  committed  for  care  pursuant  to 
Section  336  (1)  in  which  case  he  shall  be  returned  to  the  custody 
of  that  court  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired,  in  which  case  he 
shall  be  returned  to  the  custody  of  that  institution  pursuant  to 
Section  338  (5)  and  (6). 

B.  Discharge  or  Modification  of 
Certification  by  the  Court 

1.  Upon  recommendation  of  Mental 
Health  Review  Service 


SECTION  631.  Every  patient  who  is  certified  for  compulsory 
care  shall  be  informed  of  his  right  to  seek  review  of  his 
certification  through  the  Mental  Health  Review  Service. 

SECTION  632. 

(1)  The  Mental  Health  Review  Service  shall  review  the 
certification  of  a patient  upon  an  application  by  or  on  behalf  of 
the  patient  or  on  its  own  motion. 

(2)  Such  review  shall  be  made  by  a tribunal  constituted 
in  accordance  with  Section  235  of  this  Act. 

SECTION  633.  The  tribunal  shall  question  the  director  of 
the  establishment,  those  who  have  observed  and  examined  the  patient, 
and  others  whom  it  shall  deem  appropriate.  It  shall  conduct  or 
arrange  for  such  examination  of  the  patient  as  it  deems  appropriate. 

SECTION  634.  At  the  conclusion  of  its  review  the  tribunal 
shall  recommend  in  writing,  assigning  appropriate  reasons,  either 
that  the  patient  be  continued  to  be  cared  for  in  accordance  with 
the  certificate,  that  the  certificate  be  modified,  or  that  the 
patient  be  released.  It  shall  immediately  inform  the  patient  and 
the  medical  director  of  its  decision. 

SECTION  635.  If  the  recommendation  of  the  tribunal  is  that 
the  certificate  be  modified  or  that  the  patient  shall  be  released 
and  the  medical  director  rejects  its  recommendation,  it  shall 
petition  the  Orphans’  Court  of  the  County  in  which  the  patient  is 
receiving  care  for  an  order  adopting  its  recommendation. 

SECTION  636.  Upon  receipt  of  such  petition  the  court  shall 
hold  a hearing  upon  such  notice  and  to  such  persons  as  it  deems 
necessary  to  protect  the  patient’s  interests. 

SECTION  637. 

(1)  The  patient  shall  have  the  right  to  be  represented 
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by  counsel  at  the  hearing  and  shall  be  furnished  counsel  if  he  is 
unable  to  obtain  private  counsel. 

(2)  The  hearing  shall  not  be  open  to  the  public. 

(3)  The  record  of  the  hearing  and  other  proceedings 
shall  be  kept  in  the  files  of  the  court  as  a permanent  record 
thereof,  but  shall  be  withheld  from  inspection  except  upon  an  order 
of  court  granted  upon  due  cause  shown. 

SECTION  638. 

(1)  After  the  hearing  the  court  shall  issue  an  order 
adopting,  modifying,  or  rejecting  the  recommendations  of  the 
tribunal . 


(2)  If  the  court  orders  the  patient  discharged  the 
patient  shall  be  freed  from  further  restraint  unless: 

(a)  He  has  been  certified  for  compulsory  care  under 
Section  333  (3)  (b),  in  which  case  he  shall  be  returned  to  the 
custody  of  the  police  if  a detainer  has  been  lodged  against  him. 

(b)  He  has  been  committed  for  care  pursuant  to 
Section  336(1),  in  which  case  he  shall  be  returned  to  the  custody 
of  that  court  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired,  in  which  case  he 
shall  be  returned  to  the  custody  of  that  institution. 

SECTION  639.  The  decision  of  the  court  may  be  appealed  as 
in  other  proceedings  in  the  Orphans'  Court. 


2.  Upon  Petition  of  the  Patient 

SECTION  651.  Any  patient  who  has  been  certified  for 
compulsory  care  may  in  writing  petition  the  Orphans’  Court  of 
the  county  in  which  he  is  receiving  care  for  an  order  releasing 
him  from  such  care , but  only  if : 

(1)  He  has  first  requested  the  Mental  Health  Review 
Service  to  review  his  certification  and  a tribunal  of  that 
service  has  recommended  that  he  continue  to  receive  compulsory 
care , and , 


(2)  He  submits  with  his  petition  an  affidavit  of  a 
qualified  physician  stating  that  he  has  examined  the  patient  and 
is  of  the  opinion  that  the  patient  should  not  be  subject  to  com- 
pulsory care  under  this  Act. 

SECTION  652.  Upon  receipt  of  such  petition  the  court,  after 
due  notice  to  the  mental  health  establishment  at  which  the  patient 
is  receiving  care  and  the  Mental  Health  Review  Service,  shall 
conduct  a hearing  to  determine  whether  the  safety  of  the  community 
or  the  safety  or  health  of  the  patient  requires  that  he  receive 
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c ompul s ory  care . 

SECTION  653. 

(1)  Upon  conclusion  of  the  hearing  the  court  may 
dismiss  the  petition,  modify  the  certificate  pursuant  to  which 

the  patient  is  receiving  compulsory  care,  or  discharge  the  patient. 

(2)  Such  discharge  shall  free  the  patient  from  further 
restraint  unless: 

(a)  He  has  been  certified  for  compulsoiy  care 
under  Section  333  (3)  (b) , in  which  case  he  shall  be  returned  to 
the  custody  of  the  police  if  a detainer  has  been  lodged  against 
him. 


(b)  He  has  been  committed  for  care  pursuant  to 
Section  336  (1),  in  which  case  he  shall  be  returned  to  the  custody 
of  that  court  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired,  in  which  case  he  shall 
be  returned  to  the  custody  of  that  institution. 

SECTION  654.  The  decision  of  the  court  may  be  appealed  as 
in  other  proceedings  in  the  Orphans’  Court. 


C . HABEAS  CORPUS 

SECTION  661.  Every  person  confined  in  a mental  health 
establishment,  or  anyone  acting  on  his  behalf,  may  at  any  time 
petition  the  Orphans’  Court  of  the  county  where  he  is  confined 
for  a writ  of  habeas  corpus  in  accordance  with  the  provisions  of 
the  Act  of  May  24,  1951  (P.L.  415). 


**★★★★★* 


ARTICLE  VII 

This  article  in  the  present  law  deals  with  costs--liability 
for  costs  of  care  of  patients,  costs  of  admission  and  commitment, 
etc.  For  the  reasons  indicated  in  the  introduction  we  have  not 
made  any  recommendations  on  this  topic. 


★ ★★★★★★★ 

ARTICLE  VIII 

This  article  in  the  present  law  contains  miscellaneous  pro- 
visions relating  to  patients  and  institutions  including  provisions 
concerning  the  rights  of  patients,  provisions  concerning  depositions 
of  institutional  officers,  and  provisions  for  statutory  guardianship 
by  agents  of  the  Department  of  Revenue  for  patients  with  estates 
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of  not  more  than  $500  and  certain  penalty  provisions  for  furnishing 
liquor  and  weapons  to  patients  or  for  aiding  patients  to  escape, 
and  for  causing  the  unwarranted  hospitalization  of  or  denial  of 
rights  to  patients. 

We  recommend  the  substantial  re-enactment  of  the  provision 
providing  for  the  admissability  of  depositions  regarding  the 
condition  of  patients.  We  are  not  opposed  to  a limited  statutory 
guardianship  for  patients  under  total  institutional  care,  but 
we  recommend  the  approach  taken  by  Senate  Bill  923  presently  pending 
before  the  Legislature. 

We  do  not  favor  the  re-enactment  of  the  provisions  concerning 
mechanical  restraints,  the  provision  of  female  attendants  for  female 
patients,  and  the  provisions  relating  to  employment  of  patients. 

We  are  of  the  opinion  that  these  matters  can  appropriately  be 
handled  through  departmental  regulations  and  that  patients  will 
be  sufficiently  protected  by  the  provisions  for  rights  of  patients 
and  the  general  safeguards  built  into  the  Act. 

We  have  prepared  a draft  provision  concerning  the  rights  of 
patients,  which  reads  as  follows: 


A.  Rights  of  Patients 

1.  Persons  Accepted  for  Care 

Pursuant  to  Informal  Procedures 


SECTION  801.  Persons  accepted  for  care  pursuant  to  the  informal 
procedures  of  this  Act  shall  not  be  deprived  of  any  rights  enjoyed 
by  the  general  populace  including  the  right  to  withdraw  from 
examination  or  care  at  any  time. 


2.  Patients  Confined  in  Mental 
Health  Establishments 


SECTION  802.  Neither  the  examination  nor  the  acceptance  of 
a person  for  care  pursuant  to  the  compulsory  procedures  of  this 
Act  shall  automatically  abridge  his  civil  rights. 

SECTION  803.  The  following  rights  of  patients  shall  not 
be  abridged ; 

(1)  The  right  to  religious  freedom  guaranteed  by  the 
United  States  and  Pennsylvania  constitutions.  In  furtherance 
thereof  a patient  shall  have  the  right  to  be  visited  by  a 
minister  of  any  religion. 

(2)  The  right  to  communicate  with  his  attorney,  the 
Mental  Health  Review  Service,  the  Orphans’  Court  of  the  county 
where  he  is  confined,  his  guardian,  the  director  of  the  mental 
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health  establishment,  and  the  Governor  by  sealed,  uncensored 
letter.  In  furtherance  thereof  he  shall  have  access  to  writing 
materials  and  his  letters  shall  be  stamped  and  mailed. 

(3)  The  right  to  be  visited  at  reasonable  hours  and  to 

be  alone  with  his  attorney  and  a medical  or  osteopathic  practitioner. 

(4)  The  right  to  request  the  Commissioner  of  Mental 
Health  to  arrange  for  the  examination  of  his  mental  condition  by 
a qualified  physician  not  associated  with  the  Department.  The 
Commissioner  of  Mental  Health  may  refuse  to  grant  such  a request 
only  when  it  is  made  sooner  than  six  months  after  a previous 
examination  under  this  section. 


3.  Patients  Receiving  Compulsory  Care 
Short  of  Total  Hospitalization 


SECTION  804.  Patients  receiving  compulsory  care  short  of 
total  institutionalization  shall  enjoy  all  the  rights  of  the 
general  populace  except  those  of  which  they  have  been  deprived 
by  an  order  of  the  court. 


'k'k'k'k'k'k-k'k 

ARTICLE  IX 
Guardianship 

This  article  in  the  present  law  provides  for  guardianship 
of  the  person.  We  recommend  that  it  be  replaced  by  provisions 
authorizing  individually  tailored  guardianship  and  establishing 
an  Office  of  Public  Guardian  to  promote  the  objective  of  sound 
guardianship . 

We  have  prepared  a draft  provision  on  guardianship  which 
reads  as  follows: 


GUARDIANSHIP 


SECTION  901.  The  Public  Guardian.  The  Secretary  of  Public 
Welfare  shall  establish  and  staff  an  Office  of  Public  Guardian. 

SECTION  902.  Duties  and  Authority  of  Public  Guardian. 

(1)  The  Public  Guardian  shall,  at  the  request  of  re- 
sponsible persons  or  on  his  own  motion,  file  a petition  for  his 
appointment  or  the  appointment  of  a private  person  under  this  article 
in  any  case  where  he  deems  such  guardianship  required. 

(2)  The  Public  Guardian  shall,  on  his  own  motion  or 
at  the  request  of  the  Orphans’  Court,  intervene  at  any  time  in 
any  case  involving  guardianship  under  this  article  where  he  or 
the  court  deems  such  intervention  to  be  advisable  in  the  interests 
of  a ward,  or  a person  on  whose  behalf  a petition  has  been  filed. 
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SECTION  903.  Appointment  of  Guardian 

(1)  When  any  person  is  by  reason  of  mental  incapacity 
or  lack  of  rational  judgment  unable  to  be  independent  or  manage 
his  affairs  in  accordance  with  minimum  standards  of  the  community, 
a petition  may  be  filed  by  the  Public  Guardian  or  by  any  re- 
sponsible person  on  behalf  of  such  person  with  the  Orphans'  Court 
of  the  county  of  his  residence  for  the  appointment  of  a guardian 
under  this  article  in  the  interest  of  his  safety  and  well-being. 

(2)  Upon  receipt  of  any  petition  after  such  notice 

to  the  person  in  whose  interest  the  petition  is  filed  and  to  such 
other  persons  as  the  court  may  direct,  the  court  shall  schedule 
and  hold  a hearing. 

(3)  At  such  hearing  it  shall  be  the  burden  of  the 
petitioner  to  establish  by  expert  testimony  that  the  person  for 
whom  a guardian  is  sought  to  be  appointed  lacks  mental  capacity 
or  rational  judgment  to  such  an  extent  that  he  is  unable  to  be 
independent  or  manage  his  affairs  in  accordance  with  minimum 
standards  of  the  community. 

(4)  If  the  petitioner  establishes,  in  accordance  with 
Subsection  (3)  hereof,  that  the  person  for  whom  a guardian  is 
sought  requires  the  appointment  of  a guardian  to  supplement  his 
judgment  and  capacity  to  make  decisions,  the  petitioner  shall 
submit  to  the  court  a detailed  guardianship  plan  in  accordance 
with  the  individual  and  specific  needs  of  the  person  for  whom  a 
guardian  is  sought  to  be  appointed. 

(5)  The  court  may  then  adopt  such  plan  as  submitted  or 
modified  and  may  appoint  a guardian  to  act  under  the  continuing 
supervision  of  the  court  in  accordance  with  the  plan. 

SECTION  904.  Exclusiveness 

When  a court  has  appointed  a guardian  under  this  article  no 
other  court  shall  appoint  a guardian  of  the  person  or  estate  for 
that  person  within  the  Commonwealth. 

SECTION  905.  Qualifications  for  Appointment  as  Guardian 

The  court  may  appoint  the  Public  Guardian  as  guardian  under  this 
article  in  any  case.  The  court  shall  not  appoint  any  natural 
person  as  guardian  under  this  article  who  is  less  than  21  years 
of  age  or  who  is  not  qualified  to  execute  the  guardianship  plan  as 
adopted  by  the  court. 

SECTION  906.  Grounds  for  Removal 

The  appointing  court  shall  have  exclusive  power  to  remove 
a guardian  under  this  article  when: 

(1)  He  has  failed  to  perform  any  duties  imposed  by 


-78- 


law,  or 


(2)  He  has  become  unable  to  discharge  the  duties  of 

his  office  because  of  sickness  or  physical  or  mental  incapacity,  or 

(3)  He  has  removed  from  the  Commonwealth  where  he  has 
ceased  to  have  a known  place  of  residence  therein,  or 

(4)  For  any  reason  the  interests  of  the  person  for 
whom  he  has  been  appointed  guardian  under  this  article  are  likely 
to  be  jeopardized  by  a continuance  in  office. 

SECTION  907.  Removal  of  Guardian. 

The  court  on  its  own  motion  may,  and  on  the  petition  of  any 
interested  person  alleging  adequate  grounds  for  removal  shall , 
order  the  guardian  to  appear  and  show  cause  why  he  should  not  be 
removed,  or  when  necessary  to  protect  the  ward,  may  summarily 
remove  him.  Upon  removal  the  court  may  appoint  a new  guardian 
under  this  article  for  the  ward.  Any  guardian  summarily  removed 
may  apply  by  petition  to  have  the  decree  of  removal  vacated  and 
to  be  reinstated,  and  if  the  court  vacates  the  decree  of  removal 
and  reinstates  him,  it  shall  make  any  orders  appropriate  to  ac- 
complish the  reinstatement. 

SECTION  908.  Discharge  of  Guardian 

(1)  The  appointing  court  shall  have  exclusive  power 
to  discharge,  by  appropriate  order,  any  guardian  under  this 
article: 


(a)  Upon  petition  of  any  proof  by  the  ward,  the 
private  guardian,  if  any,  or  the  Public  Guardian  that  the  ward 
no  longer  requires  a guardian  under  the  provisions  of  this  Act. 

(b)  Upon  petition  of  the  private  guardian,  if 
any,  or  the  Public  Guardian,  while  the  ward  still  requires 
guardianship  accompanied  by  a petition  for  the  appointment  of 
a new  guardian  under  this  article. 

(2)  No  guardian  shall  be  discharged  on  his  own  petition 
until  the  court  appoints  a substitute  guardian  or  determines  that 
no  new  guardian  be  appointed. 
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CHAPTER  VII 


COMPOSITE  SUMMARY 
OF  TASK  FORCE  RECOMMENDATIONS 


The  14  task  forces  were  given  a big  job:  To  show  how  the  melange  of 
services  for  Pennsylvania's  mentally  retarded  citizens,  in  a general  way,  might 
be  made  to  conform  more  nearly  to  current  knowledge  and  the  current  social 
conscience. 

Their  focus  was  on  two  broad  themes.  What  does  it  mean,  for  mentally 
retarded  citizens,  to  say  that  all  persons  should  have  equal  opportunity  to 
develop  their  human  natures  as  fully  as  they  can?  And  what  are  the  most 
economical,  equitable,  realistic  means  to  achieve  such  an  ideal? 

The  task  forces,  in  short,  tried  to  learn  how  Pennsylvania  might  bring 
more  rationality  and  more  justice  into  its  services  for  the  mentally  retarded. 

At  the  center  of  their  findings  is  the  concept  of  a "comprehensive  mental 
retardation  program" . 

DEFINITION:  A comprehensive  mental  retardation  program  is  one  that 
provides  each  retarded  individual  with  a lifetime  "continuum  of  care"  directed 

to  realization  of  his  full  human  potential. 

Services  for  a mentally  retarded  individxxal  should  continue  from  the  time 
his  handicap  is  first  suspected  until  his  need  ends;  usually,  throughout  his 
life.  The  continuum  should  be  a flexible  blend  of  evaluation  and  "life  planning", 
education,  protection  and  supportive  services,  including  support  for  his  family. 

It  must  be  complemented  by  vigorous  programs  of  prevention,  research  and 
evaluation. 

The  Commonwealth  should  consider  writing  into  law  the  concept  of 
"perpetual  guardianship",  requiring  each  retarded  individual  to  be  registered 
with  the  Commonwealth  and  a guardian  to  be  appointed  who  will  be  responsible 
to  keep  the  Commonwealth  informed  of  the  retarded  individual's  whereabouts  and 
well-being. 

The  Commonwealth  has  basic  responsibility  for  care  of  retarded  citizens. 

This  responsibility  warrants  an  "office"  directed  by  a commissioner  and  equal 

in  authority  to  the  current  Office  of  Mental  Health. 

To  the  extent  society  has  recognized  public  rexponsibility  for  care  of  the 
retarded,  it  has  rested  in  tradition  and  law  with  the  Commonwealth.  This 
tradition  is  strengthened  by  the  Commonwealth's  role  as  a channel  for  increasing 
federal  support  of  mental  retardation  programs. 

The  Commonwealth  must  place  the  authority  needed  to  discharge  its  expanded 
responsibilities  in  a comprehensive  mental  retardation  program  in  a single  strong 
agency- -preferably  an  Office  of  Mental  Retardation,  directed  by  a commissioner 
and  equal  in  rank  to  the  current  Office  of  Mental  Health. 

It  may  be  advisable  to  name  a permanent  commission  to  work  with  the  office 
to  implement  the  comprehensive  mental  retardation  plan.  This  commission  should 
include  members  of  the  legislature,  officials  of  the  Commonwealth  and  private 
citizens,  appointed  by  the  governor. 

Responsibility,  and  with  it  authority,  to  coordinate  mental  retardation 
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services  must  be  delegated  explicitly  to  a single  agent  in  each  community. 

Comprehensive  services  demand  coordination  and  communication  among  levels 
of  government,  service  agencies  and  professions  serving  retarded  individuals. 

A ’’continuum  of  care”  requires  above  all  the  free  movement  of  clients  among  the 
services  they  need,  with  a minimum  of  costly  duplication  or  frustrating  delay. 

These  needs  argue  that  all  services  should  be  ’’open”,  with  ready  transfer 
of  individual  records  among  agencies  within  the  limits  of  confidentiality. 

They  argue  that  services  to  individuals  should  be  coordinated  thoughtfully 
with  services  to  the  families. 

And  they  argue  for  a high  level  of  cooperation  among  different  professional 
disciplines  serving  the  retarded  individual. 

Since  functions  of  coordination  can  be  exercised  most  effectively  near  the 
retarded  individual,  his  family  and  the  service  agencies,  these  functions  should 
be  delegated  by  the  Commonwealth  to  a director  of  mental  retardation  services 
in  each  community.  Whatever  his  total  responsibility,  this  director  must  be 
identified  with  a ’’community  mental  retardation  center”. 

Services  should  be  offered  as  near  as  possible  to  the  home  of  the  mentally 

retarded  individual,  and  should  be  ruled  by  a principle  of  least  possible 

disruption  of  family  and  community  ties. 

The  retarded  individvial  should  be  helped  to  make  a life  as  nearly  normal 
as  his  handicap  allows.  If  he  can  be  enabled  to  remain  at  home,  to  attend 
special  classes  in  a public  school,  to  secxire  and  hold  a productive  job,  it 
should  be  done.  If  not,  he  should  be  helped  to  become  as  independent  as  he 
can.  Only  if  totally  disabled  should  he  be  sheltered  completely  from  his 
community. 

This  argues  that  services  to  the  mentally  retarded  should  be  available  in 
the  community,  as  well  as  in  remote  institutions.  Because  complete,  permanent 
institutionalization  is  costly,  there  are  savings  to  the  public  as  well  as 
benefits  to  the  retarded  individual  in  the  ’’community  mental  retardation  center”. 

DEFINITION;  A community  mental  retardation  center  is  a focal  point  of 
local  services  tor  the  retarded.  To  be  eligible  for  federal  aid,  it  must  focus 

six  ’’essential  services”.  Beyond  that  it  may  and  should  strive  to  see  that  all 

needs  of  the  retarded  are  met. 

Federal  guidelines  do  not  insist  that  a community  mental  retardation 
center  be  a single  building;  they  do  not  spell  out  the  geographical  area  or 
population  that  such  a center  should  serve.  They  do  specify  that  a community 
mental  retardation  center  should  offer: 

1.  Diagnostic  services. 

2.  Treatment  services- 

3.  Educational  services. 

4.  Training  services. 

5.  Custodial  services. 

6.  Sheltered  workshop  services. 
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Diagnostic  services  must  serve  at  least  150  and  no  more  than  300 
individuals  a year;  other  services,  at  least  40  and  no  more  than  200  a day . 
Residential  facilities  must  have  at  least  40  and  not  more  than  500  beds. 

Wherever  possible,  the  community  mental  retardation  center  should  offer 
these  added  services: 

1.  Public  education. 

2.  Professional  "in-service”  education. 

3.  Professional  consultation  to  community  agencies  and  groups. 

4.  Preventive  services. 

5.  Programs  to  improve  early  case  finding  and  identification. 

6.  Family  counseling. 

7.  Preschool  programs. 

8.  Public  school  programs. 

9.  Post-school  habilitative  and  social  programs. 

10.  Long  term,  short  term,  day,  night,  emergency  and  habilitative 
residential  care. 

11.  Recreation  programs. 

12.  Religious  programs. 

The  center  should  have  elements  of  a program  and  planning  center;  a 
depository  for  records  of  retarded  individuals;  a coordinating  center  for 
services  to  the  mentally  retarded,  and  a central  point  of  information  and 
referral. 

The  center  should  catalyze  governmental  agencies  and  private  groups  into 
action  on  behalf  of  retarded  citizens. 

The  community  mental  retardation  center  may  be  an  administrative 
entity;  or  it  may  be  combined  with  other  health  or  welfare  services,  if  the 
special  needs  of  retarded  persons  are  not  submerged. 

Every  community  resource  should  be  mobilized  for  the  mentally  retarded, 
and  subsidized  if  necessary  for  providing  services^  A first  principle  of 
compr ehens ive  mental  retardation  services  is  to  seek  help  from  those  who  are 
qualified  to  provide  it.  Every  coordinated  community  program  of  services  should 
associate  itself  with  institutions  such  as  universities,  medical  schools  and 
childrens'  hospitals  that  can  lend  it  professional  or  consultative  support  or 
provide  services  needed  by  retarded  individuals. 

Subsidies  to  prenatal  and  well-baby  clinics,  for  example,  could  play  a 
role  in  prevention. 

Education  and  vocational  training  could  and  should  be  obtained  in 
existing  public,  private  or  voluntary  schools  and  training  programs,  with 
subsidized  special  classes  where  needed. 

Social,  recreational  and  family  needs  also  may  be  met  from  existing 
community  resources,  perhaps  with  help. 
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Everyone  in  the  community  with  "an  interest  or  potential  interest”  in 
mental  retardation  should  be  encouraged  to  participate. 

All  community  programs  should  be  affiliated  with  local  health  and  welfare 
councils,  where  they  exist. 

Each  community  should  explore  the  possibility  of  securing  support  for 
mental  retardation  services  under  the  Economic  Opportunity  Act  and  similar  laws. 

Services  to  the  mentally  retarded  should  be  separate  from  similar  services 

to  others  only  when  the  needs  of  the  retarded  are  unique. 

Needs  of  retarded  individuals  and  of  emotionally  distiirbed  or  otherwise 
handicapped  individuals  often  are  parallel.  Where  possible  without  sacrificing 
the  unique  needs  of  any  group,  such  services  should  be  integrated.  Such  a 
policy  saves  on  administration,  costs,  and  the  use  of  scarce  professional 
personnel. 

The  principle  of  multiple-source  funding  should  be  enforced,  and  patterns 

of  financing  services  to  the  retarded  should  not  cause  hardship  to  their 

.families. 


Federal  and  Commonwealth  funds  for  services  to  the  mentally  retarded 
should  be  matched  by  the  communities.  For  construction  funds,  a ratio  of  federal 
and  Commonwealth  to  local  funds  of  three  to  one  is  suggested;  for  operational 
funds,  an  initial  ratio  of  three  to  one  with  the  community  gradtially  assuming 
a larger  share. 

The  Commonwealth  should  see  that  all  federal  funds  earmarked  for  mental 
retardation  programs  in  Pennsylvania  are  secured.  State  budgetary  policies 
should  be  amended  to  permit  immediate  reimbursement  for  services,  where 
reimbursement  is  the  method  of  subsidy. 

Charges  for  services  to  retarded  individiials  should  be  related  to  the 
means  of  their  families. 

Standards  must  be  drawn  up  and  enforced  in  all  services  to  the  mentally 

retardeTI 


Programs  must  be  flexible  enough  to  accommodate  new  knowledge,  new  methods 

and  social  change. 

At  this  early  stage  in  the  development  of  a national  approach  to  mental 
retardation,  mistakes  and  failures  are  to  be  expected.  New  or  revised  programs 
are  likely  to  be  needed  10  years  from  now. 

Communities  should  "walk  loose"  and  be  prepared  to  shift  emphasis  or 
change  programs  in  response  to  changing  needs. 


PREVENTION 

Full  and  vigorous  use  of  current  knowledge  could  reduce  the  incidence 
of  mental  retardation.  Spending  for  this  purpose  is  justified  on  economic 
grounds  alone  by  the  high  cost  of  lifetime  care  for  each  retarded  citizen. 

Prevention  is  difficult,  because  mental  retardation  really  is  only  a 
symptom  associated  with  many  biological  defects;  and  the  defects,  in  turn,  have 
many  causes.  Most  of  the  causes  remain  obscure,  and  research  remains  the 
primary  hope  for  the  future. 
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But  there  is  an  adequate  base  of  knowledge  for  many  preventive  measures, 
and  already  there  are  signs  of  progress.  Congenital  syphilis  has  almost  vanished 
as  a cause  of  mental  retardation,  ciirbed  by  systematic  blood  testing  during 
pregnancy  and  appropriate  therapy  thereafter.  Better  obstetrics  has  reduced 
incidence  of  anoxic,  mechanical  and  other  perinatal  injury  to  the  brain.  Damage 
from  blood  incompatibilities  of  mother  and  infant  is  being  prevented  by  blood 
tests  to  identify  the  problem  before  birth  and  prompt  exchange  blood  transfusions 
in  the  newborn  infant  at  first  signs  of  danger.  Recently,  improved  understanding 
of  a mornber  of  genetically  determined  enzymatic  diseases  has  opened  new  horizons 
of  preventive  action. 

The  most  effective  single  measure  now  available  for  reducing  the  incidence 

of  mental  retardation  is  better  prenatal  care  for  all  mothers. 

Most  of  the  known  causes  of  mental  retardation  originate  during  or  prior 
to  pregnancy.  There  is  convincing  evidence  that  better  prenatal  care  could 
mitigate  many  of  these. 

Inadeqoiate  prenatal  care  is  associated  strongly  with  premature  birth, 
which  is  associated  in  turn  with  higher  incidence  of  mental  retardation.  Ac- 
cording to  Philadelphia  .live  birth  records  for  1963,  women  who  had  prenatal 
care  from  the  first  three  months  of  pregnancy  had  a 7.9%  incidence  of  pre- 
maturity; women  with  no  prenatal  care,  27.97o.  In  Pennsylvania  in  1962  fewer  than 
two  thirds  of  all  pregnant  women  had  prenatal  care  in  the  first  trimester. 

There  are  three  reasons  for  inadequate  prenatal  care  in  Pennsylvania: 

1.  It  is  unavailable  because  of  lack  of  facilities,  economic  barriers, 
inconvenience  of  location,  lack  of  transportation,  or  discourteous 
or  discriminatory  practices.  In  1961  at  least  23  of  the  67  counties 
had  no  public  prenatal  clinic  services;  by  mid-1964,  the  number  had 
grown  to  35. 

2.  Its  quality  is  poor  in  some  instances. 

3.  Women  do  not  know  of  its  existence,  do  not  understand  the  need  for  it 
or  are  not  motivated  to  seek  it. 

As  a start,  a limited  number  of  government-supported  prenatal  clinics 
should  be  established  to  give  superior  care  in  urban  or  rural  areas  o^  greatest 

need. 


The  Commonwealth  has  begun  to  establish  prenatal  clinics  in  Allegheny 
county  and  in  the  area  of  Fayette,  Greene  and  Washington  counties.  Their  numbers 
should  be  increased  until  they  meet  the  needs  of  all  women  who  become  pregnant 
to  seek  prenatal  care.  They  should  be  located  in,  or  at  least  affiliated  with, 
hospitals  that  provide  maternity  services. 

Besides  providing  direct  services  to  women  in  need,  the  clinics  should  be 
models  of  excellence  for  clinics  under  other  sponsorship,  and  demonstrations  of 
the  feasibility  of  this  approach  to  better  prenatal  care. 

Social  and  economic  factors  can  have  a crucial  impact  on  the  outcome  of  a 
pregnancy.  Good  nutrition  during  nine  months  of  pregnancy,  of  course,  cannot 
make  up  for  20  years  of  a poor  dxet.  Excellent  prenatal  care  cannot  overcome 
all  the  harmful  effects  of  a lifetime  of  poor  medical  care.  But  they  can  help. 

Pennsylvania’s  county  medical  societies  should  be  urged  to  sponsor  com- 

mittees to  ermine  the  possibility  of  family  planning  centers. 

Family  planning  could  increase  the  ability  of  many  families,  especially 
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in  lower  income  groups,  to  secure  adequate  general  and  medical  care  for  all 
members.  Prenatal  care  might  be  sought  earlier  and  more  often  if  pregnancies 
were  planned  and  well-spaced  than  if  they  are  not.  Family  planning  should  be 
discussed  openly  and  candidly  at  the  local  level,  with  religious  leaders  actively 
participating. 

Efforts  should  be  vigorous  to  reduce  hazards  to  unborn  children  from 

unnecessary  medical  exposure  to  radiation,  and  to  know  "teratogenic"  drugs'. 

All  radiographic  equipment,  expecially  f luoroscopes , should  be  inspected 
frequently  by  qualified  agents  of  the  Commonwealth.  The  Commonwealth  should 
continue  and  expand  their  activities  in  this  area. 

Physicians  should  be  urged  to  forego  all  elective  radiologic  procedures 
between  estimated  date  of  ovulation  and  subsequent  menses;  to  limit  roentgen 
examinations  generally  to  a minimum,  especially  in  children  and  young  adults; 
to  keep  cumulative  radiation  exposure  records  of  their  patients;  to  recognize 
the  disadvantages  of  fluoroscopy;  and  to  require  gonadal  shielding. 

Many  drugs  carry  hazards  to  the  fetus  when  used  by  pregnant  women, 
particularly  in  the  early  months  of  pregnancy.  It  is  especially  important  to 
be  alert  for  new  findings  in  this  regard. 

Physicians  should  take  careful  histories  of  drug  therapy  from  all  women 
who  give  birth  to  seriously  malformed  infants. 

Routine  blood  typing  of  all  pregnant  women,  and  appropriate  follow-up. 
are  needed  to  reduce  risks  of  retardation  from  maternal  isoimmunization. 

When  a mother  becomes  isoimmunized  against  the  blood  of  her  fetus,  the 
fetus  can  be  affected  in  such  a way  that  brain  damage  occurs  after  birth. 

Routine  blood  typing  of  pregnant  women  can  identify  the  risk.  Women  found  to 
be  at  risk  should  be  directed  to  hospitals  with  all  back-up  services  needed  to 
manage  the  disease,  including  adequate  laboratory  services. 

Routine  use  of  new  electronic  fetal  heartbeat  monitoring  methods  can 

help  reduce  risks  at  childbirth. 

Oxygen  deficiency  or  other  damage  to  the  fetus  at  childbirth,  a serious 
source  of  mental  retardation,  is  usually  accompanied  by  an  altered  fetal  heart 
rate.  If  this  is  detected  promptly,  the  physician  often  can  take  emergency 
action  to  spare  the  life  and  brain  of  the  infant.  Electronic  fetal  heartbeat 
monitors  that  can  detect  changes  in  heart  rate  should  be  used  routinely  in 
delivery  rooms.  As  they  are  proved  to  be  practical  and  useful,  more  elaborate 
versions  can  be  used  in  major  medical  centers,  and  extended  to  small  hospitals 
by  means  of  a telephone  consultation  system. 

Routine  tests  should  be  performed  for  all  known  and  detectible  metabolic 

defects  that  lead  to~retardation. 

Pennsylvania  has  enacted  a law  mandating  a test  of  all  newborn  infants 
for  phenylketonuria  (PKU)  and  other  inborn  errors  of  metabolic  defect  that 
prevent  normal  brain  development.  Early  recognition  of  a few  other  such 
defects  (galactosemia,  Hartnup  disease)  also  is  possible.  As  tests  for  these 
defects  are  found,  they  must  be  extended  as  rapidly  as  possible  to  the  newborn 
population  in  general. 

Such  screening  requires  appropriate  follow-up--in  the  case  of  PKU,  a 
proper  diet  to  minimize  damaging  effects. 

The  best  preventive  of  retardation  from  causes  occurring  after  birth  is 


-86- 


good  health  care  available  to  all  children. 


Mental  retardation  may  be  caused  after  birth  by  physical  trauma,  infection 
or  poisoning.  Lack  of  medical  supervision  of  feeding  and  general  care  of  the 
infant,  lack  of  attention  to  infection,  diarrheal  disease  and  other  illness, 
and  incomplete  immunization  are  related  to  increased  incidence  of  retardation, 
especially  in  socially  and  economically  deprived  groups. 

The  provision  of  child  health  care  to  such  groups  in  most  of  the  Common- 
wealth is  by  the  network  of  child  Health  Conferences.  It  is  a reasonable 
estimate  that  this  program  meets  less  than  107o  of  the  total  need. 

Special  emphasis  should  be  given  to  extension  of  immunization  against 

infection. 

Infants  should  receive  smallpox  vaccine  routinely  in  the  first  year  of 
life;  measles  vaccine  and  tuberculin  tests,  with  any  essential  follow-up. 

Infants  likely  to  be  exposed  to  adults  with  active  or  recently  active  tubercu- 
losis should  be  protected  with  BCG  vaccine. 

Strong  measures  are  needed  to  reduce  the  incidence  of  childhood  lead 

poisoning. 

Lead  poisoning  occurs  mainly  in  one-to-three  year  old  children,  usually 
in  deteriorating  slum  dwellings. 

Laws  should  prohibit  dumping  and  burning  of  storage  batteries  in  empty 
lots,  and  use  of  leaded  paints  on  building  interiors,  furniture  and  fixtures; 
and  should  make  lead  poisoning  a reportable  medical  condition. 

Building  inspectors  should  be  empowered  to  compel  landlords  to  repair 
buildings  which  expose  children  to  a lead  hazard. 

If  necessary,  children  with  diagnosed  lead  poisoning  should  be  removed 
from  the  hazardous  environment. 

Workers  in  health  centers  should  routinely  ask  about  pica,  and  dangers  of 
this  condition  should  be  the  subject  of  an  intensive  public  education  campaign. 

A research  unit  should  be  established,  and  research  pressed,  on  the 

relationship  between  psychological,  social  and  cultural  factors  and  mental 

retardation. 

Between  757o  and  85%  of  all  retarded  individuals  have  no  gross  brain 
abnormalities  and  cannot  be  given  a specific  diagnosis.  Furthermore,  there  is  a 
high  relative  incidence  of  mental  retardation  among  lower  socio-economic  groups. 
These  facts  have  led  to  a suspicion  that  social  and  cultural  factors  need  more 
systematic  attention  as  possible  causes  of  retardation. 

To  date,  studies  of  the  subject  have  yielded,  in  the  words  of  the 
President’s  Panel  on  Mental  Retardation,  "little  in  the  way  of  clearly  delineated 
facts".  The  acquisition  of  such  facts  should  have  high  priority  in  the  Common- 
wealth’s long-range  preventive  program. 

The  Commonwealth  should  support  special  programs  designed  to  lift  the 
educational  and  nutritional  level  of  retarded  individxials  living  in  "deprived" 

areas . 


There  is  evidence  from  clinical  and  experimental  research  that  lack  of 
stimulation  can  retard  development  of  an  infant’s  mental  capacity.  Authorities 
disagree  whether  the  effect  is  reversible. 


-87- 


It  is  most  common  among  children  in  urban  and  rural  slxims.  Their  poorer 
performance  seems  to  have  three  roots: 

1.  Poor  motivation. 

2.  A home  environment  that  does  not  foster  modes  of  thinking  and 
perceiving  common  to  middle  class  children. 

3.  An  emotionally  crippling  family  structure. 

Project  Head  Start  is  a new  federal  program  to  provide  cultural  enrichment, 
verbal  and  manual  skills,  some  sense  of  order  and  abstraction--natural  parts  of  a 
middle  class  environment,  which  are  lacking  in  many  low- income,  low-education 
homes.  As  of  July  1965,  Head  Start  projects  were  reaching  15,000  children  in  19 
Pennsylvania  communities.  A similar  experiment  on  a smaller  scale  by  the 
Department  of  Public  Welfare  and  the  Ford  Foundation,  begun  in  1964,  has  reached 
fewer  than  10  communities  and  1000  children. 

Preliminary  findings  of  these  ground-breaking  projects  suggest  need  for  a 
bold  attempt  to  interrupt,  for  at  least  one  generation,  the  cultural  and  social 
ailments  that  underlie  mental  retardation  and  many  other  health  and  social 
problems . 


IDENTIFICATION,  DIAGNOSIS  AND  COUNSELING 

The  sooner  a retarded  individual's  handicap  is  discovered,  the  sooner  he 
can  benefit  from  services  of  a comprehensive  mental  retardation  program.  Dis- 
covery of  actual  or  potential  retardation  in  infancy  is  early  case  finding;  in 
later  years,  identification.  Early  case  finding  and  identification  arc  followed 
by  diagnosis — the  classification  of  the  condition  differentially,  identification 
of  its  cauSe  if  possible,  evaluation  of  the  handicapped  individual  in  the  context 
of  his  environment,  estimation  of  severity,  disability,  complications  and 
determining  the  retarded  individual's  personal  and  educational  prognosis. 

These  steps  must  be  followed  by  planning  for  the  retarded  individual's 
needs,  and  the  plan  should  include  periodic  review  of  the  diagnosis  and 
evalxiation. 

The  family,  which  will  figure  in  the  plan,  must  be  supported  by 
counseling  during  its  drafting. 

All  infants  must  be  evaluated  at  birth  by  current  medical  techniques,  and 
those  in  a "suspect  population"  at  high  risk  of  mental  retardation  identified. 

Certain  infants  are  more  likely  than  others  to  be  slow  developing.  These 
include  premature  children,  children  bom  in  breech  or  by  Caesarian  section, 
those  showing  evidence  of  respiratory  disorders  as  infants,  or  having  seizures, 
icterus  or  evidence  of  anoxia  in  the  perinatal  period.  Children  of  mothers  with 
certain  complications  of  pregnancy,  of  mothers  who  previously  have  delivered  an 
abnormal  child , and  of  mothers  whose  potential  for  competent  parenthood  is 
doubtful,  as  well  as  children  of  mothers  who  had  no  prenatal  care,  also  are 
suspect. 


Examination  at  birth  should  reveal  any  congenital  anatomical  defects , and 
tests  are  coming  into  use  for  such  hidden  abnormalities  as  phenylketonuria.  By 
routine  use  of  such  tests,  by  careful  study  of  children  with  severe  infections, 
traxima  or  poisoning,  and  by  generally  alert  medical  care,  most  members  of  the 
"suspect  population"  can  be  identified  easily. 
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Existing  health  services  competent  to  "follow"  the  suspect  population 
should  be  strengthened,  and,  where  lacking,  such  services  should  be  established. 

Parents  most  often  are  first  to  find  mental  retardation,  and  they  do  it 
/hen  there  are  already  major  abnormalities,  stigmata  or  brain  damage.  Less 
severe  degrees  of  retardation  may  be  identified  between  the  second  year  of  life 
ind  the  school  age,  and  the  clues  are  such  problems  as  failure  to  develop  speech 
ibnormal  behavior,  abnormal  motor  development  or  seizures. 

The  majority  of  retarded  children,  however,  including  the  so-called 
sulturally  deprived,  are  recognized  at  school  age  because  of  academic  or  social 
failures.  School  dropouts  presumably  are  associated  to  a large  degree  with 
nental  retardation. 

In  preschool  years  there  should  be  a focus  on  children  with  visual  and 
learing  defects,  with  language  or  communication  disorders,  and  on  those  with 
lormal  intelligence  but  lacking  environmental  "nutrients”  for  intellectual  and 
imotional  development. 

With  thorough  follow-up  of  the  suspect  population  by  physicians  or  child 
lealth  agencies,  more  of  the  milder  retardation  could  be  identified  earlier. 

3ases  involving  medical  defects  then  could  have  earlier  treatment. 

The  regional  committee  reports  suggest,  however,  that  such  follow-up  is 
:he  exception  in  Pennsylvania  today. 

Comprehensive  clinics  or  services  are  needed  for  diagnosis  and  evaluation 

3f  all  children  with  suspected  deviation  from  normal  development,  and  should  be 

established  by  regioivl 

Adequate  diagnosis  of  mental  retardation  requires  such  an  array  of  skills 
:hat  it  should  be  part  of  an  evaluation  program  for  all  variations  from  "normal" 
growth  and  development.  Such  a program  should  be  carried  out  in  a "child  study 
center"  (so  named  by  the  Region  VIII  committee),  where  skilled  professionals  in 
Qedicine,  psychology,  social  work  and  education  should  collaborate  to  identify 
shysical  anomalies  and  early  evidence  of  multiple  handicaps  or  of  emotional  or 
Learning  disorders;  and  to  plan  the  needed  treatment,  habilitation  and  education- 
il  services. 

In  sparsely  populated  areas  (as  suggested  by  the  Region  I committee)  the 
services  might  be  offered  by  a "traveling  clinic"  representing  the  same  range  of 
professional  skills. 

Diagnostic  services  must  be  part  of  a comprehensive  mental  retardation 
urogram,  which  for  efficiency  may  be  combined  with  servTces  to  members  of  other 

landicapped  groups  if  special  needs  of  each  group  are  not  submerged. 

Diagnostic  services  are  worthless  unless  they  are  related  to  treatment 
and  to  long  range  planning.  Currently  the  three  diagnostic  centers  of  the 
Department  of  Public  Welfare  provide  comprehensive  evaluation  for  a few  retarded 
::hildren,  but  this  service  is  an  appendage  of  the  Commonwealth's  institutional 
system  and  is  not  properly  tied  to  community  services.  Private  agencies  have 
Tiade  very  limited  progress  in  coordinating  evaluation  with  the  needed  range  of 
services. 

There  is  need  for  coordinated  administration,  with  clear  cut  lines  of 
authority,  to  bring  some  order  into  this  situation. 

Counseling  services  should  be  available  to  all  families  with  retarded 

children  at  the  time  of  first  diagnosis,  and  for  as  long  as  needed. 
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The  finding  of  a handicapped  child  in  any  family  is  a problem  that  impairs 
family  function,  at  least  temporarily.  It  may  expose  latent  personality  weak- 
nesses; it  may  be  the  "last  straw"  for  a family  already  pressed  with  problems; 
normally  it  will  provoke  mourning  "as  if"  the  child  had  died.  Counseling  can 
help  the  family  clarify  its  thinking,  regather  its  forces  and  consider  plans  for 
its  future. 

Another  parent  may  not  be  the  best  counselor  for  parents  of  a retarded 

child . 


Members  of  some  parent  groups  have  expressed  belief  that  the  best  parent 
counselor  is  another  parent.  This  idea  needs  careful  scrutiny  and  awareness  of 
limitations  in  such  a service.  A parent  may  be  so  preoccupied  with  his  own 
problems  that  he  misses  important  differences  in  the  other  parent's  situation. 

Counseling  skills  constitute  a teachable  body  of  knowledge,  and  should  be 

taught  to  members  of  many  disciplines  who  can  assist  families  of  the  retarded. 

Counseling  for  families  of  the  mentally  retarded  is  a fragmented,  minimal 
service  at  best,  found  in  various  forms  within  family  service  agencies,  children's 
hospitals,  public  health  services,  child  guidance  clinics,  special  school  pro- 
grams, sheltered  workshops.  State  Schools  and  Hospitals,  parent  groups  and 
churches . 

Better  counseling  service  depends  on  more  trained  people.  They  may  be 
physicians,  nurses,  social  workers,  school  counselors,  clergymen  or  persons 
working  in  any  agency  where  counseling  is  offered. 

Whatever  their  professional  discipline,  counselors  should  have  specific 
training  in  counseling  skills. 

Family  counseling  has  a preventive  function  that  it  can  fully  accomplish 

only  if  community  seirvices  are  available  to  back  it  up. 

The  current  dearth  of  community  services  makes  counseling  extremely 
difficult.  There  is  need  for  nursery  schools,  not  only  for  severely  retarded 
children  but  for  "borderline"  children  and  those  with  perceptual  difficulties. 
There  is  need  for  more  facilities  for  emergency  placement  during  illness  of  a 
parent  or  other  family  stress,  and  during  needed  "vacations"  from  the  presence  of 
a severely  handicapped  child.  There  is  need  for  homemaker  services  and  for 
facilities  for  interim  placement  of  highly  difficult  children  awaiting  placement 
in  State  Schools  and  Hospitals. 

Only  in  the  context  of  such  a web  of  services  can  family  counselors 
accomplish  their  goal  of  preventing  family  impairment. 


EDUCATION  AND  TEIAINING 

Education  is  mental  development  and  cultivation,  accomplished  f orally  in 
schools  and  informally  in  the  home,  the  church  or  the  community.  Training  is  at 
once  more  narrow  and  more  broad:  A process  inculcating  both  mental  and  motor 
skills  of  living. 

In  summary,  educational  needs  of  mentally  retarded  individuals  are: 

1.  Education  for  mildly  retarded  or  educable  children.  This  stresses 
intellectual,  verbal , social,  personal , physical  motor,  perceptual, 
athletic  and  creative  activities,  and  calls  for  classes  of  fewer  than 
20  pupils  with  two  adults  (one  a qualified  professional),  two  to 
three  hours  daily  at  least.  Such  programs  can  be  unde;rtaken  at  age 
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three  for  many  retarded  children. 


2.  Education  for  severely  and  moderately  retarded  children.  Classes 
should  be  limited  to  no  more  than  10.  For  pupils  in  institutions, 
classes  should  be  geared  to  eventual  outside  adjustments,  emphasizing 
independence  in  personal  care  and  even  vocational  skills. 

For  retarded,  as  for  normal  persons,  education  should  be  a lifetime 
experience.  Formal  education  and  training  come  largely  during  the  first  15  or 
JO  years.  Ways  must  be  found  to  nurture  individuality  and  independence,  the 
cornerstones  of  selfhood  for  even  the  most  severely  handicapped  and  Immited 
luman  being. 

There  is  a moral  obligation  for  society  to  educate  all  of  its  members , 
including  the  mentally  retaraed,  regardless  of  the  degree  or  nature  o£  handicap. 

Education  is  for  everyone.  While  costs  of  educating  a retarded  child  are 
greater  than  for  a normal  child,  financial  considerations  should  not  be  valid 
grounds  for  denying  opportunity  to  any  child.  Such  considerations  eventually 
crove  fallacious;  a society  which  denies  to  any  of  its  members  the  basic  means 
cf  development  will  suffer  the  destructive  social  effects  of  wasted  human 
resources  and  bear  the  infinitely  greater  costs  of  maintaining  stunted  and 
jnproductive  lives. 

Education  for  the  mentally  retarded  should  promote  their  economic  self- 
sufficiency  and  civic  responsibility,  qualities  commanding  both  self-respect  and 
respect  by  the  community  at  large.  The  minimum  goal  must  be  maximum  attainment 
3f  individual  skills  for  living. 

There  is  a legal  responsibility  in  Pennsylvania  to  provide  an  education 

^or  retarded  childreni 

Since  1955  local  school  boards  in  Pennsylvania  have  been  required  by  law 
to  provide  classes  for  educable  and  trainable  mentally  retarded  children,  to  keep 
3 yearly  census  of  the  handicapped,  and  to  join  in  formulation  of  county  plans 
for  special  education.  The  law  provides  that  the  Commonwealth  will  meet  excess 
:osts  for  special  education,  and  also  that  free  transportation  must  be  provided 
for  all  handicapped  children  attending  public  schools. 

This  law,  and  this  program,  have  become  a pattern  for  national  action.  In 
Pennsylvania,  more  than  two  thirds  of  all  retarded  persons  needing  special 
education  receive  it;  in  the  country  as  a whole,  only  one  third. 

In  1961,  the  wording  "handicapped”  was  amended  to  read  "exceptional". 

%ong  the  group  of  exceptional  children,  the  retarded  remain  most  numerous. 

The  law  needs  to  be  studied,  made  to  conform  with  current  knowledge  and 

reinterpreted  in  light  of  current  practices. 

Pennsylvania  law  makes  education  compulsory  for  all  children  beginning  at 
age  eight.  In  practice,  most  school  districts  enroll  normal  children  at  five  or 
six,  but  make  retarded  children  wait  until  the  later  age.  Nothing  in  the  law  or 
regulations  suggests  this  practice. 

There  is  general  agreement  that  disability  due  to  mental  retardation  can 
be  reduced  by  timely  help,  but  that  it  is  aggravated  by  neglect.  Education  of 
mentally  retarded  children,  therefore,  should  not  be  bound  by  traditional  "school 
years",  much  less  by  discriminatory  practices. 

The  School  Code  should  be  amended  to  lower  the  mandatory  enrollment  age 
for  mentally  retarded  children,  and  to  provide  reimbursement  for  services  to  oUch 
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children  down  to  the  age  of  four  years. 


There  is  a conceptual  framework  for  education  of  the  mentally  retarded, 

rooted  in  modem  behavioral  science.  But  practice  lags  behind  concept. 

The  potential  for  development  in  individuals  of  very  limited  intelligence 
is  greater  than  current  practices  would  suggest.  Evidence  from  fundamental 
research  can  provide  a basis  for  educational  programs  for  the  retarded,  and  in 
some  instances  already  does.  Full  use  of  current  knowledge  about  human  motiva- 
tion, could  bring  remarkable  improvement  even  in  many  severely  retarded  adults. 

There  is  need,  though,  to  learn  more  about  problems  of  mentally  retarded 
individuals  who  have  other  handicaps,  such  as  blindness,  deafness,  cerebral  palsy 
or  emotional  disability. 

Formal,  systematic  and  orderly  educational  experiences  should  be  provided 

uninterruptedly  throughout  the  life  of  each  retarded  individual. 

The  outgrowth  of  inentif icati on  and  diagnosis  should  be  an  "educational 
prescription"--an  orderly  plan  for  education  and  training  through  the  school 
years  and  beyond,  directed  to  successful  adult  adjustments.  In  the  "school  years" 
such  a program  should  draw  on  resources  of  home  care,  day  care,  preschool  educa- 
tion or  special  education  classes  in  public  schools. 

Home  Care 


Many  severely  retarded  children,  and  many  with  physical  handicaps,  have 
limited  ability  to  profit  from  day  care  or  special  education  programs,  but  could 
benefit  from  some  training.  Even  among  profoundly  retarded  children,  so-called 
"custodial"  or  "crib"  cases,  many  respond  to  limited  training.  And  many  parents 
prefer  to  keep  such  children  at  home,  if  they  can  attain  a modest  level  of  self- 
sufficiency  and  emotional  stability. 

Home  training  is  capable  of  meeting  the  needs  of  many  such  children. 
Unfortunately,  home  training  has  been  and  may  continue  to  be  largely  the  province 
of  the  public  health  nurse.  Retarded  individuals  are  not  "critical"  and  thus  do 
not  have  high  priority  in  badly  short-staffed  visiting  nurse  programs. 

Day  Care 

Severely  retarded  persons  can  learn  self-care  and  often  even  socially 
useful  activities,  such  as  those  of  aides  in  State  Schools  and  Hospitals.  Many 
severely  retarded  children  (with  I.Q.’s  of  less  than  35)  are  excluded  from 
nursery  school  and  special  education  programs,  but  are  not  homebound.  They  are 
clients  for  day  programs  of  care  for  preschool  and  school-age  retarded  children; 
for  them,  guided  group  experience  itself  can  be  valuable  for  development.  Day 
care  training  often  enables  their  parents  to  keep  them  at  home  and  to  retain 
legal  and  financial  responsibility  for  them. 

"Day  care"  in  this  context  excludes  special  education  programs  in  the 
schools,  but  includes  all  other  community  educational  opportunities  for  mentally 
retarded  children.  It  is  totally  inadequate. 

In  1963  roughly  4000  children  of  working  mothers  were  enrolled  in  day  care 
centers  in  Pennsylvania,  with  an  added  400  children  of  migrant  workers  in  the 
summer.  None  of  these  programs  were  designed  specifically  for  retarded  children. 
However,  nonprofit  agencies  provide  day  care  for  nearly  5000  retarded  individuals, 
about  two  thirds  of  them  in  Region  VII.  The  Pennsylvania  Association  for  Retarded 
Children,  Inc.,  serves  27  counties  in  all  eight  planning  regions. 
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still  these  services  meet  only  a fraction  of  minimiim  needs.  Estimated 
minimum  needs  in  each  of  Regions  I and  VII  are  day  care  services  for  more  than 
20,000  individuals.  From  5000  to  10,000  need  day  care  in  each  of  Regions  II,  IV, 

V,  VI  and  VIII.  Region  III,  with  the  smallest  population,  needs  services  for  an 
estimated  3000  individuals. 

Nowhere  is  there  a suitable  Commonwealth- supported  local  program  for 
children  of  school  age  who  are  adjudged  uneducable  and  untrainable  by  the  public 
schools.  Their  normal  fate  is  a waiting  list  for  a State  School  and  Hospital,  at 
which  services  do  not  conform  to  the  spirit  of  the  School  Code. 

Preschool  Education 

Limited  services  have  been  available  to  retarded  preschool  children,  but 
only  a start  has  been  made  to  meet  their  need  for  organized  educational  services. 
The  need  is  considerable,  since  a retarded  child  is  lucky  in  many  communities  to 
enter  public  school  classes  by  age  eight. 

No  preschool  classes  for  retarded  children  exist  in  Regions  III,  IV,  V and 

VI,  and  only  a handful  in  the  rest  of  the  Commonwealth.  The  regional  committees, 
especially  in  Regions  VI  and  V,  give  them  high  priority. 

Federal,  Commonwealth  and  local  action  is  needed  at  once  to  provide  funds, 
facilities  and  staff  for  oreschool  education  centers. 

The  centers  should  provide  for  diagnosis,  evaluation,  referral  services, 
nursery  programs,  home  training,  formal  group  programs  for  preschool  children, 
instruction  for  parents  and  recreation. 

First  priority  should  go  to  areas  of  the  Commonwealth  where  there  is 
social,  economic  and  cultural  deprivation.  The  centers  should  focus  on  children 
who  live  in  homes  where  learning  opportunities  are  limited,  who  already  are 
identified  as  being  mentally  retarded,  or  who  are  members  of  the  ’’suspect 
population"  at  high  risk  of  retardation. 

Special  Education 

Standards  for  the  organization  and  administration  of  the  special  education 
program  in  Pennsylvania  public  schools  have  been  approved  for  the  State  Board  of 
Education  and  administered  by  the  Department  of  Public  Instruction.  Eligibility 
for  admission  to  such  classes  shall  be  based  upon  the  results  of  a complete 
individual  examination  by  public  school  psychologist.  Such  evaluation  includes 
the  assessment  of  ability,  learning  skills  and  personality.  Psychological 
evaluation  is  required  periodically,  as  specific  needs  arise  and  at  least  every 
three  years. 

Continuance  beyond  one  school  year  of  a child  exceeding  the  upper  I.Q. 
limits  of  75  is  contingent  upon  the  approval  of  the  Department  of  Public 
Instruction  following  psychological  reevaluation. 

Pupils  of  elementary  chronological  age  of  approximately  7 to  13  with  I.Q.'s 
ranging  from  approximately  50  to  75  are  eligible  to  attend  these  classes. 


Pupils  of  secondary  chronological  age  approximately  13  and  with  I.Q.  's 
ranging  from  approximately  50  to  85  are  eligible  to  attend  secondary  school 
classes. 


Pupils  who  are  mentally  retarded  and  who  have  been  found  by  a public 
school  psychologist  to  oe  uneducable  but  trainable  are  eligible  for  admission  to 
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classes  for  trainable  children. 

(SOURCE;  DPI/ Public at ion  from  the  Bureau  of  Special  Services,  1962.) 

The  Department  of  Public  Instruction  was  authorized  by  law  in  1951  to 
provide  training  for  mentally  retarded  children  who  are  not  educable  but  are 
considered  trainable.  The  program  for  trainable  children  is  unique.  It  develops 
skills  in  dressing,  eating,  cleanliness,  recreation,  health  and  safety  for 
younger  children.  Habit  training  is  continued  when  needed  among  older  children, 
but  emphasis  shifts  to  homemaking,  simple  number  and  time  concepts,  protective 
vocabulary,  safety,  chores,  manual  tasks  and  simulated  work  situation. 

Between  1954  and  1964  the  number  of  special  elementary  classes  for  educable 
children,  and  their  enrollments,  nearly  doubled.  Secondary  classes  for  educable 
children  increased  tenfold,  their  enrollments,  sevenfold. 

Six  and  one-half  times  as  many  classes  for  trainable  children  were  serving 
five  times  as  many  pupils  in  1964  as  in  1954.  In  the  same  period,  total  public 
school  enrollment  rose  only  157o. 

Certain  areas  of  social  and  economic  deprivation  may  require  special 

education  well  beyond  the  standard  based  on  average  national  incidence  of 

retardation. 


Areas  characterized  by  low  income  levels  may  have  unusually  high  rates  of 
mental  retardation,  especially  of  the  functional  or  mild  type.  Such  areas  may 
need  special  education  services  well  beyond  the  usual  standards.  Region  III,  for 
example,  with  the  highest  percentage  of  families  earning  less  than  $3000  annually, 
has  a high  percentabe  of  retardates  in  its  schools.  The  correlations  are  not 
uniform  throughout  the  Commonwealth,  however. 

To  support  added  educational  programs  for  the  mentally  retarded,  there 

should  be  a concerted  effort  to  recruit  and  train  more  special  teachers. 

Fully  qualified  teachers  of  the  retarded  are  difficult  to  find.  In  Phila- 
delphia currently  more  than  a third  of  the  teachers  of  special  education  classes 
for  retarded  children  lack  any  special  preparations  for  their  jobs. 

College  and  university  teacher  training  programs  should  expose  under- 
graduate students  to  experience  with  mentally  retarded  children.  Inservice 
training  should  be  developed  for  special  teachers,  emphasizing  new  findings  in 
basic  research  relevant  to  teaching  the  retarded. 

The  effectiveness  of  educational  programs  for  the  mentally  retarded  must 

be  evaltiated  continuously. 

The  purposes,  curriculum,  methodology,  instructional  materials  and  equip- 
ment, learning  environment  and  organization  of  education  for  mentally  retarded 
children  differ  from  those  for  normal  children.  The  scope  of  these  differences, 
basic  premises  underlying  them  and  their  actual  results  in  pupil  growth  must  be 
continuously  weighed. 


VOCATIONAL  TRAINING  AND  EMPLOYMENT 

All  individuals  should  be  free  to  demonstrate  their  worth  to  their  society, 
to  be  socially  useful  and  wherever  possible  to  be  economically  productive.  A few 
mentally  retarded  individuals,  given  opportunity,  have  proved  able  to  contribute 
to  their  commuuity.  Commonwealth  and  country,  often  as  taxpayers.  Their  oppor^- 
nity  should  be  afforded  to  all  with  similar  handicaps.  Through  vocational  train- 
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ing,  the  individual  may  acquire  specific  work  skills;  in  employment,  he  may  use 
them  for  productive,  remunerative  work. 

In  a "continuum  of  care"  the  vocational  potential  of  the  mentally  retard- 

ed must  continue  to  be  developed  and  used  after  formal  schooling  ends. 

There  has  been  scant  recognition  for  needs  and  problems  of  mentally 
retarded  individuals  beyond  school  age  who  do  not  need  institutional  care. 

Special  education  programs  in  public  schools  and  abruptly  at  the  upper  age 
limit  or  (more  often)  at  time  of  dropout.  At  this  point  in  the  "continuum  of 
care",  community  vocational  services  are  needed. 

Adult  mentally  retarded  persons  in  the  communities  have  considerable 
potential  for  self-support.  The  United  States  Department  of  Labor  recently 
estimated  that  more  than  857o  of  the  mentally  retarded  can  learn  job  skills  and 
work  in  a normal,  competitive  setting.  An  estimated  75,000  youths  leave 
American  schools  each  year  who  have  a potential  for  self-support  and  independent 
living.  Some  need  only  counseling  and  placement;  others  need  intensive  training. 

A sound  vocational  program  for  the  retarded  should  consider  their  range 
of  abilities  and  limitations.  It  muat  identify  jobs  within  the  reach  of  partic- 
ular groups  of  the  retarded  and  conditions  under  which  they  could  perform 
satisfactorily  in  these  jobs,  or  the  jobs  could  be  adjusted  to  their  limitations. 
It  must  command  facts  about  the  performance  of  retarded  persons  in  the  jobs. 

Certain  basic  needs  of  retarded  persons  must  be  met  as  a prerequisite  to 

vocational  development.  These  needs  are  met  spottily,  many  of  them  scarcely  at 

all. 


Vocational  training  presupposes  self-concepts,  attitudes,  behavioral 
patterns  and  other  personality  traits  associated  with  employability.  Among 
the  needs  are: 

1.  A sense  of  worth  and  responsibility,  and  a self-concept  as  being 
socially  acceptable  and  economically  productive. 

2.  Ability  to  establish  stable  relations  with  co-workers  and  superiors, 
and  to  handle  pressures  of  the  job. 

3.  Good  personal  grooming  habits. 

4.  Understanding  and  observance  of  safety  rules. 

5.  Ability  to  communicate  in  words. 

6.  Functional  reading,  writing  and  arithmetic, 

7.  Ability  to  travel  independently. 

8.  Use  of  simple  tools. 

9.  Operation  of  simple  machinery. 

10.  Understanding  of  money. 

11.  Understanding  of  the  meaning  of  work. 

12.  Proper  occupational  information. 

13.  Acceptance  by  the  family  of  the  retarded  individual's  employment. 
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14,  Acceptance  by  employers  of  the  idea  of  hiring  retarded  individual, 

15,  Specific  job  skills. 

None  of  these  needs  are  adequately  met. 

Some  of  the  more  obvious,  such  as  skills  with  simple  tools,  are  met 
fairly  widely  but  not  uniformly. 

Some  of  the  most  important,  such  as  family  acceptance,  are  almost 
nowhere  recognized. 

The  family  could  meet  many  of  these  needs,  but  often  is  unprepared  to  do 

so. 


Vocational  needs  of  the  retarded  demand  a "partnership"  between  schools 

and  the  community. 

Vocational  programs  for  retarded  individuals  often  do  not  prepare  them  for 
work  in  an  industrial  setting.  Better  school-related  work  programs  are  needed. 

The  Commonwealth  should  explore  possibilities  of  obtaining  funds  under  the 
Economic  Opportunity  Act  to  pay  wages  of  retarded  students  in  such  work  programs. 

Schools  should  develop  working  relationships  with  vocational  rehabilita- 
tion agencies  and  (as  suggested  by  the  Region  VIII  committee)  with  community 
workshops,  and  direct  ties  with  industry. 

Students  in  work  programs  should  be  remunerated  if  at  all  possible. 

Traditional  methods  of  teaching  mentally  retarded  individuals  commonly 

fail  to  prepare  them  adequately  ior  employment. 

Imaginative  innovation  is  needed  in  the  vocational  curriculum.  The 
Department  of  Public  Instruction  should  be  given  enough  funds  and  staff  to 
design  a non- traditional , practical  curriculum  guide  in  the  socio-occupational 
area.  The  guide  should  recognize  gradations  of  mental  retardation  and  deal 
with  them  individually. 

The  goal  must  be  vocational  education  that  fits  the  abilities  of  each 
retarded  individual. 

Action  is  needed  to  correct  deficiencies  in  financing,  staff  and  programs 

of  workshops  created  to  prepare  handicapped  individuals  for  competitive  employ" 

ment. 


Workshops  should  serve  a variety  of  handicaps,  as  many  now  do,  but  special 
needs  of  the  mentally  retarded  must  not  be  forgotten. 

More  money  is  needed  for  staffing  most  workshops  and  especially  for 
adding  staff  specialists  in  securing  contracts  and  developing  liaison  with 
other  workshops. 

Money  also  is  needed  urgently  for  new  equipment. 

Standards  of  the  National  Institute  for  Workshops  Standards  should  guide 
the  Commonwealth  in  its  allocation  of  subsidies.  If  and  when  a national 
accreditation  program  is  developed,  it  should  become  the  guide. 

A public  health  nurse  should  be  hired  and  assigned  by  the  Commonwealth 
to  visit  workshops  and  advise  their  clients  on  health  needs. 
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To  insure  good  safety  practices,  workshops  should  be  required  to  secure 
certificates  of  safety  from  insurance  underwriters,  and  to  institute  safety 
programs. 

The  Commonwealth  should  establish  programs  for  evaluation  of  the 

vocational  potential  of  mentally  retarded  inaividuals. 

Because  of  the  variety  of  professional  services  required,  programs  for 
evaluation  of  the  vocational  potential  of  mentally  retarded  individuals  can  be 
established  most  effectively  by  region,  "Prescriptions"  for  training  can  be 
transmitted  from  regional  evaluation  centers  to  workshops  in  the  communities. 

To  insure  that  no  retarded  individual  becomes  "lost"  on  leaving  schools, 
the  Department  of  Public  Instruction  should  be  required  to  refer  all  persons 
leaving  schools  to  an  appropriate  agency,  which  will  be  responsible  for  follow-up 
services  and  vocational  evaluation. 

Vocational  training  programs  for  the  retarded  need  backing  up  with  more 
supportive  services. 

Many  non-intellectual  factors  may  interfere  with  successful  training  and 
employment.  To  deal  with  some,  there  is  need  for  community  residential  facilities 
for  individuals  undergoing  training,  for  family  counseling  services  related  to 
vocational  training,  for  psychiatric  care  for  emotionally  impaired  retarded 
individuals,  for  recreational  services,  school  counseling,  liaison  with  industry 
and  job  placement  services. 

Hie  Bureau  of  Vocational  Rehabilitation  should  continue  its  broadening 
services  for  the  less  obviously  "employable"  individuals, 

Itie  Department  of  Public  Welfare  should  increase  its  subsidization  of 
sheltered  workshops. 


RESIDENTIAL  CARE 

Residential  care  is  overnight  care  away  from  home,  whether  for  short  or 
long  periods.  It  includes  fos-ter  homes,  camps  and  private  institutions,  but 
excludes  temporary  hospitalization  for  medical  or  surgical  care.  Properly, 
residential  care  should  be  related  to  the  basic  problem  of  retardation,  not 
primarily  to  medical  or  surgical  treatment.  Pennsylvania’s  State  Schools  and 
Hospitals  serve  a resident  population  equal  to  that  of  Sunbury,  Pennsylvania. 

Ihe  overriding  problem  of  residential  care  for  the  retarded  in  Pennsylvania 

is  severe  overcrowding. 

Pennsylvania's  State  Schools  and  Hospitals  are  overcrowded  by  some  16%  to 
20%  of  their  bed  capacity,  and  3000  individuals  are  on  waiting  lists  for 
admission.  Hie  lag  between  application  and  admission  to  residential  care  is 
working  serious  hardship  on  many  families.  Within  the  State  Schools  and  Hospitals 
overcrowding  is  a major  handicap  to  effective  programs.  Hvere  are  several 
immediate  approaches  to  improve  conditions: 

1,  Hie  Commonwealth  should  encourage  more  actively  development  of  private 
non-{>rofit  residential  services  for  the  retarded,  under  sponsorship 

of  churches  and  other  charitable  groups.  The  encouragement  should 
include  financial  aid. 

2.  The  Commonwealth  should  secure  more  thorough,  accurate  and  current 
data  on  residential  facilities  outside  the  public  system.  There  i*^* 
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almost  no  information,  for  example,  on  camps  or  foster  homes  serving 
the  mentally  retarded. 

3.  The  Commonwealth  should  establish  geriatrics  centers  on  the  grounds 
of  State  Schools  and  Hospitals,  to  free  many  beds  now  occupied  by 
individuals  whose  primary  problem  is  senility, 

4,  The  Commonwealth  should  see  that  counseling  is  readily  available 
to  "waiting  list"  families. 

In  general,  the  scope  of  needed  action  is  immense.  Substantially  every- 
one agrees  that  the  overcrowding  of  State  Schools  and  Hospitals  is  deplorable 
and  urgently  cries  for  attention. 

Facilities  for  residential  care  must  be  increased,  by  a variety  of 
avenues,  as  rapidly  as  possible  until  the  visible  need  is  met. 

Ideally,  new  residential  care  facilities  for  the  retarded  should  be  dotted 
throughout  the  Commonwealth  in  small  community  centers.  Because  of  higher  costs 
of  such  centers,  and  because  of  an  acute  lack  of  professional  manpower  to  staff 
them,  the  State  Schools  and  Hospitals  will  remain  the  backbone  of  residential 
care  for  some  time.  Their  further  development  should  follow  these  guidelines: 

1.  They  should  be  designed  with  services  in  mind  for  a greater  variety 
of  mentally  retarded  individuals. 

2.  None  should  have  a total  bed  census  greater  than  1500. 

3.  They  should  be  organized  in  units  of  not  more  than  40  beds  each. 

4.  All  planning  should  keep  in  mind  current  inequities  in  distribution, 
and  new  facilities  should  go  first  to  areas  of  the  Commonwealth 
where  State  Schools  and  Hospitals  are  lacking. 

The  Commonwealth  should  consider  establishing  two  small  "pilot  project" 
residential  units  of  fewer  than  250  beds  each  in  Philadelphia  and  Pittsburgh, 
and  six  others  in  less  populated  areas.  There  should  be,  if  possible,  small 
residential  units  for  the  mentally  retarded  at  some  or  all  of  the  Commonwealth's 
medical  colleges,  as  bases  for  research  and  training. 

State  Schools  and  Hospitals  should  have  more  realistic  budgets,  and  their 

rules  should  be  made  more  uniformu 

The  Commonwealth  should  exhaustively  review  the  budgets  of  State  Schools 
and  Hospitals  in  light  of  the  roles  they  are  expected  to  fulfill.  The  budgets 
clearly  are  inadequate.  What  does  the  inadequacy  mean  in  terms  of  physical 
facilities  and  manpower?  in  terms  of  admissions  policies,  general  care,  and 
special  services? 

These  questions  should  be  studied  thoroughly,  and  recommendations  for 
more  realistic  budgeting  should  be  made  and  acted  upon. 

The  Commonwealth  should  establish  uniform  rules  at  State  Schools  and 
Hospitals  on  admissions,  discharges,  vacation  periods,  visiting  and  community 
involvement  in  Sunshine  Clubs  and  other  activities. 

Political  interference  in  the  operation  of  the  State  Schools  and  Hospitals 
should  be  banned  by  law. 

Charges  for  care  in  the  Coimnonwealth's  residential  facilities  should  not 

be  such  as  to  cause  financial  hardship  for  families  of  retarded  children" 
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In  general  terms,  charges  for  residential  care  for  mentally  retarded 
children  should  be  no  higher  than  for  blind  or  tubercular  children.  In  more 
specific  terms,  the  Commonwealth  should  write  into  law  a system  of  charges  based 
on  the  following  principles: 

1.  Parents  should  pay  no  more  than  the  cost  of  raising  a normal  child 
in  the  home. 

2.  Beyond  clothing  and  incidentals,  no  charge  should  be  made  to  families 
with  incomes  below  those  described  as  "modest  but  adequate"  by  the 
Bureau  of  Statistics  of  the  United  States  Department  of  Labor. 

3.  Charges  for  families  with  incomes  above  this  minim^am  should  be  based 
primarily  on  net  taxable  income. 

4.  Charges  to  parents  should  cease  if  the  period  of  care  is  very 
prolonged,  or  when  the  child  attains  age  21  or  more  after  having 
been  in  a State  School  and  Hospital  for  five  years. 

5.  No  charges  should  accrue  beyond  those  set  by  the  above  procedures, 
and  there  should  be  a statute  of  limitations  providing  that  no  charges 
can  be  recovered  that  are  past  due  for  more  than  five  years. 

6.  Assets  of  residents  in  State  Schools  and  Hospitals  may  be  applied  to 
costs,  up  to  the  average  per  capita  cost  of  care,  but  with  an  eye  to 
the  individual's  needs  upon  future  discharge. 

The  Legislature  should  make  retroactive  provisions  of  Act  648  that  limit 
the  liability  of  families  to  regular  pajmients  determined  by  court  order. 

The  role  of  the  State  Schools  and  Hospitals  should  be  clarified  and 

weighed. 

State  Schools  and  Hospitals,  in  fact  if  not  ideally,  are  oriented  to 
medical  care  rather  than  to  education  of  the  retarded.  This  fact  should  be  made 
crystal  clear  to  the  public,  as  the  starting  point  for  a thorough  discussion  of 
the  function  of  these  institutions. 

The  discussion  must  weigh  the  current  trend  of  admissions  to  severely  and 
profoundly  retarded  and  multi-handicapped  individuals.  State  Schools  and  Hospi- 
tals probably  should  not  be  classed  entirely  and  indefinitely  as  "continued 
care"  facilities. 

There  is  acute  need  for  short  term  or  temporary  residential  care 
facilities  for  the  mentally  retarded. 

Parents  often  need  temporary  relief  from  the  care  of  retarded  children 
during  times  of  family  illness,  death  or  other  stress,  or  simply  for  needed 
vacations.  If  there  were  short  term  residential  services  to  meet  such  needs, 
the  demand  for  long  term  care  might  well  diminish. 

Short  term  services  could  be  provided  under  sponsorship  of  churches  and 
other  groups,  and  in  community  mental  retardation  centers.  With  foresight  and 
planning,  it  could  be  provided  even  in  crowded  State  Schools  and  Hospitals. 

Residential  centers  in  the  community  should  incorporate  new  concepts  and 

serve  new  needs. 

Residential  care  for  mentally  retarded  individuals  must  not  be  bound  by 
fixed  architecture  or  fixed  thinking.  The  Commonwealth  shoxild  encourage  cemmun- 
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ities  to  experiment  with  such  novel  concepts  as  that  of  a "cluster  of  homes  for 
the  retarded." 

There  are  unmet  needs  for  community  residential  services  for  preschool 
children,  for  retarded  adults  and  especially  for  those  undergoing  vocational 
training,  or  already  employed  but  needing  sheltered  residential  services.  These 
services  might  be  provided  by  churches,  the  "Y"  organizations  or  other  private  or 
public  agencies.  They  should  receive  financial  support  from  the  Commonwealth. 

All  residential  facilities  for  the  mentally  retarded,  public  or  private , 
should  be  subject  to  periodic  inspection  and  approval  based  on  standards  set  by 

the  American  Association  for  Mental  Deficiency^ 


RECRUITMENT  AND  TRAINING 

People  are  the  heart  of  a comprehensive  mental  retardation  program,  and 
there  are  not  enough  people  today — not  enough  professionals  and  not  enough 
trained,  non-professional  "helpers"--to  make  such  a program  effective. 

Like  any  problem  that  cuts  across  the  whole  field  of  mental  retardation, 
the  manpower  problem  depends  for  solutions  partly  on  general  progress — on  more 
adequate  financing,  on  the  creation  of  a centralized  administrative  agency  for 
retardation  services,  on  better  coordination  of  today's  wastefully  haphazard 
services.  More  than  some  across-the-board  problems,  it  depends  for  answers  on 
greater  public  awareness  of  mental  retardation,  wider  appreciation  of  the  needs 
it  creates  and  the  challenges  it  holds  for  creative  activity. 

The  manpower  problem  has  two  separate,  though  related  aspects:  Recruit- 
ment of  people  willing  to  do  the  job,  and  training  to  make  them  able  to  do  it 
effectively.  The  problem  is  complicated  by  the  fact  that  services  to  the  mentall 
retarded  depend  on  skills  of  many  different  professional  disciplines. 

Persons  entering  professions  whose  members  serve  the  mentally  retarded 

should  be  exposed  during  their  training  to  specific  knowledge  about  mental 

retardation. 

A comprehensive  mental  retardation  program  demands  skills  of  physicians, 
nurses,  psychiatrists,  psychologists,  educators,  social  workers,  researchers  in 
the  life  sciences  and  many  other  professionals.  There  is  pressing  need  to  make 
mental  retardation  more  highly  "visible"  as  a field  of  specialization  and  pro- 
fessional development  in  each  of  these  disciplines. 

Professionals  may  contribute  to  the  mentally  retarded  without  becoming 
specialists  in  mental  retardation.  General  physicians,  for  example,  can  serve 
in  prevention,  case  finding  and  family  counseling  if  they  have  knowledge  for  the 
job. 


Some  such  knowledge  should  be  incorporated  into  the  training  of  each 
profession  that  serves  the  retarded.  If  possible,  this  exposure  should  include 
work  directly  with  mentally  retarded  individuals. 

Professionals  and  non-professionals  who  chosse  to  work  in  mental  retard- 

ation should  have  ready  access  to  special  training,  above  all  to  regular 
"in-service"  refresher  and  updater  programs. 

In  medicine,  practitioners  need  current  knowledge  about  causes  of  mental 
retardation,  techniques  of  diagnosis  and  counseling  skills;  and  they  need  to  be 
kept  up  to  date  with  new  developments. 
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In  teaching,  more  special  training  programs  are  needed  for  teachers  of  the 
retarded,  and  especially  for  vocational  instructors  of  handicapped  students.  To 
provide  them,  and  to  stimulate  programs  of  "continuing  education"  for  special 
teachers,  agencies  serving  the  retarded  should  establish  working  relationships 
with  institutions  where  teachers  are  trained. 

Training  programs  in  counseling  are  badly  needed.  Anyone  counseling 
families  of  the  retarded  should  have  background  both  in  basic  facts  about 
retardation  and  in  counseling.  Training  should  include  supervised  experience  in 
the  use  of  counseling  skills. 

Much  more  attention  should  be  paid  to  the  mechanisms  of  communication 

among  disciplines. 

Mental  retardation  is  a highly  collaborative  field,  in  which  no  profession 
is  competent  to  provide  services  single-handedly.  Effective  services,  therefore, 
lay  a heavy  premium  on  cooperation  among  diversely  trained  individuals. 

Unfortunately,  the  difficulties  of  such  interdisciplinary  communication  are 
little  appreciated,  and  specialists  in  some  aspect  of  mental  retardation  commonly 
find  themselves  making  semi-independent  judgments. 

There  should  be  an  effort  to  develop  a common  frame  of  reference,  nomen- 
clature and  set  of  concepts  for  mental  retardation,  apart  from  those  of  specific 
disciplines. 

Perhaps  more  important,  interdisciplinary  communication  should  be  consid- 
ered a "discipline"  in  itself,  worthy  of  formal  training.  Virtually  no  training 
in  techniques  of  communication  among  disciplines  is  available. 

It  may  prove  necessary  or  desirable  to  create  a class  of  "intellectual 
middlemen"  whose  role  will  be  to  transmit  knowledge  from  discipline  to  discipline 
particularly  from  research  disciplines  to  clinical  ones. 

Progress  in  mental  retardation  might  come  from  collaborative  recruiting 
of  "teams"  representing  many  disciplines,  which  will  work  as  units  from  the 
beginning . 

Mental  retardation  agencies  should  be  established  with  primary  focus  on 

training,  or  on  research  together  with  training. 

Every  agency  serving  t±ie  mentally  retarded  has  some  responsiblity  to  see 
to  the  continuing  education  needs  of  its  staff.  However,  there  are  potential 
advantages  in  establishing  agencies  in  which  the  major  focus  would  be  on  training 
and  researdi. 

The  Commonwealth  should  encourage  the  establishment  at  universities  of 
institutes  for  interdisciplinary  training,  research  and  demonstration  in  mental 
retardation.  Such  institutes,  affiliated  with  a variety  of  academic  disciplines 
and  health-related  agencies,  ultimately  could  increase  the  non-professional  as 
well  as  the  professional  "pool"  of  people  working  in  mental  retardation. 

The  mental  retardation  disciplines  might  combine  in  community  groups  to 
provide  training  and  consultation  to  professionals  working  "on  their  own." 

The  real  dimensions  of  the  nental  retardation  manpower  gap  need  aggressive 

study,  as  do  the  factors  upon  which  career  choices  are  based. 

While  circumstantial  evidence  establishes  that  the  pool  of  people  serving 
the  needs  of  the  mentally  retarded  is  seriously  inadequate,  there  are  many  aspects 
of  the  problem  on  which  firm  data  are  lacking — there  has  been  no  research. 
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Research  must  begin  with  surveys  of  all  current  resources  in  mental  retardation; 
but  also  it  must  deal  with  such  issues  as  professional  qualifications,  motivation 
and  academic  background  of  workers  in  the  field. 

There  is  urgent  need  to  bring  salaries  in  the  State  Schools  and  Hospitals 

more  nearly  in  line  with  responsibilities. 

Pay  standards  in  State  Schools  and  Hospitals  are  far  out  of  line  with 
responsibilities,  especially  at  the  ’’non-professional"  level  of  attendants. 
Employes  with  heavy  responsibility  for  the  care  of  retarded  individuals  command 
lower  civil  service  rank  in  the  Commonwealth  than  the  lowest  grade  dairyman. 
Beginning  attendants  have  lower  grade  and  pay  than  exterminators  or  boiler  room 
helpers . 

A complete  and  detailed  survey  of  the  State  School  and  Hospital  wage 
system  is  needed.  Pay  must  be  made  to  fit  responsibilities,  and  State  School  and 
Hospital  budgets  must  be  increased  to  meet  the  added  cost. 


PUBLIC  awareness 

Apathy  about  mental  retardation  and  prejudice  against  its  victims  still 
are  widespread  in  Pennsylvania,  and  the  problems  of  the  retarded  remain  hidden 
from  the  eyes  of  average  citizens.  Public  ignorance  and  apathy  gave  rise  to  the 
inertia  that  the  late  President  John  F.  Kennedy  crystallized  in  a phrase--’’the 
tradition  of  neglect." 

In  the  past,  haphazard  planning  for  the  retarded  has  left  untapped  the 
community's  resources  in  recreation,  and  left  unexplored  the  potential  help  of 
civic,  fraternal,  patriotic,  religious,  industrial  and  commercial  groups. 

This  is  changing,  as  it  must  if  a comprehensive  mental  retardation  program 
is  to  strike  root  in  the  communities,  where  most  mentally  retarded  persons  are 
bom,  educated  and  housed. 

Only  lively  public  awareness  can  build  real  acceptance  of  the  point  of 
view  that  retarded  citizens  should  be  part  of,  rather  than  apart  from,  the 
community;  that  the  retarded  too  have  rights  to  those  things  that  make  a full  life 
lif e--comradeship,  love,  work,  play,  laughter  and  the  joy  of  achievement. 


Public  information  resources  must  be  mobilized  to  help  create  a climate  in 

which  the  mentally  retarded  are  respected,  their  problems  are  understood  and  their 

needs  are  of  genuine  concern  to  every  thinking  citizen I 

The  three  prime  objectives  of  a public  information  program  should  be  to 
alter  public  misconceptions  about  mental  retardation,  to  provide  a base  of 
support  for  improved  services  to  the  retarded,  and  to  promote  interest  and 
cooperation  among  professional  and  community  leaders  in  combating  retardation 
and  helping  its  victims.  Specially,  the  program  should: 

1.  Emphasize  the  principle  of  individual  rights. 

2.  Explain  current  thinking  about  causes,  nature, 
degrees  and  prevention  of  mental  retardation. 

3.  Publicize  and  explain  services  available  to 
the  retarded  and  their  families. 

4.  Emphasize  the  ideal  of  individual  growth  to 
the  limit  of  individual  capability. 
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5.  Fight  discriminatory  practices  that  create  financial  burdens  on 
families  of  the  retarded,  hinder  individual  growth  or  lower  the 
prestige  of  retarded  persons  generally. 

6.  Make  the  public  aware  that  no  single  agency  seirves  all  needs  of 
the  retarded. 

A solid  public  information  program  on  mental  retardation  can  be  built 

on  existing  resources. 

Forty- two  of  Pennsylvania's  67  counties  already  have  at  least  rudiments  of 
a public  information  program  for  mental  retardation  under  auspices  of  a voluntary 
agency,  Pennsylvania  Association  for  Retarded  Children,  Inc.  In  many  areas  these 
could  become  fully  effective  services,  if  they  hired  or  consulted  public 
information  professionals. 

Pennsylvania's  public  school  program  of  special  education  for  retarded 
children  is  the  country's  largest,  and  constitutes  a major  resource  upon  which  to 
build  public  awareness  activities.  At  the  very  least,  the  schools  should  teach 
facts  about  mental  retardation  in  health  classes  for  all  pupils. 

The  comprehensive  planning  program  itself  has  created  a major  resource 
for  public  awareness,  in  more  than  1000  citizen  members  of  nearly  100  committee, 
subcommittees,  task  forces  and  other  groups.  Their  sustained  lively  interest  can 
help  focus  the  public  eye  on  comprehensive  mental  retardation  services  as  they 
come  into  being  in  the  communities. 

Local  citizens  should  form  committees  to  work  f or  improved  public  aware- 

ness of  mental  retardation! 

A local  Committee  for  Public  Relations  can  be  formed  in  each  county  by  any 
interested  group,  e.g.,  the  local  chapter  of  Pennsylvania  Association  for  Retarded 
Children,  Inc.  The  committee  should  develop  a working  relationship  with  the  mass 
media,  with  civic,  fraternal,  religious,  and  other  community  groups,  and  with 
potential  outlets  for  printed  material  on  retardation. 

The  committee  should  continuously  evaluate  staff  public  information 
activities  of  local  agencies. 

The  Commonwealth  should  take  steps  to  guarantee  the  widest  jpossible  public 

awareness  of  the  comprehensive  mental  retardation  plan  and  o^  its  implementationT 

For  the  long  range,  the  Governor's  Council  for  Human  Services  should 
employ  a public  information  specialist,  well  versed  in  mass  media,  who  will  work 
with  all  Commonwealth  agencies  dealing  with  the  retarded  and  will  disseminate 
information  about  services  to  them. 

A permanent  Advisory  Committee  should  be  named  to  evaluate  about  mental 

retardation,  preferably  an  "information  and  referral  center . " 

Where  community  health  and  welfare  information  and  referral  services  exist 
they  should  be  pressed  to  attend  to  the  needs  of  retarded  individuals.  Where 
such  services  do  not  exist,  an  information  and  referral  point  should  be  establish 
ed  for  the  nentally  retarded. 

Because  such  a service  is  necessary  to  smooth  functioning  of  both  public 
and  private  agencies,  it  should  be  encouraged  and  aided  financially  by  local 
government  and  the  Commonwealth. 
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RESEARCH 


Research  in  mental  retardation  has  almost  limitless  scope,  brushing  every 
aspect  of  prevention,  detection,  diagnosis  and  treatment.  Because  the  problem  of 
mental  retardation  is  so  great,  the  lingering  mysteries  so  deep  and  the  resources 
for  dealing  with  it  so  scarce,  progress  depends  heavily  on  productive  research. 
Services  to  the  retarded  without  a heavy  commitment  to  research  are  a dead  end. 
Professionals  are  convinced  of  this;  we  need  programs  to  convince  parents  and 
legislators. 

On  the  other  hand,  research  can  be  considered  today's  contribution  to 
tomorrow's  culture.  Its  eyes  are  not,  nor  should  they  be,  directed  necessarily 
to  reducing  today's  waiting  lists. 

Unfortunately  research  almost  always  takes  a back  seat  to  service  and 
training;  its  financial  support  is  first  to  be  chopped  when  chopping  begins. 
Actual  productive  research  on  mental  retardation  is  woefully  lacking  in  the 
Commonwealth;  and  communication  of  new  knowledge  is  extremely  poor. 

Research  must  be  given  an  "identity"  and  a firm  base  of  support  within 

the  Commonwealth's  system  of  services  to  the  mentally  retarded. 

Nearly  all  funds  specifically  earmarked  by  the  Commonwealth  for  "research 
go  to  the  Eastern  and  Western  Psychiatric  Institutes.  Most  of  these  funds,  per- 
haps seven-eighths,  really  go  for  training;  and  the  approximately  $1  million 
remaining  each  year  for  research  supports  a program  which  emphasizes  primarily 
mental  health. 

Research  in  the  State  Schools  and  Hospitals,  the  backbone  of  the  Common- 
wealth's services  to  the  retarded,  is  financed  almost  exclusively  from  general 
institutional  appropriations.  Therefore,  it  is  subordinate  to  service  needs. 

The  first  step  to  giving  research  an  identity  in  this  system  should  be 
establishment  of  a full  Office  of  Mental  Retardation  within  the  Department  of 
Public  Welfare, 

A Bureau  of  Research  in  Mental  Retardation  should  be  created  and  staffed 
within  the  office.  Its  functions  should  be  to  evaluate  applications  and  award 
research  grants,  and  to  coordinate  research  and  the  communication  of  findings 
throughout  the  Commonwealth  system. 

An  annual  budget  of  at  least  $1  million  should  be  provided  at  the  start 
for  the  bureau.  A small  fraction  would  be  used  to  operate  central  offices  and 
an  information  clearing  house. 

The  bureau  should  provide  at  least  $25,000  to  any  state  School  and  Hospita 
that  volunteers  to  conduct  research,  and  should  make  additional  grants  to  quali- 
fied investigators  within  the  overall  budgetary  limits. 

These  measures  would  assure  a firm  base  for  research  within  the  Common- 
wealth system.  It  should  be  remarked  that  $1  million  is  a very  modest  fraction 
of  the  annual  operating  costs  of  the  Commonwealth's  retardation  services. 

The  Commonwealth  should  appoint  regional  consultants  for  research  in 

mental  retardation. 

Regional  research  consultants  could  serve  as  coordinators  of  mental  retard 
at  ion  research  in  their  geographical  areas,  and  as  advisors  to  individual  institu 
tions  on  research  activities.  Their  roles  would  be  three;  To  serve  immediate 
needs  of  local  institutions;  to  report  to  the  Conmonwealth  on  needs  of  these 
institutions;  and  to  interpret  for  the  institutions  the  Commonwealth's  policies 
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on  research. 


Affiliations  of  State  Schools  and  Hospitals  with  academic  centers  are  a 

potentially  fruitful  approach  to  furthering  research  in  mental  retardation. 

Given  money  and  people  to  initiate  their  own  research  projects,  State 
Schools  and  Hospitals  should  find  it  easy  to  establish  affiliations  with  academic 
institutions  that  will  assist  with  staff,  equipment  and  student  help.  Collabor- 
ation of  this  type  should  stimulate  research  doubly:  Bringing  academic  and 
service  professionals  together  to  mingle  ideas,  on  the  one  hand,  and  giving 
students  stimulating  contact  with  problems  of  mental  retardation  on  the  other. 

Working  affiliations  between  academic  and  service  institutions  always 
must  be  designed  to  protect  the  primary  missions  of  both. 

The  Gommcnwealth  should  encourage  establishment  of  research  institutes 
specializing  in  problems  related  to  retardation,  and  should  aid  them  financially. 

Multi-disciplinary  mental  retardation  research  centers,  incorporating 
professional  training,  could  be  established  in  university  settings,  with  ties  to 
State  Schools  and  Hospitals  and  to  community  service  agencies.  Such  institutes 
should  have  the  encouragement  and  financial  support  of  the  Commonwealth. 


ORGANIZED  RELIGIOUS  GROUPS 

1.  The  various  religious  denominations  should  establish  committees  to 
study  mental  retardation  and  the  activation  of  such  committee  work 
should  be  stimulated  by  the  community  mental  retardation  planning 
effort.  Support  is  urged  from  both  private  and  governmental  sources 
for  the  fxirther  study  of  the  role  of  the  clergyman  in  the  area  of 
prevention. 

2.  It  is  recommended  that  an  inter-faith  committee  be  established  at 
the  State  level,  to  provide  for  a closer  working  relationship 
between  religious  leaders  and  mental  retardation  workers. 

3.  A multidisciplinary  view  of  potential  community  mental  retardation 
facilities  seems  to  be  the  most  appropriate.  Such  a viewpoint  sees 
the  various  community  resources  and  agencies  working  together  in  a 
comprehensive  and  integrated  program,  each  doing  for  the  sake  of  the 
whole  what  it  can  do  with  special  competence.  Thus,  the  role  of  the 
church  and  S3magogue  would  be  primarily  preventive  and  supportive, 
but  with  suitable  qualified  clergymen  engaged  in  pastoral  counseling 
in  a setting  where  consultation  and  conference  opportunity  with 
other  professionals  in  the  allied  health  professions  is  readily 
available.  Through  such  a setting  churches  and  s3magogues  would 
learn  to  do  better  what  they  have  been  doing,  especially  in 
teaching  and  pastoral  care. 

4.  While  inter-disciplinary  relationships  between  mental  retardation 
specialists,  the  clergy,  and  others  in  the  allied  health  professions 
are  to  be  encouraged,  the  necessity  for  discrete  role-awareness  and 
a Clear  identity  on  the  part  of  each  specialty,  within  its  own 
discipline,  is  of  fundamental  importance. 

5.  It  is  urged  that  the  proposed  community  mental  retardation  facilities 
develop  working  relationships  with  existing  pastoral  training  centers. 
Relationships  with  the  religious  departments  of  universities,  chap- 
laincy programs,  and  trained  personnel  provided  by  councils  of 


-105- 


churches  or  pastoral  counseling  centers  should  be  arranged. 

6.  The  Department  of  Public  V/elfare  should  create  the  position 
of  chaplain-consultant  to  the  Department. 
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SUPPLEMENT  TO  CHAPTER  VII 


SUPPORTING  DATA 


"Comprehensive  services"  for  the  mentally  retarded  can  be  divided  conven- 
iently into  two  broad  categories  that,  together,  make  up  a "community  mental 
retardation  center." 

Top  priority  is  given  to  the  services  with  which  the  retarded  individual 
has  initial  contact--diagnosis  and  evaluation.  They  are  shown  schematically  in 
Diagram  1. 

Diagnosis  and  evaluation,  however,  have  little  meaning  unless  they  are 
backed  up  with  services  designed  to  meet  diagnosed  needs  of  retarded  individuals. 
These  are  shown  in  Diagram  2. 

Prevention 

Because  the  focus  of  the  community  mental  retardation  center  is  on  ser- 
vices to  retarded  individuals,  its  basic  array  of  services  excludes  prevention, 
research,  public  information  and  other  across-the-board  elements  of  a comprehen- 
sive retardation  program. 

Prevention,  however,  is  the  primary  long  range  goal  for  Pennsylvania,  and 
the  two  most  important  currently  available  preventive  measures  are  improved 
prenatal  care  of  mothers  and  improved  general  medical  supervision  of  infants  and 
children. 

There  are  unfortunately  no  comprehensive  data  on  prenatal  services  in 
Pennsylvania.  There  are  data,  however,  on  the  public  purchase  of  physician 
services  for  child  health  care;  these  are  shown  in  Table  1. 


Table  1. 

Child  Health  Service, 

State  and  County  1964 

Regi on 

Number  of  hours 
service  per  month 

Number  of  population 
per  hour  of  service 

I 

1,099 

2,726 

II 

195 

3,957 

III 

56 

8,222 

IV 

221 

3,305 

V 

148 

4,519 

VI 

79 

12,276 

VII 

874 

4,109 

VIII 

102 

11,077 

State  Total 

2,775 

4,080 
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Excluding  Allegheny,  Bucks,  Butler,  Erie  and  Philadelphia  counties,  which 
have  their  own  clinic  services,  the  Maternal  and  Child  Health  Division  of  the 
Pennsylvania  Department  of  Health  supplies  about  1000  physician-hours  of  service 
monthly.  If  10  minutes  are  allocated  for  each  child,  this  is  adequate  to  serve 
about  6000  children. 

Assuming  that  no  more  than  a fourth  of  all  children  need  publicly- supported 
care,  the  client  population  as  of  1960  in  the  62  counties  was  35,000  children 
under  one  year  and  135,000  from  one  to  six  years  old.  Using  the  accepted  standard 
of  monthly  visits  for  the  first  group  and  quarterly  visits  for  the  second,  the 
monthly  needs  are : 

1.  Service  to  35,000  infants  under  one  year. 

2.  Service  to  45,000  children  from  one  to  six. 

In  reality,  about  4500  infants  and  1500  preschool  children  are  served. 

A third  major  aspect  of  prevention  is  planned  social  intervention  to 
prevent  retardation  caused  by  "cultural  deprivation"  or,  more  correctly,  by  lack 
of  appropriate  stimulation  for  infants.  This  is  a new  field  in  Pennsylvania  lack- 
ing as  yet  a literature  of  results.  Of  about  16,000  youngsters  served  by  two 
"enrichment"  programs--the  small  State  and  privately  sponsored  Pilot  School 

Program  and  the  larger  federal  Project  Head  Start only  a handful  have  been 

diagnosed  retardates. 

Education  and  Training 

Home  care  is  supplied  largely  by  public  health  nurses.  Records  show  1245 
retarded  children  in  their  caseloads,  distributed  as  shown  in  Table  2. 

Nearly  6000  retarded  Pennsylvanians  were  served  in  day  care  programs  in 
1964,  as  shown  in  Table  3.  Some  received  more  than  one  service,  and  sheltered 
workshop  services  are  included  in  the  total.  These  figures  compare  with  an 
estimated  need  for  day  care  services  of  more  than  20,000  individuals  in  each  of 
Regions  I and  VII,  of  5000  to  10,000  in  each  of  Regions  II,  IV,  V,  VI  and  VIII 
and  of  3000  in  Region  III.  Table  4 breaks  down  the  percentage  of  day  care 
clients  at  each  level  of  retardation. 
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Table  2. 

MENTALLY  RETARDED  CHILDREN  IN  PUBLIC 
HEALTH  NURSES  CASELOADS  - 1964 

STATE  TOTAL 

1,245 

REGION  I 

REGION  V 

Allegheny 

Lackawanna 

36 

Armstrong 

7 

Luzerne 

22 

Beaver 

14 

Pike 

4 

But  ler 

6 

Susquehanna 

49 

Fayette 

15 

Wayne 

29 

Greene 

0 

Wyoming 

3 

Indiana 

48 

TOTAL 

■pTs 

Lawrence 

8 

Washington 

0 

REGION  VI 

Westmoreland 

30 

Berks 

41 

TOTAL 

Carb  on 

26 

Lehigh 

5 

REGION  II 

Monroe 

10 

Cameron 

4 

Northampton 

47 

Clarion 

2 

Schuylkill 

7 

Crawf  ord 

13 

TOTAL 

133 

Elk 

15 

Erie 

REGION  VII 

Forest 

2 

Bucks 

20 

Jefferson 

5 

Chester 

55 

McKean 

13 

De laware 

23 

Mercer 

24 

Montgomery 

38 

Potter 

22 

Philadel phi a 

Venango 

16 

TOTAL 

“06 

Warren 

8 

TOTAL 

REGION  VIII 

Adams 

14 

REGION  III 

Cumberland 

3 

Bedford 

13 

Dauphin 

108 

Blair 

3 

Franklin 

7 

Canto  ria 

1 

Fult  on 

12 

Somerset 

36 

Lancaster 

21 

TOTAL 

33 

Lebanon 

12 

Perry 

14 

REGION  IV 

York 

36 

Bradf  ord 

85 

TOTAL 

127 

Centre 

23 

Clinton 

7 

Clearf ie Id 

30 

Coluntoia 

4 

Source;  Division 

of  Public 

Huntingdon 

7 

Health  Nursing 

Juniata 

12 

Lycoming 

10 

* Not  Available 

Mifflin 

19 

Nontour 

19 

Northuoaberland 

36 

Snyder 

12 

Sullivan 

11 

Tioga 

22 

Union 

1 

TOTAL 

-m 
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Table  3.  DAY  CARE  PROGRAMS  FOR  RETARDED  PERSONS, 

BY  REGION.  PENNSYLVANIA  - 1964* 


No.  Persons  Served  - No,  Program  Units 


No.  Persons 
Served 

Total  Number 
Program  Units 

Treat 

ment 

Educa 

tion 

Train 

ing 

Cus . 
Care 

She ltd 
Wkshop 

State  Total 

5,745 

7,207 

1,820 

1,965 

1,725 

184 

1,513 

Regi on  I 

633 

633 

0 

83 

55 

5 

490 

Region  II 

237 

237 

0 

117 

0 

0 

120 

Region  III 

55 

55 

0 

0 

39 

0 

16 

Region  IV 

133 

135 

0 

5 

95 

10 

25 

Region  V 

146 

233 

0 

41 

85 

62 

45 

Region  VI 

346 

346 

65 

44 

102 

0 

135 

Region  VII 

3,805 

5,003 

1,712 

1,556 

1,182 

89 

464 

Region  VIII 

390 

565 

43 

119 

167 

18 

218 

* Source:  Pennsylvania  Department  of  Public  Welfare,  Office  of  Mental  Health, 
the  1965  Pennsylvania  State  Plan  for  the  Construction  of  Facilities 
for  the  Mentally  Retarded,  Section  9,  Inventory  Tables  by  Region,  1965. 


Table  4.  PERCENTAGE  OF  DAY  CARE  PROGRAM  CLIENTS  BY  LEVEL 

OF  RETARDATION.  PENNSYLVANIA  - 1964* 


Level  of  Retardation 

Percent  of 

Day  Care  Clients 

State  Total 

99% 

Mild 

43% 

Moderate 

26% 

Severe 

7% 

Prof  ound 

4% 

Not  Specified 

19% 

* Source:  Pennsylvania  Department  of  Public  Welfare,  Office  of  Mental  Health, 
and  the  1965  Pennsylvania  State  Plan  for  the  Construction  of  Facil- 
ities for  the  Mentally  Retarded,  Section  9,  Inventory  Tables  by 
Region,  1965. 
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Preschool  classes  are  virtually  non-existent.  But  special  education 
classes  have  grown  remarkably  in  the  Commonwealth  since  195^^  as  shown  in  Table  5. 
These  classes  now  are  estimated  to  meet  70%  of  the  need,  serving  46,000  out  of  an 
estimated  candidate  population  of  66,000. 

Except  for  two  regions  (V  and  VIII)  there  is  a fairly  consistent  correla- 
tion between  special  education  enrollments  and  a crude  measure  of  socio-economic 
conditions,  the  number  of  families  with  incomes  below  $3000  a year.  This  relation- 
ship, which  bears  on  the  role  of  "deprivation"  as  a contributing  factor  in  mental 
retardation,  is  shown  in  Table  6. 


Table  5.  GROWTH  IN  PUBLIC  SCHOOL  PROGRAMS  FOR  THE 
MENTALLY  RETARDED,  PENNSYLVANIA  - 1954-1964* 


Total 


Educable 

-Elem. 

Educable 

-Secon. 

Trainable 

Educ.  and 

1 Train 

Classes 

Pupils 

Classes 

Pupils 

Classes 

Pupils 

Classes 

Pupils 

1954-55 

702 

11,834 

118 

2,909 

46 

739 

866 

15,482 

1955-56 

798 

13,608 

153 

3,852 

83 

1,110 

1,034 

18,570 

1956-57 

705 

11,717 

612 

9,975 

151 

1,905 

1,468 

23,597 

1957-58 

1,151 

18,889 

374 

7,749 

190 

2,375 

1,715 

29,013 

1958-59 

1,212 

19,892 

398 

8,722 

201 

2,535 

1,811 

31,149 

1959-60 

1,352 

21,930 

529 

10,632 

227 

2,929 

2,108 

35,491 

1960-61 

1,191 

18,397 

823 

16,037 

241 

3,109 

2,255 

37,543 

1961-62 

1,202 

18,437 

935 

18,086 

270 

3,480 

2,407 

40,003 

1962-63 

1,244 

18,873 

1,052 

20,034 

289 

3,698 

2,585 

42,605 

1963-64 

1,325 

19,965 

1,045 

20,075 

303 

3,828 

2,673 

43,868 

* 

Source;  Pennsylvania  Department  of  Public  Instruction,  Bureau  of  Special 

Services  for  Pupils,  Public  School  Programs  for  Exceptional  Children, 
Enrollments,  Costs,  Projections,  Table  1,  "Full  Time  Classes", 

April  1,  1964. 
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Table  6.  SPECIAL  EDUCATION  AND  LOIV  I NCO'.IE- -FACTORS  AFFECTING 
NEED  BY  REGIONAL  R'VNKING,  PENN’SYLV-ANIA  - 1960 
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Re s id ential  Care 


Most  data  on  residential  care  relate  to  state  institutions,  and  are 
found  in  Chapter  VI  or  Appendix  I of  this  plan,  or  in  the  mental  retardation 
facilities  construction  plan.  A rough  regi on-by-region  breakdown  of  residential 
services,  however,  is  shown  in  Table  7. 


Table  7.  SERVICES  IN 
RESIDENTIAL  FACILITY  PROGRAMS 


Total 

Treat 

ment 

Educa 

tion 

Train 

ing 

Cus . 
Care 

Sheltd 

Wkshop 

Region  I 

1,662 

894 

304 

435 

1,434 

0 

Region  II 

3,466 

0 

600 

1,600 

1,188 

0 

Region  III 

1,089 

6 

284 

284 

1,089 

0 

Region  IV 

3,187 

0 

1,634 

1,880 

2,800 

0 

Region  V 

1,345 

248 

190 

332 

538 

10 

Region  VI 

1,258 

906 

0 

450 

906 

0 

Region  VII 

7,068 

3,753 

1,317 

3,300 

1,913 

132 

Region  VIII 

345 

30 

59 

59 

26 

0 

State  Total 

19,420 

5,837 

4,388 

8,340 

9,894 

142 

-113- 


i 


.w 


CHAPTER  VlII 


SUMMARIES  OF  REGIONAL  COMMITTEE  REPORTS 


When  they  spelled  out  the  general  needs  of  the  mentally  retarded  in 
Pennsylvania,  the  Task  Forces  necessarily  left  one  side  of  the  story  untold. 
Inevitably,  a large  state's  loosely-coordinated  human  services  are  distributed 
unevenly,  and  there  are  relative  "have"  and  "have-not"  localities.  The 
soundest  way  to  attack  the  general  need  for  a service  is  to  serve  the  have-nots 
first . 


The  Regional  Committees,  therefore,  were  organized  to  pinpoint  rela- 
tive have  and  have-not  localities  in  services  to  the  retarded.  It  was  no  easy 
task.  Each  committee  had  to  survey  needs  and  resources  in  several  counties, 
and  to  create  a regional  plan  from  the  findings. 

Viewing  their  diverse  areas  of  the  Commonwealth,  the  committees 
arrived  at  diverse  opinions.  On  statewide  issues  the  divergences  have  had  to 
be  resolved,  and  the  resolution  is  spelled  out  in  Chapters  III,  V,  and  VI  of 
this  Plan. 

This  Chapter  has  a different  purpose.  In  it  are  summarized  the  eight 
Regional  Committee  reports,  taken  for  what  they  are--the  thinking  of  profession- 
al and  community  leaders  about  mental  retardation  problems  at  their  own  door- 
steps. To  cast  the  summaries  into  relief,  a staff -prepared  one-page  statistical 
"profile"  of  the  region  has  been  appended  to  this  Chapter. 

No  attempt  has  been  made  to  reconcile  disagreements  among  the  commit- 
tees. Each  report  is  offered  as  the  expression  for  its  region  of  state  mental 
retardation  planning;  as  such,  it  will  be  the  basis  for  the  statewide  plan's 
local  implementation. 


REGION  I 


Butler  Indiana 

Fayette  Lawrence 

Greene  Washington 

Westmoreland 

How  the  Region  I Committee  Saw  the  Broad  Issues 

The  Goal.  The  committee  sought  to  develop  an  overall  regionwide  plan 
of  adequate  services  for  retarded  citizens  for  years  to  come,  suggesting  practi- 
cal steps  for  the  next  decade.  It  sought  to  map  out  needed  care,  education  and 
training  for  all  retarded  persons  "to  the  degree  and  for  the  duration  that 
services  are  needed." 

Needs  and  Gaps.  The  committee  found  the  needs  of  the  retarded 
"immense"  and  services  woefully  inadequate.  Diagnostic  and  evaluation  centers 
and  long-term  residential  care  were  seen  as  major  needs.  Armstrong,  Indiana, 
Fayette  and  Greene  Counties  had  no  sheltered  workshops. 

Coordination .■  The  committee  felt  the  goal  could  be  realized  through  a 
flexible  blending  of  existing  and  new  services,  tailored  to  local  circumstances. 
It  recommended  coordinated  diagnosis  and  evaluation  for  mental  health  and  mental 
retardation  centers. 

Role  of  Public  Schools.  The  committee  attacked  school  policies  that 
deny  classes  to  a significant  number  of  retarded  children  until  age  eight.  Since 
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All  egheny 
Arms  trong 
Beaver 


retarded  children  are  entitled  to  education,  and  need  all  they  can  get,  it  said, 
special  classes  should  be  opai  to  them  at  least  by  age  six,  for  those  who  can 
benefit  to  age  21. 

Prevention.  The  committee  found  prenatal  and  postnatal  services 
adequate  for  those  who  can  afford  private  treatment,  but  not  for  others  It 
agreed  with  the  Task  Force  on  Prevention  that  local  and  state  sponsored  prenatal 
clinics  should  be  available  to  all,  regardless  of  ability  to  pay.  It  called  for 
routine  PKU  blood  testing. 

Manpower.  The  committee  urged  higher  salaries  and  better  personnel 
policies  for  professionals,  and  vigorous  recruitment  using  scholarships  and 
financial  subsidies.  It  urged  use  of  apprentices,  "helper”  and  semi-retired 
professionals  to  alleviate  the  manpower  shortage. 

Funding.  The  committee  recommended  for  study  a fiscal  plan  submitted 
by  one  of  its  members,  which  is  attached  to  the  full  regional  report  in  Appendix 

2 . 

Research.  The  committee  assigned  high  priority  to  research,  but 
deemed  its  funding  to  be  a state  responsibility. 

Program  Evaluation.  The  committee  recommended  built-in  evaluation 
provisions  in  all  new  programs. 

Public  Awareness.  The  committee  saw  public  education  as  a job  for 
schools  and  public  information  specialists. 

Legisla  tio  n . The  committee  recommended  a survey  of  all  Pennsylvania 
laws  affectTng  the  retarded,  and  changes  where  necessary  to  reflect  current 
philosophies . 


Prograti  Rec ommendations  of  the  Region  I Committe e 


Detection . The  committee  recommended  that  detection  of  mild  retarda- 
tion remain  a responsibility  of  schools. 

It  urged  that  hospitals  use  public  health  nurses  to  follow  up  "high 
risk”  infants  and  children. 

Diagnosis . The  committee's  concept  of  diagnosis  included  family 
counseling,  periodic  re-evaluation  and  continuing  follow-up.  For  these  services, 
it  looked  to  : 

1.  Polk  State  School  and  Hospital  to  serve  Armstrong,  Indiana, 

Butler,  and  Lawrence  Counties. 

2.  The  Child  Development  Center,  a proposed  grouping  of  existing  ser- 
vices in  Pittsburgh,  to  serve  Allegheny,  northwestern  Westmoreland, 
Fayette,  Greene  and  Washington  Counties. 

3.  Western  State  School  and  Hospital,  Canonsburg,  to  serve  Westmore- 
land, Fayette,  Greene  and  Washington  Counties. 

4.  Initial  diagnosis  and  screening  at  mental  health /mental  retardation 
centers . 

A"traveling  diagnostic  clinic"  operated  by  Children's  Hospital,  Oakland, 
California,  was  cited  by  the  committee  as  a model  worth  studying  as  a means  of 
serving  rural  areas. 
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Family  Counse  ling . The  committee  found  parent  counseling  being  done 
by  various~groups . It  recommended  that  mental  retardation  centers  support  and 
encourage  such  efforts,  and  that  counseling  be  offered  by  diagnostic  centers. 


Educational  Services 


A.  Pre-School  Day  Care.  The  committee  found  existing  services  pro- 
vided largely  by  Pennsylvania  Association  for  Retarded  Children  chapters.  It 
felt  more  classes  should  be  planned,  for  up  to  two  retarded  children  for  every 
1000  enrolled  in  kindergartens,  and  should  be  limited  to  10  pupils  each.  Econ- 
omic Opportunity  Act  Funds  were  seen  as  a possible  source  of  financial  suppor'i’. 

B.  Trainable  Classes.  The  committee  felt  classes  for  pupils  with 
IQ's  under  50  should  be  planned  for  at  least  two  retarded  students  for  every 
1000  enrolled  in  school,  and  should  be  limited  to  10  pupils  each. 

C.  Educable  Classes.  The  committee  felt  classes  for  pupils  with  IQ's 
from  50  to  75  should  be  planned  for  two  to  2%  retarded  students  for  every  1000 
enrolled  in  school,  and  should  be  limited  to  10  pupils  each. 

D.  Occupational  Education  Classes.  The  committee  urged  a work-study 
program  for  older  students  wiTh  IQ's  of  50  or  higher,  with  one  half  day  in 
school  and  the  other  half  at  work  for  pay.  It  felt  such  a program  would  help 
pupils  adjust  more  readily  to  a work  setting. 

Day  Care  Centers.  The  committee  recommended  that  day  care  centers  for 
severely  retarded  children  be  planned  for  one  child  for  every  2000  enrolled  in 
school . 


Short  Term  Residential  Care.  The  committee  urged  early  construction 
of  emergency  and  interim  placement  facilities: 

1.  In  Lawrence  County,  to  serve  Armstrong,  Indiana,  Butler,  Lawrence, 
and  Beaver  Counties. 

2.  In  Fayette  County,  to  serve  Westmoreland,  Fayette,  Greene,  and 
Washington  Counties. 

3.  In  conjunction  with  the  proposed  Child  Development  Center  in 
Allegheny  County. 

Long-Term  Residential  Care . The  committee  recommended  construction  of 
long-term  residential  facilities  and  sheltered  residences  in  each  catchment  area 
It  approved  the  construction  application  of  the  Clelian  Heights  School  for 
Exceptional  Children,  Greensburg. 

It  suggested  that  county  homes  be  considered  for  emergency  placement, 
transitional  living,  or  as  community  sheltered  residences. 

Institutional  Care.  The  committee  believed  development  of  community 
residaitial  facilities  would  obviate  the  need  for  new  state  institutions,  and 
recommended  that  existing  state  facilities  be  improved  instead. 

Sheltered  Workshops.  The  committee  set  high  priority  for  the  construe 
tion  application  of  the  Lintz  Sheltered  Workshop  in  Butler  County,  and  recommen- 
ded consideration  of  an  application  by  the  PARC  Sheltered  Workshop,  Butler. 

It  recommended  workshops  for  all  counties  where  none  now  exist, 
suggesting  that  workshops  be  planned  for  one  retarded  person  for  each  1000 
populati on . 
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To  reduce  the  personnel  gap,  the  committee  urged  revised  standards  to 
allow  provisional  hiring  of  otherwise  qualified  people  who  lack  the  required 
experience . 


Empl oyment  S erv ic e s . The  committee  considered  placement  and  counseling 
a function  of  sheltered  workshops  cooperating  with  the  Pennsylvania  Employment 
Service  and  Bureau  of  Vocational  Rehabilitation.  It  emphasized  the  importance 
of  seeing  that  a retarded  vocational  student  is  placed  before  he  leaves  school. 

Community  Services.  The  committee  wanted  medical,  psychiatric  and 
recreational  facilities  made  available  to  the  retarded  on  an  equal  footing  with 
other  citizens. 


REGION  II 


Cameron 

Clarion 

Crawford 

Elk 


Erie 

Forest 

Jefferson 

McKean 


Mercer 
Po  tter 
Venango 
Warren 


How  the  Region  II  Committee  Saw  the  Broad  Issue 

The  Goal.  The  committee's  goal  was  truly  comprehensive  services  for  the 
region's  nearly  25,000  retard  ed- -within  the  decade. 

Needs  and  Gaps . The  committee  found  services  "extremely  limited."  Of 
10  counties,  only  four  had  year-round  facilities.  The  committee  found  Polk  State 
School  and  Hospital  to  be  the  only  major  residential  facilitiy,  and  found  the 
chief  need  to  be  improved  case  finding. 


Coord ina  tion . The  committee  found  existing  services  poorly  coordinated 
and  gave  high  priority  to  improvements.  It  judged  coordination  of  mental  health 
with  mental  retardation  centers  to  be  especially  important,  and  urged  that: 

1.  Projected  workshops  be  near  mental  health  centers  to  permit  sharing 
of  staff. 

2.  A supervisor  of  special  education  by  an  ex-officio  member  of  the 
mental  retardation  center  staff,  to  afford  liaison  with  the  schools. 

3.  A social  worker  knowledgeable  in  mental  retardation  to  be  hired  by 
the  member  health  center  to  maintain  liaison  with  retardation 
facilities  in  the  community. 

4.  Mental  health  centers  keep  central  files  of  the  known  retardates 
in  their  catchment  areas. 


Role  of  Public  Schools.  The  committee  recommended  that  the  Pennsyl- 
vania Department  of  Public  Instruction: 

1.  Make  uniform  the  administration  and  financing  of  district,  county 
and  state  special  education  programs. 

2.  Develop  universal  curriculum  guides  for  special  education,  espec- 
ially at  secondary  level. 

3.  Create  for  each  special  education  program  a position  of  "coordina- 
tor of  special  education,"  with  the  status  and  salary  of  an 
assistant  county  superintendent. 
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4.  Require  school  districts  to  implement  the  plans  they  develop  for 
special  education. 

5.  Consider  creating  a position  of  "educational  secretary"  analogous 

to  legal  or  medical  secretary,  to  aid  special  education  supervisors. 

6.  Require  admission  of  all  retardates  to  a public  school  program  no 
later  than  age  six. 

7.  Expand  state-supported  preschool  programs  for  blind,  deaf  and 
cerebral  palsied  children  to  include  educable  and  trainable 
re tarda  tes . 

Research.  The  committee  wholeheartedly  supported  research  in  mental 
retardation,  and  urged  that: 

1.  Basic  research  be  conducted  by  Warren  and  Polk  State  Schools  and 
Hospit  als  . 

2.  Research,  particularly  in  program  evaluation,  be  conducted  at  the 
local  level. 

3.  Research  into  methods  of  teaching  retarded  children  be  conducted 
at  the  region's  state-supported  colleges,  Edinboro  and  Clarion. 

Program  evaluation.  The  committee  believed  that  program  evaluation 
should  be  continuous  in  a comprehensive  mental  retardation  program,  and  urged 
tha  t : 

1.  Existing  community  educational  services,  including  the  public 
schools,  be  evaluated  and  ranked  for  relative  effectiveness. 

2.  Existing  agencies  conduct  program  evaluation  at  first,  but  that 
this  responsibility  later  shift  to  regional  and  catchment  area 
boards . 

3.  Program  evaluation  of  local  services  be  the  primary  purpose  of 
the  catchment  board. 

4.  Program  evaluation  of  administrative  structure  be  a function  of 
the  regional  board . 

5.  Professional  staff  be  available  to  the  regional  planning  body  for 
program  evaluation. 

6.  Data  for  program  evaluation  be  supplied  by  the  Office  of  Mental 
Health . 

Funding  . The  committee  saw  funding  as  a joint  responsibility  of 
federal,  state  and  local  governments,  private  giving  and  the  individuals  served, 
with  fees  for  service  strictly  based  on  ability  to  pay. 

Funding  of  research  was  seen  as  primarily  the  responsibility  of 
federal  and  state  agencies,  with  local  monies  spent  "visibly"  on  direct  services 
to  pa  tient  s . 

Funding  of  program  evaluation  was  assigned  to  the  Department  of 
Public  Welfare. 

Public  Awareness.  The  committee  found  information  on  mental  retarda- 
tion being  disseminated  by  PARC  Chapters,  but  found  the  programs  lacking 
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continuity  and  professional  polish.  It  recommended  that  mental  health  centers 
by  1971  each  employ  a mental  health/mental  retardation  public  educator. 


Prog:ram  Recommendations  of  the  Region  II  Committee 

Prevention . Taking  full  advantage  of  available  Appalachia  or  Economic 
Opportunity  Act  funds,  the  committee  said,  the  state  or  other  agencies  should 
establish: 

1.  A pre-  and  post-natal  clinic  at  a Meadville  Hospital,  to  serve 
Crawford  County. 

2.  Several  clinics,  of  all  types,  in  the  depressed  densely  populated 
Shenango  Valley  urban  complex. 

3.  Pre-  and  post-natal  clinics  in  the  three  hospitals  serving  Clarion, 
Forest  and  Venango  counties;  and  one  "well-child  conference"  in 
southern  Venango  County . 

4.  Pre-  and  post-natal  clinic  at  Warren  General  Hospital  in  Warren. 

The  committee  said  more  clinic  hours  and  more  public  health  nurses  are 
needed  just  to  maintain  existing  service  standards  for  the  next  10  years. 

Diagnosis . The  committee  recommended: 

1.  Construction  of  a complete  regional  diagnostic  and  evaluation 
center  at  Polk  State  School  and  Hospital,  between  1967  and  1971. 

2.  Diagnosis  and  evaluation  for  the  retarded  in  community  mental 
health  centers. 

Family  Counseling.  The  committee  recommended  every  community  mental 
health  center  have  at  least~one  staff  social  worker  knowledgeable  in  mental 
retardation  by  July,  1971;  and  one  more  such  professional  by  1975  for  every 
100,000  population  above  150,000  in  the  area. 

Home  Tra ining . The  committee  recommended  that  visiting  nurses  work 
with  homebound  retardates.  It  suggested  that  practical  nurses  be  recruited  and 
specially  trained  for  this  assignment. 

Edix:ational  Services.  The  committee  recommended  a substantial  increase 
in  preschool  day  care  classes  (limited  to  10  pupils  each),  trainable  classes  (13 
pupils)  and  educable  classes  (15  pupils)  in  the  region. 

Day  and  Residential  Care.  The  committee  favored  local  residential  care 
for  the  retarded  but  stressed  the  need  to  test  such  programs  and  to  set  standards 
for  them.  It  recommended  implan  en  tation  by  1967  of  four  suggestions  by  the  Task 
Force  on  Care  Away  from  Home,  that: 

1.  Residmtial  facilities  be  placed  in  parts  of  the  state  not  now 
adequately  served  from  point  of  geographical  convenience. 

2.  Priority  go  to  facilities  for  short-term  care. 

3.  Care  away  from  home  be  available  for  retarded  individuals  leaving 
sheltered  environments  for  "guided  work"  situations. 

4.  The  concept  of  cluster  of  homes  for  the  retarded  be  studied  and  if 
possible  implemented. 
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A residential  facility  in  Elk  County,  serving  Jefferson,  Elk,  Potter, 
and  Cameron  Counties  in  Region  II  and  Clearfield  County  in  Region  IV,  was 
recommended.  But  the  committee  strongly  preferred  that  units  in  the  facility' 
be  limited  to  25  beds,  not  45  as  suggested  by  the  Task  Force. 

If  this  plan  is  implemented,  the  committee  urged  that  Polk  State 
School  and  Hospital  serve  only  Erie,  Crawford,  Mercer,  Venango,  Forest,  Clarion, 
Warren  and  McKean  Counties  in  Region  II  and  Lawrence,  Butler  and  Armstrong  in 
Region  I . 


The  committee  approved  the  construction  application  of  the  Erie 
Exceptional  Children  Educational  Center  for  a 52-bed  residential  facility. 

Institutional  Care.  The  committee  thought  existing  institutions  would 
be  adequate  if  community  short-term  and  long-term  residential  facilities  were 
established . 

Sheltered  Workshops . The  committee  regarded  a "multi-disciplinary 
regional  workshop"  as  a stopgap  while  local  facilities  are  created.  It 
recommended  development  of  such  a regional  workshop  in  Erie. 

The  committee  urged  that  each  catchmmt  area  have  at  least  one 
sheltered  workshop.  It  saw  this  local  rehabilitation  center  as  the  hub  of 
services  for  the  mentally  retarded,  providing  them  itself  or  coordinating  them. 

The  committee  further  recommended  that: 

1.  Workshop  programs  include  trade  training, 

2.  All  sheltered  shops  consider  serving  the  multiple  handicapped, 

3.  Cooperative  workshop- Junior  Achievement  programs  be  tried, 

4.  Every  major  community  develop  as  many  post-school  workshop 
programs  as  possible,  and  that  the  Commonwealth  support  them. 

5.  Funds  be  given  to  the  Department  of  Public  Instruction  to  pay 
tuition  of  about  $1000  a year  per  trainee  to  acceptable  workshops. 

6.  Professional  staff  from  community  mental  health  centers  and 

public  schools  be  available  part  time  to  the  workshops. 

7.  The  Department  of  Labor  and  Industry  and  the  Office  of  Mental 

Health  explore  the  practicability  of  having  industry  loan  young 
administrators  to  workshops  for  one  year  periods. 

8.  State  agencies  encourage  appointments  of  individual  administrators 
to  direct  two  or  more  neighboring  workshops. 

Employment  Services . The  committee  recommended  that  the  Bureau  of 
Vocational  Rehabilita  tion  thoroughly  examine  its  role  in  services  to  retardates; 
that  it  aid  more  retardates  with  "questionable  prognosis;"  that  its  counselors 
of  retardates  not  be  evaluated  in  the  same  manner  as  counselors  working  with  phy- 
sically handicapped;  and  that  counselors  have  inservice  training  on  retardation. 

Community  Services.  The  committee  was  unable  to  determine  quantita- 
tively what  medical  services  were  needed.  It  found  psychiatric  care  generally 
inadequate,  but  felt  that  once  community  mental  health  services  are  available 
to  the  general  public  they  will  be  available  also  to  the  mentally  retarded. 
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REGION  III 


Blair  Cambria 
Bedford  Somerset 


How  the  Region  III  Committee  Saw  the  Broad  Issues 

The  Goal.  The  committee's  goal  was  to  help  the  mentally  handicapped 
become  contributing  members  of  society,  by  promoting  understanding  of  them  in 
the  community  and  by  providing  comprehensive  services  to  them. 

Needs  and  Gaps . Even  with  four  state  facilities,  the  region  was  found 
to  lack  comprehensive  care.  The  committee  assigned  top  priority  to  "urgently" 
needed  training  and  occupational  programs,  but  also  found  a serious  lack  of 
rehabilitative  services  and  community  sheltered  residences. 

Special  Needs  of  Children.  The  committee  urged  construction  of  a 
Regional  Children's  Hospital  similar  to  existing  ones  in  Philadelphia  and 
Pittsburgh,  possibly  at  Altoona  or  Johnstown.  Such  a hospital,  it  said,  would 
help  attract  badly  needed  personnel  to  the  region. 

Coordination.  The  committee  recommended  mental  retardation  centers 
for  each  of  the  region's  three  catchment  areas,  housed  when  possible  with 
community  mental  health  centers.  Wherever  housed,  the  centers  would  closely 
coordinate  their  services  with  those  of  mental  health  centers  and  other  agencies 

Role  of  Public  Schools.  The  committee  felt  that  schools  should  seek 
to  identify  the  mentally  retarded  as  they  begin  classes,  and  re-evaluate  them 
periodica lly . 

Community  vs.  Institutional  Care.  The  comma' ttee  proposed  community- 
based  residential  care  for  the  moderately  and  mildly  retarded,  but  assigned 
responsibility  for  long  term  care  of  the  severely  retarded  to  state  institutions 

Man  power . To  attract  qualified  professionals  to  areas  with  little 
academic  or  cultural  stimulus  is  not  easy,  the  committee  acknowledged,  but  for 
the  long  term  it  suggested; 

1.  Basic  training  in  causes  and  treatment  c ''  mental  retardation 
at  hospitals  and  universities. 

2.  Field  work  in  the  region  for  third-year  residents  in  psychiatry 
from  medical  centers  in  Pittsburgh  and  Philadelphia. 

3.  Simplified  short  courses  and  seminars  for  attendants  and  other 
a ides . 

4.  Summer  employment  of  university  and  high  school  students,  and 
their  year-round  employment  as  volunteers. 

5.  A state  college  at  Somerset  emphasizing  social  service  fields. 

6.  Higher  professional  standards  and  salaries  in  state  institutions. 

Resea rch.  The  committee  said  the  state  should  work  through  regional 
planning  and  catchment  area  boards  to  develop  research  programs  at  the  community 
1 evel  . 

Funding . The  committee  saw  mental  retardation  services  supported  by  a 
mixture  of  federal,  state  and  local  public  funds,  private  donations  and  fees  for 
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services.  It  was  reluctant  to  consider  spending  local  funds  for  construction  in 
economically  deprived  areas,  where  it  looked  to  "Appalachia”  and  Economic  Oppor- 
tunity Act  funds  to  help. 

Public  Awareness.  The  committee  gave  high  priority  to  public  education 
programs  coordinated  and  developed  by  the  mental  retardation  centers. 


Program  Recommendations  of  the  Region  III  Committee 


Prevention . Assigning  this  "high  priority",  the  committee  looked  to: 

1.  24-hour  resident  staffing  of  hospitals. 

2.  More  home  visiting  nurses. 

3.  Expanded  hospi ta 1 -based  pre-  and  post-natal  clinic  services. 

4.  Planned  parenthood  information,  presented  in  "mothers'  classes" 
and  child  guidance  clinics. 

5.  Educational  campaigns  in  economically  deprived  areas  to  acquaint 
the  public  with  available  services  and  explain  the  importance  of 
pre-  and  post-natal  care. 

Detection  and  Case-f inding . The  committee  looked  to: 

1.  Training  for  gatekeeper  professionals  in  recognition  of  mental 
reta  rda  tion . 

2.  Professional  specialists  to  evaluate  reading,  sight,  speech  and 
hearing  problems. 

3.  Compulsory  tests  for  metabolic  disorders. 

4.  Expanded  health  services,  including  five-year  follow-up  of  "high 
risk"  cases. 

Dia gnos is . The  committee  looked  to: 

1.  A proposed  comprehensive  regional  diagnostic  center  at  Cresson 
State  School  and  Hospital. 

2.  Development  of  clinical  services  at  local  educational  institutions. 

Family  Counseling.  The  committee  felt  community  mental  retardation 
centers  should  retain  social  workers  for  counseling,  follow-up,  and  coordination 
of  services  provided  by  the  center  and  other  community  agencies. 

Educational  Services.  The  committee  looked  to  the  public  schools  to 
set  standards  and  to  provide:~ 

1.  Nursery  classes  in  social  adjustment  and  school  readiness,  begin- 
ning as  early  as  age  two. 

2.  A program  for  all  mentally  retarded  children  from  nursery  school 
through  secondary  school,  with  separate  classes  for  trainables. 

3.  Special  education  classes  for  "dropouts"  as  part  of  an  adult 
education  program. 


-123- 


Day  and  Short-Term  Care.  The  committee  looked  to: 


1.  Custodial  day  care  classes  provided  by  the  public  school  system. 

2.  Cresson  and  Ebensburg  State  Schools  and  Hospitals  to  provide 
short-term  and  emergency  care. 

3.  Small  residential  homes  established  by  each  community  mental 
retardation  center. 

4.  Expanded  foster  home  programs  under  existing  agencies. 

Long-Term  Residential  Care.  The  committee  looked  to: 


1.  State  Schools  and  Hospitals. 

2.  Small  sheltered  residences  for  mildly  or  moderately  retarded 
working  persons,  in  Bedford,  Blair  and  Cambria  Counties. 

3.  Halfway  houses  for  mildly  and  moderately  retarded  persons  under- 
going vocational  training  in  Bedford  and  Blair  Counties. 

4.  Expansion  of  the  Somerset  County  Home  to  increase  services  to 
older  working  retardates. 

5.  Foster  home  and  group  home  programs  administered  by  the  community 
mental  retardation  center  in  Cambria  County. 


Institutional  Care.  The  committee  found  institutional  care  adequate 
in  most  areas,  but  emphasized  the  need  for  well-rounded  programs  including 
social  and  recreational  activities,  occupational  training,  job  placement  and 
health  services  equal  to  the  community's  best.  It  felt  that  psychiatric  care 
should  be  provided  within  the  institution,  not  only  by  transferring  retardates 
to  mental  hospitals. 

Sheltered  Workshops.  The  committee  reported  a serious  lack  of 
vocational  and  rehabilita  tive  services,  urging: 

1.  Expansion  of  existing  sheltered  workshops  in  Bedford  and  Blair 
Counties  . 

2.  Establishment  of  vocational  programs  at  state  schools  and 
hospi  tals  . 

3.  A sheltered  workshop  program  as  part  of  a proposed  sheltered 
residence  in  Somerset  County. 

4.  Encouragement  of  Goodwill,  Inc.,  of  Johnstown,  to  establish 
centers  for  trainable  and  educable  retardates  in  its  program 
for  multi-handicapped. 

Ideally,  the  committee  noted,  sheltered  workshops  should  provide 
activity  programs,  vocational  training,  supportive  services  and  job  placement. 

Employment  Services.  The  committee  felt  placement  services  should  be 
developed  through  existing  agencies  by  the  mental  retardation  center  staff. 

Community  Services . Medical  and  dental  care  prosthetic  devices  should 
be  provided  at  community  hospitals,  the  committee  felt,  but  hyperactive  retard- 
ates should  receive  them  at  Cresson  State  School  and  Hospital.  Psychiatric  care 
was  thought  best  provided  by  community  mental  health  centers. 
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The  committee  said  camping  programs  should  be  developed  and  coordinated 
by  the  mental  retardation  centers,  using  existing  facilities  in  state  parks. 


REGICN  IV 


Bradford 

Center 

Clearfield 

Clinton 

Columbia 


Huntingdon 

Juniata 

Lycoming 

Mifflin 

Montour 


Northumberland 

Snyder 

Sullivan 

Tioga 

Union 


How  the  Region  IV  Committee  Saw  the  Broad  Issues 


The  Goa  1 . The  committee's  goal  was  continuous  care  throughout  life;  , 
accurate  diagnosis,  continuing  evaluation,  and  services  to  enable  each  retardate 
to  take  part  as  fully  as  possible  in  community  life. 

Needs  and  Gaps.  The  committee  found  a formidable  lack  of  facilities 
and  personnel”  and  a need  for  sheltered  workshops  especially.  It  found  communi- 
ties in  economically  depressed  areas  reluctant  to  spend  for  construction. 

Children's  Services.  The  committee  called  for  a Children's  Hospital 
to  provide  services  to  central  Pennsylvania  and  to  attract  badly  needed 
pe  rsonnel . 


Mental  Retardation  Centers.  The  committee  recommended  mental 
retardation  centers  for  Sayre,  Clearfield,  Bloomsburg,  Lewistown,  State  College 
and  Williamsport,  and  branch  centers  in  Huntingdon,  Shamokin  and  Lewisburg. 

Coordina  tion . The  committee  saw  the  first  task  of  regional  boards  to 
be  a strong  drive  for  coordination  of  the  activities  of  the  state,  mental  health 
centers,  mental  retardation  centers,  universities  and  local  agencies. 

Community  vs  Institutional  Care.  The  committee  felt  that  long  term 
care  for  thi  severely  retarded  is  best  provided  in  state  schools  and  hospitals, 
but  urged  community  group  and  foster  homes  for  the  moderately  retarded. 

Role  of  the  Public  School.  The  committee  recommended  uniform  standards 
in  public  schools  for  spe  cial  ’education  programs,  teacher  certification  and 
salaries.  It  urged: 

1.  Classes  for  retarded  children  beginning  as  early  as  age  two. 

2.  That  retarded  children  who  can  benefit  be  allowed  to  remain  in 
school  until  age  21. 

3.  That  teachers  have  specially  trained  aides  to  handle  non-teaching 
chores . 

4.  Work-study  programs  for  older  students,  with  a half  day  in  classes 
and  a half  day  working. 

The  committee  gave  priority  to  "socio -culturally  deprived"  areas,  and 
recommended  seeking  Economic  Opportunity  Act  and  Appalachia  Act  funds  for 
services  in  them. 

Manpower . The  committee  saw  manpower  shortages  as  the  greatest  block 
to  progress.  For  the  long  range  it  suggested  higher  salaries  coupled  with  infor- 
mation programs.  To  fill  immediate  gaps,  it  urged  better  coordination  of  services 
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as  the  best  approach. 


Research.  The  committee  recommended  a "director  of  research"  for 
each  state  school.  It  suggested  seeking  support  from  local  universities  and 
the  Central  Pennsylvania  Research  Council,  and  called  for  improved  methods  of 
data  collection  in  hospitals  and  clinics. 

Funding.  The  committee  called  for  a mix  of  federal,  state  and  local 
funds,  private  donations  and  fees  for  service,  and  suggested  a combined  federal- 
state  share  of  90%  in  economically  depressed  areas. 

Public  Awareness . The  committee  recommended  that  mental  retardation 
centers  employ  a "regional  educator"  to  carry  out  public  information  services. 


Program  Recommendations  of  the  Region  IV  Committee 

Prevention.  The  committee  recommended: 

1.  More  pre-  and  post-natal  and  well-baby  clinics. 

2.  24-hour  resident  staffing  of  all  hospitals. 

3.  A referral  system  among  hospitals,  clinics  and  retardation  centers 
for  "high  risk"  cases. 

4.  Compulsory  tests  for  metabolic  disorders. 

Detec  tion  . The  committee  called  for: 

1.  Weekly  visiting  clinics  in  rural  areas. 

2.  Training  programs  for  professionals  in  fields  related  to  mental 
retarda  tion . 

3.  Expanded  pre-school  testing  in  Clearfield,  Huntingdon,  Juniata, 
and  Mifflin  Counties. 

Dia gnosis . The  committee  looked  to: 

1.  A mental  retardation  center  planned  for  Sayre,  to  serve  Bradford 
and  Sullivan  Counties. 

2.  A mental  retardation  center  in  Clearfield. 

3.  Coordination  of  existing  services  in  Lycoming,  Tioga,  Clinton, 
Centre,  Columbia,  Montour,  Northumberland,  Snyder  and  Union  Counties 
C o unt  i es  . 

4.  Hershey  Medical  Center,  in  Centre  County. 

5.  A complete  diagnostic  and  evaluation  center  for  Huntingdon, 

Juniata  and  Mifflin  Counties. 

Parent  Counseling.  The  committee  recommended: 

1.  Visiting  teams,  provided  by  mental  retardation  centers  for  parents 
in  the  catchment  areas. 

2.  A homemaking  service  under  welfare,  using  volunteer  help  under 
professional  direction. 
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Preschool  Day  Care.  The  committee  urged  that  the  Department  of  Public 
Instruction  or  the  Department  of  Public  Welfare,  or  both  together,  provide: 

1.  Nursery  and  special  education  classes  for  moderately  retarded 
children  from  age  four,  esp«ecially  in  ''deprived''  areas. 

2.  Nursery  and  special  education  classes  for  severely  retarded 
children  as  early  as  age  two. 

3.  Expansion  of  "enrichment"  programs  to  include  diagnosed  mentally 
retarded  children. 

Trainable  and  Educable  Classes.  The  committee  urged: 

1.  More  classes  in  all  counties. 

2.  Vocationally  oriented  programs  for  retarded  youngsters  in  grades 
9 to  12. 

3.  Technical  school  programs  for  dropouts  and  retarded  youngsters. 

4.  Special  adult  education  geared  to  dropouts. 

5.  Transportation  for  rural  classes. 

6.  Addition  of  speech  and  occupational  therapists  and  physical 
education  teachers  to  round  out  special  education  programs  in 
Huntingdon,  Juniata  and  Mifflin  Counties. 

Custodial  Day  Care.  The  committee  urged: 

1.  School  programs  to  supply  home  training  teachers  in  remote  areas 
of  Clinton,  Tioga,  Lycoming,  Huntingdon,  Juniata,  and  Mifflin 
Counties . 

2.  Expansion  of  existing  facilities  in  Lycoming  and  Centre  Counties. 

3.  Sheltered  workshops  to  provide  this  service  in  Bradford  and 
Sullivan  Counties. 

4.  Transfer  of  PARC  classes  to  the  Department  of  Public  Instruction 
in  Columbia,  Montour,  Northumberland,  Snyder  and  Union  Counties. 

5.  Day  care  as  part  of  the  proposed  mental  retardation  center  in 
Clearfield  County. 

Short  and  Long  Term  Residential  Care.  The  committee  recommended: 

1.  A 20-bed  residential  center  for  mild,  working  retardates  at  Sayre 
and  Towanda . 

2.  Foster  and  group  homes  in  Bradford,  Sullivan,  Lycoming,  Tioga, 
and  Clinton  Counties. 

3.  A 100-bed  home  in  Williamsport  in  serve  Lycoming,  Tioga,  and 
Clinton  Counties . 

4.  Short  term  services  at  Ebensburg,  Cresson  and  Laurelton  State 
Schools  and  Hospitals. 

5.  A 10-bed  home  in  Centre  County. 
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6.  Halfway  houses  at  Williamsport  (2)  and  Jersey  Shore,  and  two  more 
to  serve  Columbia,  Montour,  Northumberland,  Snyder  and  Union 
Counties . 

7.  Two  small  residential  homes  for  mildly  retarded  in  Lewistown  and 
Huntingdon . 

9.  A 20-bed  home  for  mildly  retarded  in  Clearf ield , County , and  three 
homes  to  serve  Columbia,  Montour,  Northumberland,  Snyder  and 
Union  Counties. 

Institutional  Care.  The  committee  found  institutional  care  generally 
adequate,  but  called  for  halfway  homes  and  foster  homes,  and  for  the  expansion 
of  county  homes  to  provide  emergency  care  for  older  retarded  persons. 

Sheltered  Workshops . The  committee  found  only  two  sheltered  work- 
shops in  the  Region's  15  counties. 

It  recommended  a sheltered  workshop  in  Williamsport,  with  branches  in 
Wellsboro  and  Lock  Haven;  a workshop  serving  Bradford  and  Sullivan  Counties;  one 
in  central  Northumberland  County,  with  a branch  in  Bloomsburg;  one  in  Huntingdon, 
and  another  in  Clearfield  County. 

It  urged  expansion  of  a proposed  program  for  the  blind  in  Juniata 
County  to  include  mentally  retarded  clients. 

Employment  Services.  The  committee  thought  the  mental  retardation 
center  should  coordinate  placement  programs. 

Community  Services.  The  committee  thought  community  hospitals  and 
clinics  could  supply  medical  and  dental  care;  mental  health  centers,  psychiatric 
care;  community  groups,  social  and  recreational  programs.  It  urged  the  use  of 
volunteers  as  much  as  possible  in  mental  retardaticn  programs. 


REGION  V 


Lackawanna  Susquehanna 

Luzerne  Wayne 

Pike  Wyoming 

How  the  Region  V Committee  Eva  1 ua  ted  the  Broad  Issues 

The  Goal . The  committee's  goal  was  "total"  assistance  throughout  life 
for  the  retarded:  Education,  vocational  training,  job  placement,  individual  and 
family  counseling. 

Needs  and  Gaps.  The  committee  found  services  "uneven  and  wanting"  in 
larger  communities  and  severely  deficient  in  rural  areas.  Pike,  Susquehanna, 
Wayne  and  Wyoming  Counties  had  no  services  at  all. 

Coord  ina  tion . The  committee  did  not  object  to  sharing  services  and 
staff  with  mental  health  centers,  remarking  that  money  was  too  scarce  "to  waste 
or  fight  over. " 

Community  Mental  Retardation  Center.  The  committee  saw  the  centers  as 
"command  posts,"  coordinating  services  of  sheltered  workshops,  day  care  and 
residential  homes.  It  saw  one  center  serving  Susquehanna  and  Wyoming  Counties, 
two  serving  Lackawanna  County  and  three  serving  Luzerne  County. 
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Role  of  Public  Schools.  The  committee  commiended  the  schools  for  pro- 
viding classes  for  the  retarded,  but  decried  the  practice  of  dismissing  them  at 
age  16. 

Comimunity  vs  Institutional  Care.  The  committee  opposed  consigning 
children  to  institutions  to  be  "forgotten;"  favoring  community  services  such  as 
workshops,  family  counseling  and  day  care  to  relieve  burdened  parents. 

Manpower.  The  committee  strongly  endorsed  task  force  recommendations 
for  higher~iaTari es , the  use  of  student  volunteers,  and  more  and  better  college 
graduate  programs. 

Research.  The  committee  urged  studies  of: 

1.  Factors  in  underachievement  by  educable  pupils. 

2.  Relationships  between  mental  illness  and  academic  achievement. 

3.  The  effectiveness  of  special  education  methods. 

4.  Anxiety  in  retarded  children. 

5.  The  best  tim.e  to  enter  a retarded  child  in  a formal  school  program. 

6.  The  fate  of  retarded  children  leaving  school. 

Public  Awareness.  The  committee  endorsed  task  force  recommendations  on 
public  awareness,  and  also  suggested: 

1.  Organization  of  small  cells  of  leading  citizens  to  promote  aware- 
ness of  retardation. 

2.  Discussion  of  mental  retardation  in  elementary  and  secondary 
schools. 

3.  Encouraging  adolescent  volunteers  to  form  "one-to-one"  relation- 
ships with  retarded  children. 

4.  A shift  of  publicity  emphasis  from  severely  retarded  to  moderately 
and  mildly  retarded  children,  who  make  up  85%  of  the  total  and  who 
present  a more  "sympathetic"  image  to  the  public. 

5.  Abandonment  of  the  term  "mental  retardation"  for  one  that  is  less 
stigmatizing,  perhaps  "cerebral  dysfunction." 


Program  Recommendations  of  the  Region  V Committee 

Detec  ti  on.  The  committee  saw  no  lack  of  medical  professionals  in  the 
region  competent  to  detect  retardation,  but  did  urge  tests  at  birth  for  metabolic 
disorders . 

Diagnosis  and  Evaluation.  The  committee  felt  the  need  could  be  met  by 
Allied  Servic es  for  the  Handicapped,  Inc.,  Scranton,  in  its  proposed  diagnostic 
and  evaluation  center. 

Residential  and  Day  Care  and  Sheltered  Workshops.  The  committee  felt 
it  best  to  provide  services  Tn  a "package, " tied  together  by  community  mental 
retardation  centers.  It  envisioned  this  continuum: 
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To  relieve  overtaxed  parents  for  short  periods,  retarded  preschool 
children  could  be  left  at  the  center  while  the  parents  worked,  or  during  family 
emergencies . 


Communi ty -ba sed  residential  homes  would  provide  long  term  care,  and 
would  be  better  than  state  institutions  because  they  would  permit  more  normal 
living  conditions  and  more  frequent  contact  with  parents.  The  committee  saw: 

1.  Halfway  homes  where  older  retardates  could  meet  socially,  form 
clubs,  learn  arts  and  crafts;  in  effect,  havens  to  which  the 
retardates  could  return  when  pressures  became  too  great  in  the 
outside  world. 

2.  Homes  for  unmarried,  pregnant  retarded  girls. 

3.  Foster  homes  that  could  supply  the  love  and  protection  of  a family 
structure . 

Sheltered  workshops  would  pick  up  retarded  youths  as  they  left  school 
and  train  them  for  useful  occupations.  A counselor  on  the  workshop  staff  would 
help  them  find  and  hold  jobs  suited  to  their  abilities,  maintaining  contact  with 
them  after  they  have  left  the  workshop. 

At  the  diagnostic  and  evaluation  center  a record  would  be  kept  through 
out  of  the  retardates'  overall  progress  in  their  work  and  their  family  relation- 
ships . 

Educational  Services. 

A.  Preschool  Glasses.  The  committee  recommended  adding  special 
teachers,  psychologists,  social  workers  and  registered  nurses  to 
public  school  staffs,  to  provide  preschool  classes  at  less  cost 
than  institutional  care. 

B.  Trainable  Glasses.  The  committee  said  classes  for  trainable 
retardetes  should  not  exceed  eight  pupils,  and  what  teachers 
should  have  spec ia lly- tra ined  aides.  It  emphasized  that  retard- 
ates should  remain  in  school  until  age  21,  and  that  state  law 
should  be  amended  to  permit  this. 

C.  Educable  Classes.  The  committee  felt  educable  retardates  also 
should  stay  in  school  until  age  21,  with  re-evaluation  every  three 
or  four  years  . 

D.  Adult  Extension  Courses.  The  committee  recommended  evening 
courses  for  retardates  within  regular  adult  programs. 

Family  Counseling.  The  committee  assigned  counseling  to  the  diagnos- 
tic and  evaluation  center,  and  suggested  that  profe  ssionall-supervised  group 
discussion  among  parents  might  be  a useful  way  to  reinforce  individual  counseling 

Community  Services.  The  committee  thought  community  mental  health 
centers  would  supplv  Dsychiatric  care;  mental  retardation  centers,  backed  up  by 
local  hospitals,  medical  services,  and  also  recreational  services. 
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REGION  VI 


Berks 
Ca  rbon 
Lehigh 


Monro  e 

Northampton 

Schuylkill 


How  the  Region  VI  Committee  Evaluated  the  Broad  Issues 


The  Goal.  The  committee  aimed  for  a continuum  of  services  for  the 
retardate,  b eginning  the  moment  his  condition  is  detected  and-  continuing  through 
his  life,  available  in  or  near  his  community. 

Mental  Retardation  Center.  The  committee  felt  the  goal  would  be 
accomplished  best  by  using  one  central  agency  to  coordinate  existing  services  and 
develop  new  ones.  The  center  was  seen  as  a cluster  of  buildings  housing  a 
sheltered  workshop,  day  care  center,  and  small  units  for  short  term  or  long  term 
residential  care. 

Institutional  Care.  The  committee  felt  that  more  and  larger  state 
institutions  might  be  the  quickest  way,  but  not  the  best  way,  to  help  the  large 
number  of  retardates  awaiting  treatment.  It  favored  small  cottage-type  units 
housing  no  more  than  16  retardates  each. 

Help  for  Burdened  Parents.  The  committee  saw  a need  for  day  care 
centers  where  parents  could  feave  retarded  children,  even  those  below  trainability, 
for  short  periods. 

Role  of  Public  Schools . The  committee  recommended  that  retarded 
children  with  IQ's  above  50  be  placed  in  public  school  special  classes  and 
children  with  lower  IQ's  in  spearate  buildings  under  special  supervision. 

Research . The  committee  agreed  that  research  was  important  but  felt 
qualified  to  discuss  it  only  "superficially."  It  urged  studies  of: 

1.  Preventive  aspects,  from  a medical  viewpoint. 

2.  Teaching  methods  used  in  public  schools. 

3.  The  question  of  mixing  retarded  children  with  normal  or  otherwise 
handicapped  children. 

4.  Recreation  for  the  retarded,  especially  to  develop  instructional 
materials  in  such  skills  as  dancing,  dramatics,  swinming,  arts  and 
crafts  . 

5.  Ways  of  bringing  the  retarded  into  the  community. 

Funding . The  committee  saw  mental  retardation  service  funded  jointly 
by  federal,  state  and  local  governments,  by  private  giving  and  by  charges  for 
services . 


Public  Awareness.  The  committee  believed  greater  community  under- 
standing was  needed  to  bring  the  retarded  closer  to  community  life  and  looked  to: 

1.  Expanded  use  of  mass  media  as  the  "single  most  effective  tool" 
for  informing  the  public. 

2.  Teaching  basic  facts  about  retardation  in  elementary  and  secondary 
schools . 

3.  Local  retardation  association  speakers'  bureaus  for  talks  to 
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fraternal  organizations,  veterans'  groups,  PTAs,  professional  and  other  groups. 

Pensions  and  Tax  Exemptions  . The  coininittee  urged  pensions  and  tax 
benefits  for  the  retarded  similar  to  those  for  the  blind. 

Personal  Records.  The  committee  recommended  that  a permanent  record 
be  kept  of  all  retardates,  in  a central  file  available  to  authorized  agencies. 


Program  Recommendations  of  the  Region  VI  Committee 


Prevention . The  committee  looked  to: 

1.  Family  agencies  to  disseminate  information  on  birth  control  and 
pre-  and  post-natal  care. 

2.  Schools  and  colleges  for  courses  in  mental  retardation  for  medical 
students,  teachers,  nurses,  social  workers  and  psychologists. 

3.  Maximum  antiseptic  care  in  all  hospitals  to  prevent  virus  and 
other  infections. 

4.  Routine  testing  for  metabolic  disorders. 

5.  Hospitals,  schools  and  other  agencies  to  keep  complete  and  contin- 
uous medical  records  of  every  child,  as  potential  sources  of  data 
on  the  causes  of  mental  retardation. 

Diagnosis.  The  committee  assigned  high  priority  to  the  establishment 

of  two 
mental 

Day  and  Residential  Care.  The  committee  looked  to: 

1.  Construction  of  six  mental  retardation  centers,  second  in  priority 
only  to  the  diagnostic  and  evaluation  centers. 

2.  Foster  homes  for  retarded  children. 


diagnostic  and  evaluation  centers  for  all  types  of  brain  disorders  and 
disturbances,  one  in  the  Allentown-Bethlehem  area  and  one  in  Reading. 


3.  Halfway  homes  for  older  retardates  during  rehabilitation. 

The  committee  stressed  the  importance  of  orienting  mental  retardation 
centers  to  the  community.  It  suggested  that  local  groups  and  citizens  be 
involved  in  daily  programs. 

Educa tion . The  committee  felt  it  belonged  in  the  public  schools. 


A.  Preschool  Classes . The  committee  suggested: 

1.  That  entrance  age  vary  from  four  to  10  years  depending  on 
individual  traits. 

2.  That  classes  not  exceed  10  pupils,  and  that  every  teacher  have 
a specially  trained  aide. 

3.  That  teachers  be  required  to  meet  state-approved  standards  for 
special  education. 

B.  Trainable  Classes.  The  committee  suggested: 

1.  That  classes  be  limited  to  10  pupils  each. 
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2.  That  one  male  and  one  female  aide  assist  each  teacher  in 
classes  for  older  children. 

3.  That  classes  be  divided  into  three  groups  reflecting  the 
pupils'  chronological  age. 

4.  That  aides  be  required  to  take  training. 

5.  That  trainables  be  kept  in  school  to  age  21,  unless  a quali- 
fied team  believe  they  could  benefit  from  sheltered  voca- 
tional training. 

6.  That  teachers  be  specially  certified. 

C.  Educable  Classes.  The  com'm.ittee  suggested; 

1.  Ttiat  class  size  range  from  five  to  15  pupils 

2.  That  educable  youths  who  cannot  find  employment  be  kept  in 
school  to  age  21. 

3.  That  a social  worker  or  employment  counselor  be  assigned  to 
each  pupil  as  he  leaves  school. 

D.  Adult  Classes.  The  committee  suggested  evening  classes  for 

retarda tes  in  regular  adult  education  programs. 

Sheltered  Workshops.  The  committee  recommended  construction  of  six 
sheltered  workshops  lodged  with  the  day  and  residential  care  facilities.  Work- 
shop structure  would  depend  on  localized  comm.unity  needs. 

Family  Counseling.  The  committee  said  family  counseling  was  a 
necessity  and  should  be  available  at  both  mental  retardation  and  diagnostic 
centers.  It  urged  that  counseling  be  done  in  emergencies,  not  just  by  appoint- 
ment . 

Employment  Services  . The  committee  saw  placement  as  a responsibility 
of  sheltered  workshops  and  urged  a close  tie-in  with  the  Pennsylvania  Bureau  of 
Employment  Services  and  the  Bureau  of  Vocational  Rehabilitation. 

Community  Services.  The  committee  felt  that  a full  range  of  medical 
and  psychiatric  services  should  be  available  either  through  the  community  mental 
health  centers  or  the  diagnostic  centers. 


REGION  VII 

Bucks  Montgomery 

Chester  Philadelphia 

Delaware 

How  the  Region  VII  Committee  Evaluated  the  Broad  Issues 

The  Goal.  The  committee's  goal  was  comprehensive  care,  a broad  range 
of  services  taking  into  account  the  social,  cultural,  medical  and  educational 
ramifications  of  mental  retardation. 

Comprehensive  Care.  The  committee  considered  comprehensive  care  to 
include  prevention , detec tion,  parent  counseling,  day  care,  trainable  and  educa- 
ble classes,  residential  care,  vocational  service,  medical,  dental  and 
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psychiatric  services  and  recreational  services. 

Needs  and  Gaps.  The  committee  found  existing  services  in  all  elements 
of  comprehensive  care,  but  none  sufficient  to  meet  the  needs.  Diagnostic,  day 
care  and  residential  services  were  most  seriously  lacking. 

Coordinat  ion . Because  many  services  for  the  mentally  ill  and  mentally 
retarded  are  similar,  the  committee  felt  it  impractical  and  undesirable  to 
separate  them  and  recommended  housing  them  under  the  same  roof  wherever  possible. 

Priorities . The  committee  decided  that,  barring  gross  deficiency  in 
some  element  of  service,  priorities  in  each  county  should  be:  1)  diagnosis  and 
evaluation,  in  conjunction  with  oarent  counseling;  2)  vocational  training;  3)  day 
care;  4)  institutional  care,  and  5)  preschool  services. 

Community  vs.  Institutional  Care.  Wherever  possible,  the  committee 
felt,  elements  of  comprehensive  care  should  be  available  in  the  community.  If  so, 
it  felt,  fewer  retardates  would  have  to  be  institutionalized. 

Role  of  Public  Schools.  The  committee  asked  the  state  to  accept 
responsibility  to  educate  all  retarded  children  who  can  be  educated,  and  to 
provide  day  care  for  those  who  do  not  meet  classroom  trainability  standards. 

Noting  that  many  school  systems  do  not  provide  for  retarded  children 
younger  than  eight,  the  committee  urged  that  the  mandatory  age  for  admitting 
retarded  children  to  special  classes  or  day  care  centers  be  lowered  to  five. 

It  was  the  committee's  impression  that  most  retarded  youngsters  are 
dismissed  at  16.  It  urged  that  youngsters  be  allowed  to  stay  in  school  to  age  18 
and  that  school -sponsored  workshops  prepare  them  for  employment. 


Mental  Retardation  in  a Broader  Social  Con  text . 

The  committee  thought  retardation  inextricably  linked  to  poverty- 
associated  problems  such  as  prematurity  and  high  infant  mortality,  the  committee 
urged  priority  development  of  pre-natal  and  well-baby  clinics,  immunization 
programs,  family  counseling  and  day  care  in  economically-depressed  areas. 

Temporary  Institutionalization.  Opportunities  for  temporary  care 
during  family  crises  would  enable  more  parents  to  keep  retarded  children  at  home, 
the  committee  felt. 

State  Institutions.  The  committee  expressed  concern  at  the  overcrowd- 
ing and  low  per  diem  allowance  at  Pennhurst  State  School  and  Hospital.  It  urged 
a study  of  the  state  schools,  aimed  at  expanding  their  programs  and  services.'  It 
also  recommended  a review  of  waiting  lists  for  state  and  private  institutions  to 
use  if  they  accurately  reflect  the  numbers  of  persons  needing  care. 

Standards . The  committee  recommended  that  a study  be  made  to  esta- 
blish standards  of  care,  precise  nomenclature  and  reliable  reporting  forms  in 
mental  retardation. 

Licensing  of  Private  Institutions . The  committee  urged  closer  super- 
vision of  state-licensed  private  homes  for  the  retarded,  and  a requirement  for 
rehabilitative  programs  as  well  as  fire  and  safety  and  sanitation. 

Program  Evaluation.  The  committee  assigned  responsibility  for  program 
evaluation  to  proposed  regional  boards,  suggesting  that  they  report  to  the  State 
Council  on  Human  Services  to  get  state  departments  working  together. 
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Research.  The  committee  urged  that  a research  coordination  be  esta- 
blished under  the  Council  on  Human  Services. 


Manpower . The  committee  found  the  manpower  shortage  acute,  and  felt 
it  would  grow  worse  as  services  for  the  retarded  expanded.  It  recommended: 

1.  Higher  salaries,  especially  in  state  schools. 

2.  Greater  emphasis  on  use  of  non-professional  personnel,  and  greater 
financial  support  for  inservice  training  programs  for  them. 

3.  Short  courses  in  retardation  for  professional  psychologists, 
social  workers,  rehabilitation  counselors,  teachers  and  physicians. 

4.  High  school  projects  and  visits,  summer  employment  and  volunteer 
programs  for  college  students,  to  help  win  the  interest  of  young 
people. 

5.  Ancillary  use  of  middle-aged  women  who  have  successfully  raised 
families,  of  retired  men  and  women,  and  of  disabled  men  who  cannot 
maintain  conventional  work  schedules. 

6.  Training  in  retardation  at  large  teaching  medical  centers. 

7.  Educational  programs  and  challenging  research  opportunities  for 
state  school  and  hospital  staffs,  perhaps  in  coordination  with 
large  medical  teaching  centers. 

Public  and  Professional  Awareness.  The  committee  believed  greater 
public  and  professional  awareness  is  needed  to  make  mental  retardation  planning 
succeed.  It  stressed  a need  for  educating  medical  and  non-medical  professionals, 
who  would  be  needed  to  lead  public  information  campaigns.  The  committee  recom- 
mended : 

1.  A permanent  public  affairs  advisory  board  with  a voice  at  the  top 
policy  level  of  state  mental  retardation  planning. 

2.  An  adequate  public  information  staff  in  the  Division  of  Mental 
Retards  tion . 

3.  A public  information  specialist  for  each  region,  to  channel 
information  to  and  coordinate  the  services  of  public  and  profes- 
sional groups. 

4.  Local  public  affairs  advisory  committees. 

For  education  of  medical  and  non-medical  professionals,  the  committee 

urged : 


1.  A state  agency  to  train  and  counsel  professionals  working  with  the 
retarded . 

2.  An  expert  state  advisory  board  to  report  to  the  Commissioner  of 
Mental  Health  on  new  developments  in  protection,  diagnosis  and 
mana  gement . 

3.  Intensive  campaigns  by  county  medical  societies  to  familiarize 
general  practitioners  with  the  latest  facts  on  prevention  of 
retards  tion. 

4.  Use  of  state-paid  psychiatric  residents  in  state  schools  for  the 
mentally  retarded. 
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5.  Training  in  home  care  of  the  retarded,  for  practical  nurses, 
nurses  aides  and  homemakers. 

6.  Special  grants  for  hospital  nursing  schools  that  give  courses  in 
mental  retardation  and  require  students  to  spend  training  time  in 
institutions  for  the  retarded. 

7.  Conferences  conducted  by  the  Office  of  Mental  Health  to  acquaint 
clergy  with  the  needs  of  retarded  individuals  and  their  families. 

8.  Public  aid  for  ministerial  candidates  who  do  field  work  in 
institutions  for  the  retarded. 

9.  Stress  on  mental  retardation  in  social  work  courses. 

10.  Case  conferences  and  seminars  for  classroom  teachers  on  new  ways 
to  teach  slow  learners. 

11.  Tuition -f ree  workshops  for  school  counselors  on  vocational  needs 
of  the  retarded. 

For  education  of  the  general  public,  the  committee  suggested: 

1.  Use  of  mass  media  to  publicize  sources  of  information  for  parents, 
personnel  needs  and  opportunities  in  mental  retardation,  legisla- 
tion affecting  the  retarded,  known  preventive  measures,  research 
progress,  and  community  and  governmental  budgeting  for  retardation 
se  rvice  s . 

2.  That  business  and  industrial  groups  be  asked  to  support  public 
information  campaigns. 

3.  That  mental  retardation  professionals  speak  to  community  groups, 
teach  adult  education  courses  and  prepare  pamphlets  on 
retards  tion . 

4.  Visits  to  institutions  for  the  retarded  by  volunteer  groups, 
especially  students,  women's  clubs,  service  clubs  and  welfare 
agencie  s . 

5.  Professionally  supervised  high  school  student  projects  in  insti- 
tutions for  the  retarded. 

6.  Displays  at  special  events  such  as  professional  conferences  and 
sta  te  fairs . 


Program  Recommendations  of  the  Region  VII  Committee . 

Prey ention . In  general  the  committee  thought  prevention  lay  in  pre - 
and  post-natal  medical  guidance  and  in  organized  intervention  in  socio-cultural 
patterns  that  foster  a high  incidence  of  mental  retardation.  It  subscribed  to 
recommendations  of  the  Task  Force  on  Prevention,  but  added  an  extra  cause  of 
mental  retardation:  cultural  deprivation.  Beyond  this,  the  committee  made  no 
specific  recommendations,  but  did  report  on  existing  preventive  services.  Its 
detailed  assessment  is  in  the  full  committee  report  in  Appendix  2. 

The  committee  saw  these  services  as  inadequate,  especially  in  rural 
and  "depressed”  urban  areas,  and  gave  them  top  priority.  It  felt  they  could  be 
provided  by  training  of  professional  person  lel;  by  mandatory  testing  for  meta- 
bolic disorders;  in  well-baby  clinics  and  mc'ire  and  better  diagnostic  and 
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evaluation  centers. 


Diagnos tic . The  committee  looked  to: 

1.  Community  mental  health  centers  to  provide  complete  diagnostic  and 
evaluation  services  for  the  retarded  as  well  as  the  mentally  ill. 

2.  More  diagnostic  and  evaluation  centers  in  Bucks  and  Chester 
Counties . 

Family  Counseling.  The  committee  thought  counseling  could  be  provided 
by  schools,  clergymen,  soc ia 1 agencies,  physicians,  medical  center  personnel, 
voluntary  groups  and  others.  It  called  for  more  special  training. 

Day  Care.  The  committee  felt  day  care  should  be  provided  for  pre- 
school, school-age  and  adult  retardates  by  a variety  of  public  and  private 
agencies,  and  urged  es  tablishm.ent  of  preschool  day  care  centers  in  all  counties. 

Trainable  and  Educable  Classes.  The  committee  found  that  all  counties 
had  classes  for  educable  and  trainable  retardates,  but  said  more  classes  were 
needed.  It  called  for: 

1.  Lowered  school  admission  age. 

2.  More  teachers  trained  in  special  education,  especially  for  older 
retarda  tes  . 

Day  and  Residential  Care.  The  committee  found  custodial  day  care  and 
short  term  residential  care  very  TTmited  throughout  the  region,  especially  in 
Chester  and  Philadelphia  Counties.  It  called  for: 

1.  More  custodial  day  care  centers. 

2.  Acceptance  of  older  retardates  in  county  homes. 

3.  Short  term  residential  facilities  in  all  counties. 

Institutional  Care.  The  committee  recommended: 

1.  More  construction  to  take  care  of  waiting  lists  for  institutional 
care,  and  to  relieve  overcrowding  in  existing  facilities. 

2.  Establishment  of  standards  for  private  care. 

3.  Homes  for  defective  delinquents  under  15. 

Sheltered  Workshops  and  Employment  Services.  The  committee  assigned 
high  priority  to  sheltered  workshops  in  all  four  counties  and  called  for: 

1.  An  expanded  program  for  retardates  by  the  Bureau  of  Vocational 
Rehabil ita tion . 

2.  Education  of  employers  to  the  value  of  hiring  the  retarded  for  jobs 
they  can  handle. 

3.  Inclusion  of  the  retarded  in  the  slogan,  "Hire  the  Handicapped." 
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REGION  VIII 


Adams 

Cumberland 

Dauphin 

Franklin 

Fulton 


Lanca  s ter 
Lebanon 
Perry 
York 


How  the  Reg;ion  VIII  Committee  Evaluated  the  Broad  Issues 

The  Goal.  The  committee's  goal  was  comprehensive,  community  centered, 
life  span  care  for  retarded  citizens. 

Coordina  tion . The  committee  recommended  a coordinated  mental  health 
mental  retardation  center  for  each  mental  health  catchment  area.  One  of  its 
prime  functions  would  be  initial  diagnosis  and  screening.  All  educational  and 
and  counseling  services  would  be  coordinated  by  "public  health  educators,"  one 
employed  in  the  region  by  1967  and  two  more  by  1975. 

Priorities . The  committee  drew  three  priority  lists: 

1.  Ranking  of  counties  on  the  basis  of  general  background  factors, 
socio-economic  factors,  and  specific  need  factors:  Lancaster, 

York,  Dauphin,  Cumberland,  Lebanon,  Franklin,  Adams,  Perry  and 
Fulton  Counties,  in  that  order. 

2.  Ranking  of  counties  by  need  for  residential  care  facilities:  York, 
Lancaster,  Dauphin,  Cumberland,  Lebanon,  Franklin,  Adams,  Perry 
and  Fulton  Counties  in  that  order. 

3.  Ranking  of  counties  by  need  for  day  care  services:  Lancaster, 

York,  Dauphin,  Cumberland,  Lebanon,  Franklin,  Adams,  Perry  and 
Fulton  Counties. 


Mental  Retardation  in  a Broader  Social  Context.  The  committee  noted 
that  retardation  hits  disproportionately  hard  in  economically-deprived  groups, 
and  urged  a strong  drive  to  control  environmental  factors  contributing  to  it. 

Role  of  Public  Schools . The  committee  recommended  mixing  educable 
retarded  children  with  normally  intelligent  children  wherever  possible,  to 
provide  a broader  and  richer  program  for  the  retarded  children. 

Funding . The  committee  thought  heavy  state  and  federal  subsidies 
would  be  needed  at  first,  gradually  replaced  by  charges  to  "service -reques ting 
agencies"--business , industry,  county  or  municipal  governments  or  individuals. 
It  called  for  more  prepaid  health  insurance  in  this  field. 

Manpower.  The  committee  did  not  feel  qualified  to  make  recom- 
mendations on  manpower,  but  found  the  shortage  "acute". 

Public  Awareness.  The  committee  thought  the  community  mental  health 
centers  should  disseminate  information  to  the  public  about  mental  retardation. 


Program  Recommendation  of  the  Region  VIII  Committee 


Prevention . The  committee  found  that  of  21  hospitals  in  the  region, 
11  had  no  prenatal  clinics.  Of  23,653  mothers  delivered  in  one  year,  354  had  no 
prenatal  care  before  the  last  trimester  of  pregnancy.  The  committee  urged: 

1.  Development  of  model  prenatal  clinics  where  need  is  demonstrated, 
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2.  An  intensive  campaign  to  motivate  women  to  seek  early  and  contin- 
uing prenatal  care. 

3.  A study  of  "high  risk"  groups  to  learn  why  women  lack  such  notiva- 
tion . 

4.  "Genetic  counseling"  at  the  proposed  Child  Study  Center  serving 
the  region. 

5.  Routine  tests  for  metabolic  disorders,  free  for  those  who  cannot 
afford  to  pay. 

Diagnostic  Services.  The  committee  found  diagnostic  services  inade- 
quate and  noted  that  its  annual  caseload  of  150  to  300  qualified  the  region  for 
a diagnostic  center. 

It  recommended  a regional  diagnostic  center,  encompassing  research,  to 
be  called  a "Child  Study  Center;"  housed  in  a new  building  to  be  erected  between 
1967  and  1971  on  the  west  shore  of  the  Susquehanna  River,  perhaps  in  a special 
wing  of  a proposed  new  residential  facility  for  the  mentally  retarded.  This 
center  would  accept  all  children  suspected  to  deviate  from  normal  patterns  of 
growth  and  development,  alternating  clinic  hours  between  mentally  ill  and 
mentally  retarded  children  referred  by  community  mental  health/mental  retardation 
centers,  physicians,  agencies  or  schools. 

The  center  would  associate  itself  with  the  Hershey  Medical  Center. 

It  would  be  state-operated  and  supported,  offering  care  on  an  ability-to-pay 
basis. 

After  diagnosis,  the  center  would  refer  children  back  to  the  referral 
source  for  care.  Special  pains  would  be  taken  to  assure  that  patients  are  not 
"lost"  at  this  point. 

Family  Counseling.  The  committee  found  that  some  counties  had  family 
counseling,  but  none  had  enough  to  meet  the  need.  It  felt  that  teachers  of 
special  education,  family  physicians,  public  health  nurses  and  school  guidance 
counselors  were  all  potential  sources  of  family  counseling.  For  coordination, 
the  committee  looked  to: 

1.  One  or  more  state  agencies  to  provide  intensive  training  for 
teachers,  nurses  and  clergy. 

2.  A "service  coordinator"  at  the  mental  retardation  center,  trained 
in  both  mental  health  and  mental  retardation,  to  refer  patients 
to  appropriate  agencies  for  information  and  guidance. 

Home  Training.  The  committee  hoped  there  could  be  three  public 
health  nurses  for  each  100,000  population  engaged  full  time  in  home  training  of 
the  retarded. 

Educational  Services.  The  committee  urged: 

1.  Integration  of  secondary  special  education  into  the  total  school 
system,  permitting  one  teacher  to  serve  two  special  education 
units  by  placing  retarded  children  in  other  programs  for  half  the 
day . 

2.  Special  diplomas  for  educable  students  who  complete  the  required 
years  of  attendance  in  special  education  programs. 
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3. 


Cooperative  school -workshop  and  work  experience  programs  for 
trainable  retardates.  The  committee  believed  it  unrealistic  to 
require  schools  to  hold  children  in  school  to  age  21  if  they 
could  profit  from  a work  atmosphere. 

4.  Follow-up  for  at  least  one  year  after  graduation  to  evaluate  the 
student  in  his  job,  providing  data  for  continuous  evaluation  of 
the  vocational  curriculum. 

Preschool  Classes . The  committee  looked  to: 

1.  Programs  under  the  Economic  Opportunity  Act. 

2.  Public  and  private  day  nursery  schools. 

3.  Public  school  programs  permitting  the  retarded  children  to  remain 
in  kindergarten  for  more  than  one  year. 

Institutional  Care.  The  committee  found  353  retardates  from  the 
region  on  waiting  lists  of  state  institutions.  Currently -planned  facilities, 
including  a 60-bed  home  being  built  in  Adams  County,  could  not  meet  the  need. 

The  committee  recommended  construction  by  1971  of  a state  school  and 
hospital  on  the  west  shore  of  the  Susquehanna  River,  housing  500  retardates  in 
30-bed  units.  It  would  provide  day  care  and  short  term  residential  care,  and 
also  would  house  the  proposed  Child  Study  Center. 

Day  Care.  The  committee  saw  a great  need  for  day  care  of  preschool 
retarded  children , and  those  of  school  age  who  are  not  acceptable  in  public 
school  programs.  It  felt  this  care  should  be  provided  cooperatively  by  the 
schools  and  the  community  in: 

1.  Preschool  programs  beginning  as  early  as  four  years,  seven  months. 

2.  Recreation  and  activity  centers  for  severely  retarded  youths  and 
adult  s . 

3.  Camping  programs.  The  committee  recommended  establishment  of  nine 
camps  by  1975. 

Short  Term  Care . The  committee  thought  short  term  care  should  be 
provided  in  state  schools  and  hospitals  and  in  community  homes  in  each  catchment 
area s . 


Long  Term  Care.  The  committee  recommended  foster  homes,  and  boarding 
homes  for  small  groups,  to  provide  long  term  residential  care. 

Sheltered  Workshops  and  Employment  Services.  The  committee  found  six 
sheltered  workshops  in  the~region,  with  varying  plans  and  standards  of  operation, 
[t  recommended  that  a joint  commission  be  formed  of  representatives  of  PARC  chap- 
ters, the  Office  of  Mental  Health  and  the  Bureau  of  Vocational  Rehabilitation  to 
develop  programs  and  standards  for  sheltered  workshops  serving  the  retarded. 

The  committee  felt  that  five  types  of  services  should  be  included  in 
a sheltered  workshop  program. 

1.  Training  for  future  sheltered  employment,  best  provided  by  expand- 
ing and  improving  the  programs  of  the  six  existing  workshops. 

2.  Specialized  training  as  nurses  aides,  domestic  servants,  automo- 
tive body  repairmen,  carpenters'  helpers,  and  others  for 
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retardates  showing  exceptional  potential.  The  committee 
recommended  a vocational  training  center  administered  by  the 
Bureau  of  Vocational  Rehabilitation. 

3.  Placement  services. 

4.  School-work  programs,  provided  through  cooperation  of  schools  and 
workshops.  The  committee  felt  that  more  adequate  school  programs 
would  reduce  the  need  for  workshops. 

5.  Local  living  quarters,  e.g.,  boarding  homes  and  foster  homes  for 
retardates  in  workshop  programs. 
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STATE  TOTAL  SUMMARY 


Estimated  Numbers  of  Retarded,  Based  on  Population 
1965,  1970  and  1975 


Total 

0-6 

6-19 

20-24 

26-Up 

Total 

1965 

47,967 

83,942 

21,163 

199,623 

352,695 

1970 

50,031 

87,558 

22,071 

208,217 

367,877 

1975 

52,543 

91,956 

23,182 

218,683 

386,364 

Mild 

1965 

40,089 

70,069 

17,636 

166,470 

294,264 

1970 

41,815 

73,086 

18,393 

173,637 

306,931 

1975 

43,917 

76,759 

19,318 

182,366 

322,360 

Moderate 

1965 

6,349 

11,169 

2,821 

26,570 

46,909 

1970 

6,622 

11,651 

2,942 

27,713 

48,928 

1975 

6,953 

12,234 

3,092 

29,106 

51,385 

Severe 

1965 

1,529 

2,704 

706 

6,583 

11,522 

1970 

1,594 

2,821 

736 

6,867 

12,018 

1975 

1,673 

2,963 

772 

7,211 

12,619 

Population  - 1960 
Number  of  family  units  - 1960 
Families  with  less  than  $3,000  Income  - 1960 
Fetal,  Infant,  Neonatal  deaths  - 1964 
Special  Education  class  enrollments  - Total  - 1964 
Educable 

Current  pupil  class  ratio 
Trainable 

Current  pupil  class  ratio 

Resident  patients  in  State  Schools,  1 July  63  - 30  June  64 
Admissions  - 1 July  63  - 30  June  64 
Resident  patients  in  licensed  private  institutions  1964 
Mentally  retarded  served  by  PARC  Chapters  1963 
Mentally  retarded  served  in  sheltered  workshops  1964 
Mentally  retarded  in  public  health  nurse  caseloads  1964 


11,319,366 
2, 902,611 
488,232 
13,486 
46,143 
41,937 

17.1 
4,206 

13.1 
12,014 

531 

2,210 

2,974 

871 

1,245 
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REGION  I SUMMARY 


Estimated  nvimbers  of  Retarded,  Based  on  Population 
1965,  1970  and  1975 


Me 

0-6 

6-19 

20-24 

26-Up 

Total 

Total 

1965 

12,536 

21,940 

5,530 

52,177 

92,183 

1970 

12,892 

22,562 

5,687 

53,656 

94,797 

1975 

13,289 

23,257 

5,863 

55,308 

97,717 

Mild 

1965 

10,478 

18,314 

4,609 

43,511 

76,912 

1970 

10,775 

18,833 

4,740 

44,744 

79,092 

1975 

11,107 

19,414 

4,886 

46,123 

81,530 

Moderate 

1965 

1,659 

2,919 

737 

6,945 

12,260 

1970 

1,706 

3,002 

758 

7,142 

12,608 

1975 

1,759 

3,094 

782 

7,360 

12,995 

Severe 

1965 

399 

707 

184 

1,721 

3,011 

1970 

411 

727 

189 

1,770 

3,097 

1975 

423 

749 

195 

1,825 

3,192 

Population  - 1960 
Number  of  family  units  - 1960 
Families  with  less  than  $3,000  income  - 1960 
Fetal,  Infant,  Neonatal  deaths  - 1964 
Special  Education  class  enrollments  - Total  1954 
Educable 

Current  pupil  class  ratio 
Trainable 

Current  pupil  class  ratio 

Resident  patients  in  State  Schools,  1 July  63  - 30  June  64 
Admissions  - 1 July  63  - 30  Jxme  64 
Resident  patients  in  licensed  private  institutions  1964 
Mentally  Retarded  served  by  PARC  Chapters  - 1963 
Mentally  Retarded  served  in  sheltered  workshops  - 1964 
Mentally  Retarded  in  public  health  nurse  caseloads  1964 


2,996,693 

774,118 

127,722 

3,312 

10,837 

9,935 

17.1 
902 

13.1 
3,651 

247 

464 

880 

214 

128 
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PROGRAMMED  AND  EXISTING  RETARDATION  FACILITIES 

Region  I 


O — Diagnostic  — 


D 


— Residential  — 
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REGION  II  SUMH\RY 


Estimated  Numbers  of  Retarded,  Based  on  Population 
1965,  1970  and  1975 


Age 

Total 

0-6 

6-19 

20-24 

2 6 -Up 

Total 

1965 

3,250 

5,687 

1,434 

13,523 

23,894 

1970 

3,371 

5,900 

1,487 

14,030 

24,788 

1975 

3,520 

6,160 

1,553 

14,647 

25,880 

Mild 

1965 

2,716 

4,747 

1,195 

11,277 

19,935 

1970 

2,818 

4,925 

1,239 

11,699 

20,681 

1975 

2,942 

5,142 

1,294 

12,215 

21,593 

Moderate 

1965 

430 

757 

191 

1,800 

3,178 

1970 

446 

785 

198 

1,868 

3,297 

1975 

466 

820 

207 

1,949 

3,442 

Seve re 

1965 

104 

183 

48 

446 

781 

1970 

107 

190 

50 

463 

810 

1975 

112 

198 

52 

483 

845 

Population  - 1960 
Number  of  family  units  - 1960 
Families  with  less  than  $3,000  Income  - 1960 
Fetal,  Infant,  Neonatal  deaths  - 1964 
Special  Education  class  enrollments  - Total  - 1964 
Educable 

Current  pupil  class  ratio 
Trainable 

Current  pupil  class  ratio 

Resident  patients  in  State  Schools,  1 July  63  - 30  June  64 
Admissions  1 July  63  - 30  June  64 
Resident  patients  in  licensed  private  institutions  1964 
Mentally  retarded  served  by  PARC  Chapters  1963 
Mentally  retarded  served  in  sheltered  workshops  1964 
Mentally  retarded  in  public  health  nurse  caseloads  1964 


771,633 

196,128 

35,061 

929 

3,622 

3,246 

17.1 
376 

12.1 
979 

41 

78 

94 

80 

124 
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Residential 


REGION  III  SUMMARY 


Estimated  Nximbers  of  Retarded,  Based  on  Population 
1965,  1970  and  1975 


Age 

Total 

0-6 

6-19 

20-24 

26-Up 

Total 

1965 

1,857 

3,250 

819 

7,729 

13,655 

1970 

1,827 

3,199 

806 

7,606 

13,438 

1975 

1,801 

3,153 

794 

7,500 

13,248 

Mild 

1965 

1,552 

2,713 

683 

6,445 

11,393 

1970 

1,527 

2,670 

672 

6,342 

11,211 

1975 

1,506 

2,632 

662 

6,253 

11,053 

Moderate 

1965 

246 

432 

109 

1,029 

1,816 

1970 

242 

426 

107 

1,012 

1,787 

1975 

238 

419 

106 

999 

1,762 

Severe 

1965 

59 

105 

27 

255 

446 

1970 

58 

103 

27 

252 

440 

1975 

57 

102 

26 

248 

433 

Population  - 

1960 

460,454 

Number  of  family  units  - 

1960 

117,304 

Families 

with  less  than 

$3,000  income 

- 1960 

29,778 

Fetal,  Infant,  Neonatal 

deaths  - 1964 

465 

Special  Education  class 

enrollments  - 

Total  - 1964 

2,537 

Educable 

2,328 

Current 

pupil  class 

ratio 

18.1 

Trainable 

209 

Current 

pupil  class 

ratio 

12.1 

Resident 

patients  in  State  Schools  1 July  63  - 30  June  64 

636 

Admissions 

- 1 July  63 

- 30  June  64 

24 

Resident 

patients  in  licensed  private 

institutions 

1964 

- 

Mentally 

retarded  served 

by  PARC  Chapters  1963 

- 

Mentally 

retarded  served 

in  sheltered 

workshops  1964 

1 

Mentally 

retarded  in  public  health  nurse  caseloads 

1964 

53 
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*MOTE:  Numbers  in  symbols  specify  number  of  indicated 
type  of  facility  in  a single  urban  center. 
**NOTE:  Number  above  symbol  designates  location  on  at- 
tached list. 


PROGRAMMED  AND  EXISTING 
MENTAL  RETARDATION  FACILITIES 

Region  III 


KEY 

Programmed*  Existing** 

A - Day  „ A 

O - D lagnostic  — ® 
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REGION  IV  3WtM.\RY 


Estimated  Numbers  of  Retarded  Based  on  Population 
1965,  1970  and  1975 


Age 

Total 

0-6 

6-19 

20-24 

26-Up 

Total 

1965 

3,028 

5,298 

1,336 

12,597 

22,259 

1970 

3,067 

5,466 

1,352 

12,759 

22,544 

1975 

3,107 

5,437 

1,371 

12,932 

22,847 

Mild 

1965 

2,530 

4,422 

1,113 

10,505 

18,570 

1970 

2,563 

4,479 

1,127 

10,641 

18,810 

1975 

2,597 

4,539 

1,142 

10,784 

19,062 

Moderate 

1965 

401 

705 

178 

1,677 

2,961 

1970 

406 

714 

180 

1,698 

2,998 

1975 

411 

723 

183 

1,722 

3,039 

Seve  re 

1965 

97 

171 

45 

415 

728 

1970 

98 

173 

45 

420 

736 

1975 

99 

175 

46 

426 

746 

Population  - 

1960 

730,494 

Number  of  family  units  - 

1960 

184,923 

Families  with  less  than 

$3,000  Income 

- 1960 

43,902 

Fetal,  Infant,  Neonatal 

deaths  - 1964 

787 

Special  Education  Class 

Enrollments 

- 

Total  - 1964 

4,311 

Educable 

4,010 

Current 

pupil  class 

ratio 

17.1 

Trainable 

301 

Current 

pupil  class 

ratio 

13.1 

Resident  patients  in  State  Schools, 

1 

July  63  - 30 

June 

64 

927 

Admissions 

- 1 July  63 

- 30  June 

64 

25 

Resident  patients  in  licensed  private 

institutions 

- 1964 

121 

Mentally  retarded  served 

by  PARC  Chapters  - 1963 

72 

Mentally  retarded  served 

in  sheltered 

workshops  - 

1964 

22 

Mentally  retarded  in  public  health 

nurse  caseloads 

- 1964 

298 
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HUNTING- 

DON 


REGION  V SUMMARY 


Estimated  Numbers  of  Retarded  based  on  Population 
1965,  1970  and  1975 


0-6 

6-19 

20-24 

26-Up 

Total 

1965 

2,718 

4,756 

1,199 

11,309 

1970 

2,653 

4,643 

1,170 

11,038 

1975 

2,586 

4,527 

1,141 

10,769 

Mild 

1965 

2,271 

3,970 

999 

9,431 

1970 

2,217 

3,875 

975 

9,206 

1975 

2,162 

3,779 

951 

8,980 

Moderate 

1965 

360 

633 

160 

1,505 

1970 

351 

618 

156 

1,469 

1975 

342 

602 

152 

1,434 

Seve re 

1965 

87 

153 

40 

373 

1970 

85 

150 

39 

363 

1975 

82 

146 

38 

355 

Population  - 1960 
Number  of  family  units  - 1960 
Families  with  less  than  $3,000  Income  - 1960 
Fetal,  Infant,  Neonatal  deaths  - 1964 
Special  Education  Class  Enrollments  - Total  - 1964 
Educable 

Current  pupil  class  ratio 
Tra inable 

Current  pupil  class  ratio 

Resident  patients  in  State  Schools,  1 July  63-  30  June  64 
Admissions  - 1 July  63  - 30  June  64 
Resident  patients  in  licensed  private  institutions  - 1964 
Mentally  retarded  served  by  PARC  Chapters  - 1963 
Mentally  retarded  served  in  sheltered  workshops  - 1964 
Mentally  retarded  in  public  health  nurse  caseloads  - 1964 


Total 


19,982 

19,504 

19,023 


16,671 

16,273 

15,872 


2,658 

2,594 

2,530 


653 

637 

621 


668,848 

176,784 

42,400 

715 

1,884 

1,603 

15.1 
281 

10.1 
811 

20 

402 

195 

139 

143 
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Di  Vi 


REGION  /I  SWIMARY 


Estimated  Numbers  of  Retarded  Based  on  Population 
1965,  1970  and  1975 


Age 

0-6 

6-19 

20-24 

26_-U2 

Total 

1965 

4,050 

7,087 

1,787 

16,855 

1970 

4,132 

7,231 

1,823 

17,195 

1975 

4,232 

7,405 

1,867 

17,610 

Mild 

1965 

3,385 

5,916 

1,489 

14,056 

1970 

3,453 

6,036 

1,519 

14,340 

1975 

3,537 

6,181 

1,556 

14,686 

Moderate 

1965 

536 

943 

238 

2,243 

1970 

547 

962 

243 

2,289 

1975 

560 

985 

249 

2,344 

Severe 

1965 

129 

228 

60 

556 

1970 

132 

233 

61 

566 

1975 

135 

239 

62 

580 

Population  - 1960 
Nximber  of  family 
Families  with  les 
Fetal,  Infant,  Ne 
Special  Education 
Educable 

Current  pupil 
Trainable 

Current  pupil 
Resident  patients 
Admissions  - 1 
Resident  patients 
Mentally  retarded 
Mentally  retarded 
Mentally  retarded 


units  - 1960 

s than  $3,000  Income  - 1960 
onatal  deaths  - 1964 
Class  Enrollments  - Total  - 1964 

class  ratio 

class  ratio 

in  State  Schools,  1 July  63  - 30  June  64 
July  63  - 30  June  64 
in  licensed  private  institutions  - 1964 
served  by  PARC  Chapters  - 1963 
served  in  sheltered  workshops  - 1964 
in  public  health  nurse  caseloads  - 1964 
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Tota  1 


29,779 

30,381 

31,114 


24,846 

25,348 

25,960 


3,960 

4,041 

4,138 


973 

992 

1,016 


969,845 

259,822 

42,237 

903 

3,484 

3,022 

15.1 
462 

18.1 
856 

21 

231 

62 

136 


REGION  VII  SUMMARY 


Estimated  Numbers  of  Retarded  Based  on  Population 
1965,  1970  and  1975 


Age 

0-6 

6-19 

20-24 

26-Up 

Total 

Total 

1965 

15,571 

27,250 

6,870 

64,802 

114,493 

1970 

16,740 

29,295 

7,385 

69,666 

123,086 

1975 

18,211 

31,872 

8,036 

75,792 

133,911 

Mild 

1965 

13,014 

22,746 

5,725 

54,040 

95,525 

1970 

13,991 

24,453 

6,154 

58,096 

102,694 

1975 

15,22 

26,604 

6,696 

63,206 

111,727 

Moderate 

1965 

2,061 

3,626 

916 

8,625 

15,228 

1970 

2,216 

3,898 

985 

9,272 

16,371 

1975 

2,410 

4,241 

1,072 

10,087 

17,810 

Severe 

1965 

496 

878 

229 

2,137 

3,740 

1970 

533 

944 

246 

2,298 

4,021 

1975 

580 

1,027 

268 

2,499 

4,374 

Population  - 1960 
Number  of  family  units  - 1960 
Families  with  less  than  $3,000  Income  - 1960 
Fetal,  Infant,  Neonatal  deaths  - 1964 
Special  Education  Class  Enrollments  - Total  - 1964 
Educable 

Current  pupil  class  ratio 
Trainable 

Current  pupil  class  ratio 

Resident  patients  in  State  Schools,  1 July  63  - 30  June  64 
Admissions  - 1 July  63  - 30  June  64 
Resident  patients  in  licensed  private  institutions  - 1964 
Mentally  retarded  served  by  PARC  Chapters  - 1963 
Mentally  retarded  served  in  sheltered  workshops  - 1964 
Mentally  retarded  in  public  health  nurse  caseloads  - 1964 


3,591,523 

901,427 

119,953 

5.087 
13,415 
12,344 

18.1 

1,071 

14.1 

3,041 

115 

1.088 
1,448 

258 

136 
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Region  VII 


*NOTE: 


Numbers  in  symbols 
specify  number  of 
indicated  type  of 
facility  in  a single 
urban  center. 


KEY 


o - Diagnostic 


Res  iden  tia  I 

Day,  Diagnostic, 
and  Residential 
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REGION  VIII  SUMMARY 


Estimated  Numbers  of  Retarded  Based  on  Population 
1965,  1970  and  1975 


Age 

Total 

0-6 

6-19 

20-24 

2 6 -Up 

Total 

1965 

4,957 

8,674 

2,188 

20,631 

36,450 

1970 

5,349 

9,362 

2,361 

22,267 

39,339 

1975 

5,797 

10,145 

2,557 

24,125 

42,624 

Mild 

1965 

4,143 

7,241 

1,823 

17,205 

30,412 

1970 

4,471 

7,815 

1,967 

18,569 

32,822 

1975 

4,845 

8,468 

2,131 

20,119 

35,563 

Moderate 

1965 

656 

1,154 

292 

2,746 

4,848 

1970 

708 

1,246 

315 

2,963 

5,232 

1975 

767 

1,350 

341 

3,211 

5,669 

Seve re 

1965 

158 

279 

73 

680 

1,190 

1970 

170 

301 

79 

735 

1,285 

1975 

185 

327 

85 

795 

1,392 

Population 

- 1960 

1,129,876 

Number  of  family  units  ■ 

- 1960 

292,105 

Families  with  less  than 

$3,000  Income 

- 1960 

46,179 

Fetal,  Infant,  Neonatal 

deaths  - 1964 

1,288 

Special  Education  Class 

Enrollments  - 

Total  - 1964 

6,053 

Educable 

5,449 

Current 

pupil  class 

ratio 

18.1 

Trainable 

604 

Current 

pupil  class 

ratio 

11.1 

Resident  patients  in  State  School,  1 July  63  - 30  June  64 
Admissions  - 1 July  63  - 30  June  64 
Resident  patients  in  licensed  private  institutions  - 1964 
Mentally  retarded  served  by  PARC  Chapters  - 1963 
Mentally  retarded  served  in  sheltered  workshops  - 1964 
Mentally  retarded  in  public  health  nurse  caseloads  - 1964 


1,113 

38 

57 

54 

95 

227 
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TASK  FORCE  NO.  1 


PREVENTION 


This  Task  Force  has  chosen  to  consider  all  preventable  or  poten- 
tially preventable  causes  of  mental  retardation  with  the  major  exception 
of  functional  retardation  resulting  from  cultural  and  environmental 
deprivation.  Functional  retardation  is  a major  and  a complex  problem. 

It  deserves  detailed  analysis  that  it  will  be  given  by  a separate  Task 
Force.  Emphasis  on  functional  retardation  will  add  great  impact  to  an 
Inclusive  attempt  to  prevent  mental  retardation.  The  association 
between  each  factor  to  be  discussed  and  mental  retardation  will  be  estab- 
lished briefly,  available  resources  and  facilities  (when  applicable)  will 
be  described,  deficiencies  will  be  summarized  and  recommendations  made. 

It  will  be  apparent  from  this  report  that  all  of  the  known  prevent- 
able causes  of  mental  retardation  (with  the  exceptions  of  postnatal 
injuries  and  Infections,  and  poisoning)  have  their  origin  either  during 
or  prior  to  pregnancy.  We  therefore  feel  that  the  providing  of  optimal 
prenatal  care  for  all  women  is  the  most  effective  measure  now  available 
to  reduce  the  incidence  of  mental  retardation.  We  are  convinced  that 
the  providing  of  optimal  prenatal  care,  and  optimal  care  during  and  after 
delivery  for  both  mother  and  baby,  is  dependent  upon  continuing  and  inten- 
sified education  of  physicians,  prospective  parents  and  State  health  and 
welfare  administrators.  Physicians  must  be  reminded  about  the  importance 
of  prenatal  care  and  kept  current  v;lth  the  most  recent  medical  advances 
in  obstetrics  and  care  of  the  newborn  infant.  Prospective  parents  must 
be  convinced  of  the  need  to  seek  early  prenatal  care.  Those  responsible 
for  decisions  in  the  State  and  local  Departments  of  Health  and  Welfare 
must  be  educated  as  to  the  need  to  provide  facilities  and  staff  for  ade- 
quate prenatal  care. 

The  causes  of  mental  retardation  to  follow  are  listed  roughly  in 
the  order  of  the  period  of  life  at  which  they  act  - prenatal,  natal  or 
postnatal  - although  some  factors  may  act  in  more  than  one  of  these  time 
periods  or  before  the  time  of  conception.  They  are  not  listed  according 
to  their  importance  as  causes  of  mental  retardation. 

A child  born  prematurely  has  a much  greater  chance  of  being  mentally 
retarded  than  a full-term  baby.  Also,  the  risk  of  mental  retardation 
increases  as  the  birth  weight  decreases,  even  within  the  premature  weight 
range.  1>2,3 


1.  Knobloch,  H.,  Rider,  R. , Harper,  P.,  et  al.:  Neuropsychiatric  sequelae 
of  prematurity.  J.A.M.A.  161:581.  1956. 

2.  Drillien,  C.M. : Growth  and  development  in  a group  of  children  of  very 
low  birth  weight.  Arch.  Dis.  Child.  12:10,  1958. 

3.  Harper,  P.,  et  al. : Neurological  and  Intellectual  status  of  prematures 
at  three  to  five  years  of  age.  J.Pedlat.  11:679,  1959. 
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Harper^,  in  a prospective  study,  found  the  incidence  of  defective 
plus  borderline  defective  children  (at  age  3-4  years)  to  be  3^  for  those 
weighing  5.5  pounds  or  more  at  birth,  1%  for  those  weighing  3.3-5. 5 
pounds  at  birth  and  20^  for  those  weighing  less  than  3.3  pounds  at  birth. 
Approaching  the  association  between  prematurity  and  mental  retardation 
from  the  opposite  viewpoint,  Mr.  Charles  Katz  has  recently  reviewed  the 
records  of  the  601  patients  now  in  residence  at  Ebensburg  State  School 
and  Hospital  for  incidence  of  prematurity.  The  incidence  of  prematurity 
for  these  severe  retardates  is  25^,  as  compared  to  an  average  incidence 
of  about  1%  for  the  general  population.  These  findings  are  in  good  agree- 
ment with  those  from  another  clinic  for  retardates. 4 

Prematurity,  like  mental  retardation,  is  due  to  many  factors,  some 
of  them  unknown.  However,  it  is  known  that  pregnant  women  with  certain 
characteristics  are  more  likely  to  be  delivered  of  premature  infants  than 
women  without  these  characteristics.  One  of  these  characteristics  is 
race.  In  Pennsylvania,  as  in  most  large  reporting  jurisdictions,  a non- 
white woman  is  approximately  twice  as  likely  to  have  a premature  infant  as 
a white  woman.  In  1961,  15.6^  of  non-white  live  born  infants  in  Pennsyl- 
vania were  premature,  as  compared  to  only  6.1^  of  white  Infants. 

Yet,  the  difference  in  the  racial  groups  is  probably  more  socio- 
economic than  constitutional  or  genetic;  in  fact,  there  may  be  no  biologic 
aspect  at  all  in  the  differences  in  the  percent  of  premature  Infants  in 
the  two  racial  groups.  This  matter  can  be  studied  by  comparing  the  pre- 
maturity percentage  of  women;  all  of  one  racial  group,  but  living  in  dif- 
ferent geographical  areas  within  a city. 

For  example,  in  1962  white  women  residing  in  Philadelphia  had  a 6.6^ 
chance  of  having  a premature  infant.  Yet,  within  the  white  group,  this 
percentage  ranged  from  a low  of  4.9%  in  Health  District  #10  to  a high  of 
9.5%  in  Health  District  #5.  While  the  city-wide  non-white  average  pre- 
maturity percentage  was  16.1%,  there  was  a variation  by  area  of  residence 
just  as  for  the  white.  Of  the  non-white  live  born  infants  in  Health 
District  #7,  12.3%  were  premature,  as  compared  to  18.9%  in  Health  District 
#1. 


Similar  patterns  can  be  seen  in  data  for  live  births  in  Allegheny 
County  in  I960.  The  average  non-white  prematurity  percentage  of  15.8% 
was  more  than  twice  as  high  as  the  white  average  of  6.6%.  Yet  several 
wards  had  white  prematurity  percentages  that  were  higher  than  the  pre- 
maturity rate  of  10.5%  for  non-whites  in  Ward  25.  This  figure  of  10.5% 
is  the  lowest  for  non-whites  in  the  county. 


4.  Pasamanick,  B.  and  Lilienfeld,  A.M. : The  association  of  maternal 
and  fetal  factors  with  the  development  of  mental  deficiency.  I . 
Abnormalities  of  the  prenatal  and  paranatal  periods.  J.A.M.A. 
1^:155,  1955. 
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Certain  medical  conditions  that  occur  during  pregnancy  may  be 
associated  with  premature  delivery.  Among  these  are  toxemia^  and 
urinary  tract  infection. 6 Poor  nutrition'  of  the  pregnant  women  can 
be  associated  with  low  birth  weight  infants.  Even  smoking®  by  the 
mother  has  been  reported  to  be  associated  with  an  increased  risk  of 
prematurity.  A real  problem  in  evaluating  data  of  this  sort  is  to  deter- 
mine which  factors  are  causative  and  which  are  merely  associated. 

However,  medical  care  during  pregnancy  can  correct  some  of  these 
conditions  and  at  least  attempt  to  modify  others.  Pregnant  women  re- 
ceiving no  prenatal  care,  or  prenatal  care  starting  late  in  pregnancy, 
have  more  premature  deliveries  than  those  who  receive  more  adequate 
prenatal  care.  Data  on  recorded  live  births  in  Philadelphia  in  1963 
reveal  that  women  initiating  prenatal  care  in  the  first  trimester  of 
pregnancy  had  a 7.9^  chance  of  being  delivered  of  a premature  infant, 
while  the  figure  for  those  receiving  no  prenatal  care  was  27.9^.  Thus 
prenatal  care,  starting  early  in  pregnancy  and  continuing  as  intensively 
as  indicated  all  through  gestation,  is  associated  with  reduction  of  the 
incidence  of  prematurity. 

Analyzing  the  data  from  the  same  source,  it  can  be  seen  that  this 
benefit  from  early  prenatal  care  is  felt  even  within  racial  groups.  For 
the  white  group,  7.0^  of  live  born  Infants  were  premature  if  the  women 
started  prenatal  care  in  the  first  trimester,  but  27.1^  were  premature 
if  the  mother  had  received  no  prenatal  care.  For  the  non-white  group, 
the  comparable  figures  were  13.7^  for  the  first  trimester  starters 
and  29, S%  for  mothers  without  any  care. 

If  prenatal  care  is  a key  to  the  problem  of  prematurity  and  thus  to 
the  related  problem  of  mental  retardation,  why  did  only  61.6^  of  the 
pregnant  women  in  Pennsylvania  in  1962  start  prenatal  care  in  the  first 
trimester?  This  figure  undoubtably  includes  many  pregnant  women  who 
truly  received  inadequate  prenatal  care  since  they  started  care  relatively 
early,  but  did  not  return  for  later  visits.  The  state-wide  averages  for 
first  trimester  starters  conceal  a wide  range  from  a high  of  80.2^  in 
Montgomery  County  to  a low  of  22, iS  in  Lycoming  County. 


5.  Harper,  P.;  Preventive  Pediatrics;  Child  Health  and  Development,  New 

York,  Appleton-Century  Crofts.  1962.  p.698. 

6.  Henderson,  M. , et  al.:  Prevalence  of  significant  asymptomatic  bacteri- 
uria  and  its  association  with  prematurity,  read  to  Epidemiology  Section, 
annual  meeting,  American  Public  Health  Association.  Detroit,  Michigan, 
Nov.  U,  1961. 

7.  Ebbs,  J.H.,  et  al.:  The  Influence  of  prenatal  diet  on  mother  and 
child.  J. Nutrition  22: 515.19Z.1. 

8.  Frazier,  T.M. , et  al.:  Cigarette  smoking  and  prematiirity.  AmJ. 

0bst.&  Gynec  ^:988,196l. 
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Studying  the  reasons  why  so  many  Pennsylvania  women  receive  inade- 
quate prenatal  care,  we  must  deal  with  at  least  three  related  topics. 

First  is  the  lack  of  availability  of  prenatal  care  facilities  for  many 
pregnant  women.  In  a 1961  questionnaire  survey,  the  Commonwealth  of 
Pennsylvania  Department  of  Health  found  that,  in  at  least  23  of  the 
State's  67  counties,  there  were  no  public  prenatal  clinic  services  offered 
either  by  hospitals  or  by  State  or  local  government.  This  lack  of  avail- 
ability can  take  many  forms  including  physical  absence,  economic  barriers 
to  use,  inconvenience  of  location,  lack  of  transportation,  discourteous 
and  discriminatory  practices,  and  others. 

Second,  some  women  in  Pennsylvania  do  not  receive  adequate  prenatal 
care  because  of  the  poor  quality  of  care  that  is  given  by  some  sources. 

Third,  many  women  in  Pennsylvania  are  not  motivated  to  secure  ade- 
quate prenatal  care.  Some  may  not  be  aware  of  the  presence  of  readily 
available  prenatal  care  facilities,  while  others  are  not  convinced  of 
the  need  for  such  care.  Still  others  are  not  sufficiently  motivated  to 
make  the  necessary  effort  to  receive  this  service,  nor  any  other  pre- 
ventive, non-emergency  medical  service. 

Social  and  economic  factors  are  closely  correlated  to  the  intensity 
of  an  individual's  motivation.  Educational  and  cultural  matters  are  also 
basic  determinants  of  the  quantity  of  information  an  individual  has  and 
of  his  motivation  to  apply  his  knowledge.  We  recognize  the  crucial  Impact 
of  social  and  economic  factors  on  the  outcome  of  pregnancy.  Good  nutrition 
during  nine  months  of  pregnancy  cannot  make  up  for  twenty  years  of  a poor 
diet.  Excellent  prenatal  care  cannot  fully  overcome  the  harmful  effects 
of  a lifetime  of  poor  medical  care.  Yet,  more  optimistically,  we  believe 
that  some  productive  action  can  be  taken;  we  have  made  recommendations 
accordingly. 

We  propose  that  a start  be  made  by  providing  a limited  number  of 
government  supported  prenatal  clinics  (as  are  now  being  Initiated  by  the 
State  in  Allegheny  County  and  in  the  Fayette,  Greene  and  Washington  County 
area)  offering  superior  care  in  areas  of  need  for  this  service,  both  rural 
and  urban.  These  clinics  should  be  located,  where  feasible,  in  hospitals 
in  which  the  total  maternity  care  will  be  provided.  If  this  is  not  pos- 
sible, they  should  at  least  be  affiliated  with  the  hospital  in  which  the 
patients  will  be  delivered.  These  clinics  can  serve  many  purposes.  First, 
they  will  provide  direct  services  to  those  pregnant  women  not  now  receiving 
such  services.  Second,  they  will  serve  as  models  of  excellence  to  improve 
the  level  of  care  given  by  other  facilities.  Third,  they  will  demonstrate 
the  feasibility  of  this  approach  and  make  it  easier  to  expand  the  number 
of  such  prenatal  care  facilities.  Improvement  in  prenatal  care  for  the 
population  to  be  delivered  at  a given  hospital  can  be  expected  to  reduce 
the  incidence  of  obstetrical  complications,  including  prematurity,  and 
thereby  significantly  reduce  the  load  on  the  Inpatient  service. 
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We  feel  that  the  number  of  prenatal  clinics  should  be  increased 
until  this  type  of  resource,  together  with  other  prenatal  care  facil- 
ities, is  sufficient  to  meet  the  "effective  need",  that  is,  the  nijmber 
of  pregnant  women  who  are  motivated  to  use  these  services.  We  recog- 
nize the  need  to  have  further  behavioral  science  exploration  of  the 
reasons  women  do  not  now  use  available  prenatal  care  facilities  and  of 
what  positive  steps  can  be  taken  to  provide  such  motivation.  The  report 
of  the  Task  Force  considering  functional  retardation  should  contain 
positive  ideas  on  the  subject  of  patient  motivation. 

Often,  the  groups  now  most  lacking  in  motivation  to  obtain  pre- 
natal care  are  those  most  in  need  of  comprehensive  and  intensive 
maternal  and  infant  care.  These  "high  risk"  pregnant  women  tend  to 
have  the  characteristics  of  low  socio-economic  status,  minimal  education, 
poor  past  medical  and  obstetrical  history,  and  complications  during  the 
present  pregnancy. 

It  is  essential  that  these  women  receive  not  just  prenatal  care  but 
optimal  prenatal  care.  One  way  that  the  level  of  care  can  be  improved 
is  to  provide  model  prenatal  clinics  as  discussed  above.  Other  methods 
include  the  continuing  postgraduate  education  of  physicians,  as  well  as 
more  effective  education  of  medical  students,  regarding  the  importance 
of  and  methods  Involved  in  prenatal  care. 

We  agree  that  family  planning  will  increase  the  ability  of  many 
families,  especially  in  the  lower  Income  brackets,  to  provide  adequate 
general  and  medical  care  for  the  entire  family  group.  Moreover,  it  is 
possible  that  prenatal  care  will  be  sought  earlier  and  more  often  if 
pregnancies  are  planned  and  well  spaced  than  if  they  are  not.  We  recom- 
mend that  the  pros  and  cons  of  family  planning  centers  should  be  dis- 
cussed openly  and  candidly  at  the  local  level,  and  that  religious  leaders  of 
the  community  should  be  actively  invited  to  express  their  opinions.  It  is 
essential  that  information  be  made  readily  available  to  those  desiring  to 
utilize  family  planning  services.  We  recommend  that  the  State  Medical 
Society,  through  its  County  Medical  Societies  urge  communities  to  examine, 
and  to  act  on  this  important  question. 

When  the  steps  listed  above  are  taken,  we  believe  that  improvement 
in  the  quality  and  quantity  of  prenata'  care  will  result,  by  reducing 
prematurity,  in  the  prevention  of  m-ental  retardation. 


2 - Radiation 

The  damaging  effects  of  radiation  were  recognized  soon  after  the  dis- 
covery of  X-rays  and  radium.  The  mutagenic  potential  of  radiation,  first 
demonstrated  in  1927  in  studies  of  the  fruit  fly,  is  directly  proportional 
to  dosage,  but  geneticists  are  generally  agreed  that  there  is  probably  no 
threshold  dose  of  irradiation  below  which  no  genetic  effects  occur. 
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Somatic  effects  of  radiation  depend  on  the  dose  and  the  area  of 
the  body  that  is  irradiated.  No  effects  of  radiation  in  usual  dosages 
have  been  demonstrated  in  the  central  nervous  system,  but  a high  inci- 
dence of  anomaly  production  undoubtedly  results  from  exposure  during 
the  period  of  organogenesis  in  early  fetal  life.  Following  the  com- 
pletion of  organogenesis  at  approximately  six  weeks,  radiation  produces 
effects  at  the  tissue  and  cellular  level  rather  than  at  the  organ  level; 
functional  rather  than  morphologic  effects  can  be  expected  to  be  revealed 
only  by  electroencephalograms,  behavior  and  other  intelligency  effects. 
Obviously,  the  extent  of  such  effects  in  the  human  population  is  not 
known . 

At  present,  the  principal  sources  of  radiation  exposure  are  l) 
natural,  2)  fallout  from  nuclear  weapons  tests  and  3)  medical.  A future 
source  will  be  the  industrial  and  research  applications  of  nuclear  tech- 
nology such  as  the  production  of  electric  power;  it  is  assumed  that 
satisfactory  safeguards  against  environmental  contamination  will  accompany 
their  development.  The  first  two  sources  named  cannot  be  controlled  by  any 
recommendations  of  this  report,  which  will  therefore  confine  its  recom- 
mendations to  the  control  of  medical  radiation  and  to  minimizing  the 
intensity  of  radiation  from  other  sources. 

Approximately  25%  of  total  radiation  exposure  comes  from  medical 
sources.  Certain  types  of  examination,  mainly  those  of  the  pelvic  region, 
contribute  ^0%o  of  the  genetically  significant  radiation  dose.  The  largest 
doses  are  attributable  to  fluoroscopy.  Through  the  years  the  allowable 
exposure  to  radiation  has  been  progressively  decreased.  Much  can  be  done 
to  avoid  unnecessary  radiation  exposure  while  maintaining  the  extra- 
ordinary benefits  of  diagnostic  and  therapeutic  radiation. 

Recommendations 


1.  The  State  should  consider  the  training  and  employment  of  an  adequate 
number  of  competent  physicists  to  permit  frequent  Inspection  of  radiographic 
equipment,  especially  fluoroscopes . An  alternative  would  be  to  require 
periodic  reports  of  such  inspections  carried  out  by  qualified  technicians. 

2.  There  is  a need  for  financial  assistance  to  hospitals  for  the  replace- 
ment of  outdated  machines  by  technologically  Improved  equipment  designed 

to  secure  better  studies  with  less  exposure. 

3.  Gonadal  shielding  should  be  required. 
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An  intensive  educational  campaign  among  physicians  to: 


/ 

a)  refrain  from  ordering  elective  radiographic  studies  or  the 
use  of  isotopes  between  the  estimated  date  of  ovulation  and 
the  succeeding  menstrual  period,  lest  an  unsuspected  preg- 
nancy be  exposed  to  unnecessary  radiation; 

b)  limit  requests  for  roentgen  examinations  to  the  minimum  needed 
for  diagnosis,  especially  during  chronic  illnesses  which  require 
serial  studies; 

c)  keep  cumulative  records  of  radiation  exposure  on  their  patients, 
similar  to  immunization  records  now  commonly  available; 

d)  recognize  that  fluoroscopy  is  seldom  superior  to  radiographs 
and  exposes  the  patient  to  a much  greater  amount  of  radiation; 

e)  carefully  regulate  the  use  of  Isotopes  in  children  and  young 
adults. 

5.  Further  research  is  needed  into  ways  of  decontaminating  foods  (such 
as  milk)  of  strontium-90,  iodine-131,  etc.  Public  health  officials  should 
warn  area  physicians  promptly  when  high  environmental  levels  of  radiation 
are  noted  so  that  countermeasures  can  be  instituted  whenever  possible. 


References : 


Hugh,  R.  The  Impact  of  Ionizing  Radiations  on  the  Embryo  & Fetus. 
Am.  J.  of  Roentgenolo^  182,  Jan.  1963. 

Reiss,  E.  & Peterson,  M.L.  The  Physician  & Environmental  Fladiatlon 
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3 - Infections  of  the  mother  during  the  first  trimester  of  pregnancy. 

Rubella  (German  measles)  inf  :.ction  during  early  pregnancy  carries  a 
risk  of  severe  congenital  malformations  of  about  10^  to  the  exposed  fetus. 
Affected  infants  may  have  either  microcephaly  or  hydrocephalus  which  will 
cause  mental  retardation.  The  incidence  of  mental  retardation  in  infants 
whose  mothers  had  rebella  during  pregnancy  is  not  known. 

There  is  not,  at  the  present  time,  an  effective  method  of  preventing 
infection  oj.  a susceptible  person  exposed  to  rubella.  Large  doses  of  gamma 
globulin  probably  give  little  or  no  protection.  Isolation  of  the  rubella 
virus  and  development  of  reliable  Immunological  techniques  for  diagnosis  of 
the  disease  have  been  recently  reported.  These  developments  strengthen 
the  hope  that  an  effective  vaccine  will  be  perfected  in  the  near  future. 
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We  recommend  that  the  State  be  prepared  to  initiate  a program  of  rubella 
vaccination,  with  top  priority  given  to  women  of  child-bearing  age,  when 
the  vaccine  becomes  available. 

Other  maternal  viral  infections  during  the  period  of  pregnancy  when 
the  fetal  organs  are  forming  may  produce  severe  fetal  anomalies,  including 
anomalies  associated  with  mental  retardation.  Since  the  evidence  for  the 
teratogenic  effect  of  viruses  other  than  rubella  is  not  conclusive,  we 
can  only  recommend  that  further  epidemiologic  studies  in  this  area  be 
followed  closely. 

4 - Effects  of  drugs  on  the  fetus 

The  recent  experience  with  the  teratogenic  effect  of  the  tranquilizer 
Thalidomide,  when  taken  during  early  pregnancy,  has  focused  attention  on 
the  possible  teratogenic  effect  of  other  drugs  which  might  be  taken  by  the 
pregnant  woman.  Clinical  and  experimental  evidence  on  the  effects  of  maternal 
medication  on  the  fetus  and  newborn  is  summarized  in  the  following  table. 
Especially  worthy  of  note  are  the  effects  of:  potassium  iodide  and  propyl- 
thiouracil - goiter  and  mental  retardation;  sulfonamideskernicterus;  novo- 
biocin and  vitamin  K analogues,  in  excess  amounts  - hyperbilirubinemia, 
which  may  cause  kernicterus  (see  item  6,  page  11) . 

This  area  should  be  watched  closely  for  further  developments.  Future 
publications  from  the  Cooperative  Study  of  the  National  Institute  of  Neuro- 
logical Diseases  and  Blindness  can  be  expected  to  mention  the  association 
or  lack  of  association  between  drugs  taken  during  pregnancy  and  mental 
retardation  in  the  offsprings. 

The  practicing  physician  should  obtain  careful  histories  of  drug  therapy 
during  or  preceedlng  pregnancy  from  women  who  deliver  severely  malformed 
infants.  The  importance  of  known,  and  potential  adverse  effects  of  drugs 
on  the  fetus  must  be  stressed  at  all  levels  of  medical  education. 


The  Effects  of  Medication  Upon  the 

Intra-Uterine  and  Newborn  Patient 

by  Jerold  Lucey 


from  Notes  on  Teratology,  1,  No.  4,1964 
(published  by  Wampole  Laboratories) 


MATERNAL  MEDICATION 


FETAL  OR  NEONATAL  EFFECT 


Oral  Progestlns 

Androgens 

Estrogens 

Potassium  Iodide 

Propylthiouracil 

Methlmazole 

lophenoxic  Acid  (Terldax) 


Elevation  of  Protein  Bound  Iodine 


Mascullnization  and  Advanced  Bone  Age 


Goiter  and  Mental  Retardation 


II 

II 


II 

II 
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Aminopterin 

Amethopterin 

Chlorambucil 

Dicumarol 

Ethyl  Biscoumacetate 
Salicylates  - Large  Amounts 
Antibacterial  Agents 
Tetracyclines 

II 

II 

Sulfonamides 
Chlorampheni col 
Novobiocin 
Erythromycin 
Furadantln 

Vitamin  K Analogues  - 
(Excess  Amounts) 
Ammonium  Chloride 
Reserpine 

Hexamethonium  Bromide 
Intravenous  Fluids  - 

(Excess  Amounts) 
Heroin  and  Morphine 
Phenobarbital  - 

(Excess  Amounts) 

Smoking 

Oral  Hypoglycemic  Agents 

Sulphonylurea  Derivatives 
Phenformin  (D.B.I.) 
Phenothiazines 
Meprobamate 
Chloroquin 
Quinine 
Thalidomide 

Vaccination 
Influenza  Vaccination 

Anti-histamines 

Insulin  Shock 


Anomalies  and  Abortions 

II 

II 

Fetal  Death 
^Hemorrhage 
Neonatal  Bleeding 

Deposition  in  Bone 
Inhibition  of  bone  growth  in  pre- 
matures 

Discoloration  of  teeth 
Kernicterus 

Death  - "Grey”  Syndrome 
Hyperbilirubinemia 
*Liver  Damage 
Hemolysis 

Hyperbilirubinemia 

Acidosis 
Stuffy  nose 
Neonatal  ileus 
Electrolyte  Abnormalities 

Neonatal  Deaths 
Neonatal  Bleeding 

Premature  Births 

^Anomalies 
■^Lactic  Acidosis 
^Hyperbilirubinemia 
^■Retarded  Development 
*Retinal  Damage  or  Death 
Thrombocytopenia 

Phocomelia  and  Fetal  Death,  Hearing 

loss 

Fetal  Vaccinia 

^Increased  Anti-A  and  Anti-B  litres 

in  Mother 

*Fetal  Anomalies 
^Prevention  of  Pregnancies 
Fetal  Loss 


^ indicates  animal  evidence  only 
The  above  effects  depend  upon  gestation  and  amount  of  dosage. 
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5 - Perinatal  infections 

The  incidence  of  mental  retardation  due  to  infection  in  the  peri- 
natal period  is  not  known.  Unquestionably,  infection  of  the  central 
nervous  system  produces  a high  incidence  of  mental  retardation  and  neuro- 
logic abnormalities.  It  is  reasonable  to  assume  that  infections  outside 
the  nervous  system  may  produce  brain  damage  via  shock,  toxemia  and  anoxia. 

AiHong  the  general  factors  responsible  for  perinatal  infection  are 
maternal  Infections,  obstetrical  complications  such  as  prolonged  labor 
or  premature  rupture  of  the  membranes,  exposure  to  or  Inadequate  pro- 
tection from  infections  during  delivery  or  in  the  newborn  nursery,  and 
the  delayed  or  reduced  response  of  the  infant's  immune  mechanisms  to 
disease  (especially  in  babies  of  low  birth  weight). 

Recognition  of  infection  in  the  perinatal  period  is  complicated  by 
the  fact  that  signs  and  symptoms  of  such  diseases  may  be  minimal  and 
non-specific . 

Thorough  application  of  present  knowledge  will  do  much  to  reduce 
the  incidence  of  infection  in  this  critical  period  of  life.  Standards 
of  obstetric  and  pediatric  care  vary  considerably  from  one  hospital 
to  another;  stricter  application  of  recommended  standards  will  result 
in  a significant  decrease  in  infections. 

Recommendations ; 


Prenatal;  Adequate  prenatal  care  must  be  made  available  to  all  seg- 
ments of  the  population,  especially  the  economically  and  culturally  de- 
prived. High  priority  should  be  given  to  maternal  and  child  care  centers 
in  the  distribution  of  Hill-Burton  funds.  Provision  of  such  facilities 
must  be  accompanied  by  a strong  educational  program,  beginning  in  high 
schools  and  continuing  to  aim  at  young  women  of  the  childbearing  age. 

The  medical  profession  must  promote  prenatal  care  as  a necessity,  and 
must  be  willing  to  share  in  the  training  of  nursing  and  technical  per- 
sonnel. Prompt  recognition  and  treatment  of  maternal  infections, 
especially  septicemia  and  infection  associated  with  premature  rupture 
of  the  fetal  membranes,  will  prevent  or  minimize  the  effects  of  infection 
on  the  fetus. 

Natal:  Every  Infant  should  be  delivered  under  aseptic  conditions 
in  a hospital  area  set  aside  for  the  purpose.  Infants  should  not  be 
allowed  contact  with  infected  mothers.  When  maternal  infection  is  sus- 
pected, appropriate  studies  and  careful  observation  of  the  Infant  will 
lead  to  earlier  recognition  of  neonatal  infection. 
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Postnatal:  Scrupulous  care  of  the  newborn  and  control  of  his  en- 
vironment is  essential.  Under  no  circumstances  should  individuals  with 
infections  be  allowed  in  the  nursery  area.  Infants  with  suspected  or 
proven  infection  must  be  removed  promptly  to  observation  or  isolation 
units  respectively.  When  infection  is  suspected,  the  prompt  administration 
of  antibiotics  (after  appropriate  diagnostic  studies  have  been  instituted) 
improves  the  chance  of  preventing  central  nervous  system  damage. 


6 - Isoimmunization 

Infants  born  under  circumstances  where  there  exist  differences  in 
blood  groups  between  mother  and  infant  are  candidates  for  development  of 
crippling  jaundice.  This  process  is  called  isoimmunization.  Such  a 
process  can  produce  brain  cell  damage  (kernicterus)  indistinguishable  from 
that  experienced  by  premature  infants  handicapped  with  high  levels  of 
bilirubin  (jaundice).  This  brain  cell  damage  can  be  seen  in  subsequent 
months  and  years  as  mental  retardation.  Several  opportunities  for  pre- 
vention are  present  in  such  situations. 

The  particular  blood  type  system  called  Rh  is  the  most  widely  known 
and  understood  mechanism  of  isoimmunization  in  the  fetus  and  newborn.  Of 
first  and  paramount  importance  is  the  Identification  of  a pregnant  woman 
as  being  blood  type  Rh  negative.  Following  this  information,  it  is  next 
necessary  to  know  the  type  of  the  prospective  father.  With  this  know- 
ledge alone,  it  can  be  reliably  predicted  if  such  mating  can  produce  an 
infant  of  blood  type  Rh  positive.  An  Rh  positive  type  Infant  present  in 
a blood  type  Rh  negative  mother  are  the  prerequisites  for  Isoimmunization 
to  occur.  The  same  mechanism  as  described  for  the  Rh  blood  group  applies 
to  other  blood  type  groupings. 

If  the  studies  Indicate  a possibility  of  isoimmunization  in  the  fetus, 
the  severity  of  the  process  can  be  measured  in  the  mother  during  pregnancy 
and  thus  permit  the  institution  of  any  treatment  determined  necessary. 

Similar  information  makes  it  possible  to  alert  all  personnel  providing  care 
to  the  mother  and  Infant  at  time  of  delivery  to  make  proper  preparation 
for  emergency  blood  transfusion  of  the  infant  (exchange  transfusion). 

Finally,  following  birth  repeated  measurements  of  the  severity  of  the  disease 
in  the  newborn  is  necessary  for  proper  and  effective  treatment.  The  first 
few  days  of  life  are  the  crucial  days.  Adequately  trained  physicians  must 
be  available  to  Institute  life-saving  treatment. 

With  the  above  steps  in  the  development  of  isoimmunization,  the  fol- 
lowing aspects  for  prevention  of  this  form  of  mental  retardation  are  evident: 

1.  All  pregnant  women  must  receive  complete  blood  typing. 
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2.  All  pregnant  women  with  a history  of  previous  isoimmunization, 
and  those  whose  studies  indicate  such  a possibility  in  this 
pregnancy,  should  be  under  the  care  of  a competent  physician 
throughout  pregnancy. 

3.  Pregnant  women  identified  at  such  risk  should  be  directed 
for  delivery  to  a hospital  capable  of  providing  the  full 
range  of  diagnostic  and  therapeutic  services  required  for 
adequate  management  of  this  disease. 

4.  Fully  competent  laboratory  facilities  must  be  available  to 
every  pregnant  woman  and  new  born  infant  to  permit  adequate 
diagnosis  and  to  guide  treatment. 

Two  general  areas  for  focusing  activity  to  Implement  the  above 
recommendations  are  of  paramount  importance;  (l)  Patient  education 
stressing  the  need  for  early  and  continuous  prenatal  care  for  each 
pregnancy;  (2)  Physician  education  stressing  the  necessity  for  com- 
plete blood  typing  of  all  pregnant  women  and  methods  for  the  special 
following  of  Rh  negative  women  with  Rh  positive  husbands. 

The  Task  Force  considered  the  possibility  of  supporting  legislation 
that  would  require  such  complete  blood  typing  of  all  pregnant  women  during 
the  early  months  of  pregnancy.  Our  feeling  is  that  while  such  a proposal 
might  advance  the  education  to  both  patient  and  physician,  we  would  prefer 
more  direct  and  definite  means  that  are  likely  to  bring  greater  results. 
There  is  also  the  possibility  that  attention  to  the  enactment  of  special 
legislation  might  not  be  worth  the  effort  since  the  law  could  not  be 
properly  enforced  and  such  efforts  could  be  better  channeled. 

Educational  programs,  aimed  at  physicians  through  existing  profes- 
sional outlets,  are  strongly  recommended.  Such  outlets  Include  meetings 
of  State  and  County  medical  societies,  of  the  American  Academy  of  General 
Practice,  and  professional  publications  from  such  groups.  Emphasis  should 
be  placed,  in  the  programs  of  the  various  bodies  charged  with  setting  and 
enforcing  standards,  on  the  need  for  adequate  facilities  and  staff  in  all 
hospitals.  We  particularly  identify  the  following  agencies; 

State  Department  of  Welfare,  Office  of  General  and  Special  Hospitals 
regarding  accreditation  of  hospitals 

State  Department  of  Health,  Maternal  and  Child  Health  Division  re- 
garding maternity  and  newborn  regulations 

Local  Departments  of  Health,  Maternal  and  Child  Health  Units  re- 
garding maternity  and  newborn  regulations 
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state  and  Regional  Chapters  of: 

American  College  of  Obstetricians  and  Gynecologists 
American  Academy  of  Pediatrics 
American  College  of  Clinical  Pathologists 
American  Association  of  Blood  Banks 

All  official  agencies  should  include  competent  and  available  consultation 
to  all  hospitals  on  the  diagnosis  and  treatment  of  isoimmunization. 


7 - Prevention  of  fetal  brain  damage:  the  role  of  fetal  heart  rate 
monitoring 

The  most  important  forms  of  birth  trauma  by  far  are  intracranial 
hemorrhage  and  fetal  anoxia.  Together  they  account  for  the  vast  majority 
of  perinatal  deaths,  and  those  that  die  can  be  but  a small  segment  of  the 
total  affected. 1 The  spectrum  runs  from  death  to  complete  recovery  and 
nomal  development  with  gradations  in  between  - including  the  poorly 
coordinated,  somewhat  mentally  retarded,  the  cerebral  palsied,  and  the 
almost  decerebrate. 

Most  of  such  birth  trauma  is  preventable  with  today's  standard  ob- 
stetrical procedures.  Much  more  cou-ld  be  prevented  by  wider  use  of: 

1.  fetal  monitoring  devices  and  2.  obstetrical  consultant  services. 

As  Potter^  has  so  succinctly  stated  it  "as  the  judgment  and  technical 
skill  of  the  obstetrician  improve,  the  Incidence  of  intracranial  hemorrhage 
and  other  forms  of  trauma  diminish." 

Severe  deficiency  in  oxygen  supply  and/or  physical  trauma  to  the 
fetus,  which  may  cause  mental  retardation,  is  usually  signaled  by  a 
marked  decrease,  or  Increase  in  the  fetal  heart  rate.  This  is  often 
missed  during  labor  because  the  fetal  heart  rate  is  not  counted  and 
assessed  continuously,  and,  once  the  patient  is  in  the  delivery  room, 
very  frequently  not  at  all.  When  abnormalities  of  the  fetal  heart  rate 
are  detected,  obstetrical  measures  may  often  be  carried  out  to  spare  the 
life  and  protect  the  brain  of  the  fetus. 

Two  systems  have  been  developed  which  will  count  the  fetal  heart 
rate  continuously.  One  system  depends  on  the  amplification  of  the  fetal 
heart  sound  which  is  picked  up  by  a microphone  strapped  to  the  patient's 
abdomen.  The  amplified  sound  is  then  broadcast  over  a speaker  which  can 
be  located  at  the  nurse's  station.  The  disadvantage  of  this  system  is 
that  frequent  readjustments  of  the  microphone  are  necessary  as  labor  pro- 
gresses. An  alarm  system  may  be  worked  into  the  system  which  is  tripped 
off  by  heart  rate  which  gets  too  low  or  too  high.  The  second  system 


1 Clifford,  S.H.:  High-Risk  Pregnancy,  The  New  Eng. J. Med.,  271:243.  1964. 

2 Potter,  E.L.:  Pathology  of  the  Eetus  and  the  Infant,  2nd  edition.  Year 
Book  Publishers  (Medical) , 1961 
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depends  on  the  fetal  electrocardiograph.  Electrodes  are  placed  on  the 
patient's  abdomen,  and  the  fetal  complexes  may  be  seen  on  an  oscilloscope, 
interspersed  between  the  maternal  complexes.  For  a permanent  record,  the 
preamplifier  oscilloscope  unit  can  be  plugged  into  an  ordinary  standard 
electrocardiograph. 

Both  systems  are  extremely  simple  and  do  not  require  any  special 
training  or  skill  when  used  in  this  way.  The  price  range  varies  greatly, 
but  completely  satisfactory  units  may  be  obtained  for  between  $800  and 
$1,000.  The  cardiograph  is  potentially  the  more  useful  of  the  two  systems. 
As  more  and  more  work  is  done  in  this  field,  and  as  techniques  are  developed 
for  refining  the  fetal  complex  tracings,  more  subtle  interpretations  are 
possible.  For  example,  some  workers  have  diagnosed  cardiac  anomalies  in 
the  fetus. 

This  type  of  high  powered  fetal-cardiography  will  probably  always 
be  beyond  the  capabilities  of  the  small  isolated  hospital  staff,  but  this 
can  be  solved  by  a telephone  consultation  service.  A simple  system  has 
been  devised  whereby  a telegraphic  tracing  is  transmitted  by  the  telephone 
almost  any  distance.  Consultation  services  could  be  made  available  for  a 
whole  network  of  small  hospitals.  Incidently,  such  a system  of  telephone 
consultation  might  be  very  useful  for  the  small  hospital  when  it  starts 
fetal  monitoring.  It  is  difficult  to  Interpret  some  tracings;  a few 
comments  from  someone  with  more  experience  may  be  of  great  assistance. 

We  recommend  that  the  state  publicize  the  protection  that  this  system 
offers  the  unborn  child,  subsidize  clinics  at  centers  now  using  fetal  heart 
monitoring  routinely,  and  encourage  the  State  Medical  Society  to  organize 
and  Integrate  telephone  consultation  services. 

The  use  of  such  techniques  enhances  the  efficiency  and  effectiveness 
of  nurses  on  labor  and  delivery  floors.  It  does  not  reduce  the  need  for 
nurses  in  these  areas.  The  supply  of  nurses  with  advanced  training  in  the 
handling  of  women  during  labor  and  delivery  is  inadequate.  We  urge  that 
schools  of  nursing  and  of  medicine  emphasize  the  important  role  that  labor 
and  delivery  room  nurses  play  in  the  prevention  of  mental  retardation. 

Early  warning  of  fetal  distress  can  benefit  the  infant  only  if  it 
leads  to  appropriate  obstetrical  management.  Consultations  should  be 
requested  freely,  especially  if  operative  intervention  is  being  considered 
because  of  fetal  distress.  We  suggest  that  the  State  Medical  Society  and 
the  six  medical  schools  be  asked  to  consider  the  possibility  of  establishing 
Regional  Consultation  Services  to  assist  physicians  in  rural  areas  in  the 
management  of  medical  emergencies  which  would  preclude  transfer  of  the 
patient  to  a larger  hospital.  A program  of  this  sort  has  worked  well  in 
Nova  Scotia;  description  of  this  program  is  enclosed. 
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8 - Metabolic  diseases 


In  no  other  area  under  discussion  by  this  Task  Force  is  it  more 
apparent  that  medical  knowledge  (and  technology)  has  outstripped  medical 
and  public  health  practice.  Although  the  recognized  metabolic  diseases 
which  cause  mental  retardation  account  for  a relatively  small  proportion 
of  the  overall  retardate  population,  the  children  affected  are  generally 
profoundly  retarded  and  account  for  a significant  proportion  of  the  insti- 
tutional population.  In  certain  of  these  disorders,  dietary  regulation 
instituted  early  in  life  may  prevent  the  disastrous  sequelae  of  the  meta- 
bolic error  and  it  is  likely  that  either  direct  or  indirect  medical  methods 
(exclusion  of  the  toxic  element  in  the  diet  or  actual  provision  of  enzymes) 
may  be  applicable  to  most  of  them  in  the  future.  Well-trained  practitioners 
who  are  practicing  good  medicine  now  have  the  techniques  for  early  recog- 
nition of  several  of  the  inborn  errors  of  metabolism  (phenylketonuria, 
galactosemia,  Hartnup  Disease,  etc.).  To  implement  a program  for  early 
recognition  of  these  metabolic  abnormalities  it  is  obvious  that  an  inten- 
sive and  continuing  education  program  for  professional  personnel  is  needed. 

It  is  also  likely  that  to  achieve  universal  coverage  of  the  population 
legislation  which  wg^^^  make  such  testing  mandatory  in  the  first  several 
months  of  life  is ^needed.  We  recommend  that  the  Legislature  empower  the 
appropriate  State  department  to  recommend  testing,  and  that  a voluntary 
program  be  given  a trial  before  legislation  to  make  testing  mandatory  is 
considered.  Colncidently,  reliable  laboratoiy  services  which  can  use  mass 
techniques  should  be  provided  by  the  Commonwealth.  In  the  area  of  primary 
pre/ention,  techniques  must  be  developed  to  recognize  the  heterozygote  and 
genetic  counselling  services  must  be  expanded. 

All  patients  suspected  of  being  a carrier  of  an  abnormal  gene  on  the 
basis  of  the  screening  survey  should  be  referred  to  a special  clinic,  pre- 
ferably in  a university  setting  for  further  diagnostic  survey  and  supervision 
of  subsequent  medical  care.  The  importance  of  congregating  these  cases 
from  the  therapeutic  and  research  point  of  view  is  evident. 

The  Pennsylvania  Department  of  Health  has  initiated  a statewide  screening 
program  for  the  early  detection  of  phenylketonuria  (PKU).  A simple  and 
sensitive  laboratory  procedure,  the  Guthrie  test,  is  done  on  a small  sanple 
of  blood  from  the  newborn  infant.  This  screening  method  has  gained  wide- 
spread acceptance  in  this  country.  This  service  is  available  to  all  hos- 
pitals in  Pennsylvania  at  no  charge. 

The  majority  of  children  with  a metabolic  defect  may  be  discovered  by 
using  three  urine  screening  techniques  - l)  ferric  chloride,  2)  2-4  dinitro- 
phenyl  hydrazine,  and  3)  Benedict's  reagent.  The  use  of  chromatographic 
techniques  in  patients  who  have  positive  screening  tests  to  these  reagents 
has  led  to  recognition  of  a large  number  of  metabolic  syndromes  associated 
with  mental  deficiency  enumerated  below  in  five  general  categories: 
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I .  Disorders  of  amino  acid  metabolism 

a.  Phenylketonuria 

b.  Maple  Syrup  Disease 

c.  Hartnup  Disease 

d.  Defects  in  urea  cycle  metabolism 

1.  Argininosuccinic  aciduria 

2.  Citrullinuria 

3 . Hyperammonemia 

e.  Hyperglycinemia 

f.  Histidinemia 

g.  Others 

II.  Disorders  of  carbohydrate  metabolism 

a.  Galactosemia 

b.  Glycogen  Storage  Disease 

c.  Fructose  Intolerance 

d.  Gargoyllsm 

III.  Disorders  of  lipid  metabolism 

a.  Niemann-Plck  Disease 

b.  Gaucher's  Disease 

c.  Cerebral  Retinal  Degeneration 

d.  Acanthocytosis 

IV.  Diffuse  cerebral  degenerative  disease 

a.  Primarily  affecting  the  white  matter 

b.  Primarily  affecting  the  gray  matter 

V.  Disease  of  Mineral  metabolism 

a.  Wilson's  Disease 

Menkes  (l)  states,  "Although  children  with  metabolic  defects  present 
no  consistent  clinical  picture,  those  who  satisfy  the  following  criteria 
should  be  subjected  to  a more  Intensive  investigation  in  the  hope  of  dis- 
covering an  underlying  error  in  metabolism:  (l)  unexplained,  diffuse  or 
non-laterallzed  disease  of  the  nervous  system  — either  progressive,  inter- 
mittent or  stationary;  (2)  a family  history  of  similar  or  progressive  neuro- 
logic illness;  (3)  other  evidences  for  a metabolic  disorder,  such  as 
acidosis,  marked  and  early  inanition,  or  hypoglycemia;  (4)  the  presence 
of  infantile  spasms  and  the  electroencephalograph! c picture  of  hypsarrhyth- 
mia.  " 
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"Secondary"  preventive  techniques  must  be  applied  once  the  diseases 
are  recognized.  In  most  cases  the  economic  burden  of  providing  a diet 
(when  available)  for  a child  with  a metabolic  error  is  beyond  the  means 
of  the  parents.  The  Commonwealth  of  Pennsylvania  already  finances  programs 
providing  medical  management  and  diets  for  children  with  PKU.  Such  pro- 
grams will  have  to  be  expanded  as  diets  become  available  for  some  of  the 
newly  recognized  metabolic  errors. 
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9 - Infections  of  infancy  and  childhood 

Infections  account  for  about  12^  of  all  mental  retardates  (according 
to  Levinson's  series  of  500  cases). 

Encephalitis  (accounting  for  two  thirds  of  the  post-infection  retardates) 
may  complicate  measles,  influenza,  chickenpox,  rubella,  mumps,  pertussis, 
herpes  simplex,  herpes  zoster,  infectious  mononucleosis.  Rocky  Mountain 
Spotted  fever,  polio,  ECHO,  and  Coxsakie  viral  infections,  trichinosis, 
smallpox,  sm.allpox  vaccination  and  rabies  vaccination.  The  most  important 
of  these  is  measles  encephalitis,  accounting  for  nearly  one-fifth  of  the 
post-encephalitic  retardates  in  Levinson's  series  (or  7 out  of  39  post- 
encephalitic cases). 

Meningitis  was  the  etiologic  factor  in  L,%  of  Levinson's  series  of  500 
cases.  In  this  series,  more  than  half  of  the  post-meningitis  cases  were 
due  to  tuberculous  meningitis. 

Present  pediatric  and  public  health  armamentaria  are  sufficient  to 
effect  a substantial  reduction  in  post-infection  retardation,  provided  com- 
plete and  timely  immunization  and  early  medical  care  for  acute  illness  can 
be  made  available  to  all  children.  To  accomplish  this,  we  need  to  (l)  ex- 
tend existing  preventive  m.easures  such  as  immunization;  (2)  provide  prompt 
and  adequate  medical  care  to  all  children  regardless  of  economic  status; 

(3)  expand  health  education  programs  aimed  at  motivating  parents  to  secure 
timely  preventive  care  and  treatment  for  their  children,  and  to  avoid  ex- 
posure of  young  Infants  to  infections;  (4)  disseminate  to  all  practitioners 
current  pediatric  thinking  on  prevention  and  management  of  infections. 
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The  following  preventive  measures  are  recommended J 

1.  Routine  administration  of  measles  vaccine  to  infants. 

2.  Smallpox  vaccination  during  the  first  year  of  life. 

3.  Routine  tuberculin  testing  of  infants,  and  treatment  of 
all  positive  reactors  with  antimicrobials. 

4.  EGG  vaccination  of  Infants  likely  to  be  exposed  to  adults 
with  active  or  recently  arrested  tuberculosis. 
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10  - Poisoning 

Drugs  and  household  chemicals.  Each  year  in  the  U.S.A.,  an  esti- 
mated 500,000  children  are  victims  of  accidental  poisoning.  Some  of 
these  poisons  may  damage  the  central  nervous  system  through  specific 
effects  (e.g. , barbiturates);  others  may  cause  similar  damage  through 
shock  or  anoxia  (e.g.,  iron  medications).  The  medical  profession, 
health  authorities,  educational  institutions  and  other  professions  con- 
cerned with  the  public  welfare  must  use  every  means  possible  to  educate 
the  general  population  in  the  prevention  of  poisoning.  Such  simple 
rules  as  safe  storage  of  medications,  keeping  all  products  in  original 
containers,  destroying  old  products,  keeping  foods  and  household  products 
separated,  and  not  referring  to  medicine  as  "candy"  would  pr’event  an 
enormous  amount  of  morbidity  and  undoubtedly  some  mental  retardation. 

Lead  poisoning.  The  exact  incidence  of  mental  retardation  following 
lead  Intoxication  is  not  known.  There  is  some  evidence  that  demonstrable 
damage  to  the  central  nervous  system  does  not  occur  in  the  absence  of 
encephalopathy  symptoms.  It  is  generally  agreed  that  at  least  half  of 
children  who  survive  lead  encephalopathy  have  significant  brain  damage 
and  mental  retardation.  In  a recent  5-year  period,  225  cases  of  lead 
poisoning  were  reported  from  Philadelphia  alone,  and  the  rate  of  repiorted 
cases  has  more  than  doubled  since  the  institution  of  a free  blood  and  urine 
lead  analysis  service.  It  is  reasonable  to  assume  that  many  cases  of  lead 
intoxication  remain  undiagnosed  or  unreported. 
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The  peak  incidence  occurs  between  one  & three  years  of  age,  and  is 
due  largely  to  ingestion  of  lead-containing  paint  and  plaster  found  in 
older  dwellings.  Lead  intoxication  in  children  under  one  year  is  usually 
due  to  inhalation,  especially  of  fumes  produced  by  the  burning  of  storage 
batteries.  Other  sources  are  the  use  of  lead-containing  utensils  for 
cooking  or  water  storage,  air  pollution  when  an  old  building  is  being  torn 
down,  etc.  There  is  an  increased  incidence  in  summer  months. 

Prevention  of  lead  poisoning. 

1.  Primary.  The  most  urgent  single  need  for  the  control  of  this 
disease  at  the  present  time  is  specific  legislation,  (A  copy  of  a pro- 
posed ordinance  for  the  City  of  Philadelphia  is  attached. ) Legislation 
is  needed  to: 

a)  Forbid  the  dumping  and  burning  of  storage  batteries  in 
empty  lots.  Open  burning  of  all  kinds  might  well  be  prohibited. 

b)  Forbid  the  use  of  leaded  paints  on  interiors  of  dwellings, 
furniture,  etc. 

c)  Require  proven  cases  of  lead  intoxication  to  be  reported. 

d)  Give  building  inspectors  the  authority  to  require  land- 
lords to  repair  buildings  that  do  not  comply  with  building  codes  and  which 
expose  children  to  lead. 

An  Intensive  campaign  must  be  conducted,  especially  among  the  poorly  edu- 
cated inhabitants  of  the  old  sections  of  the  larger  cities,  to  make  them. 
aware  of  the  dangers  of  pica.  Physicians  and  health  centers  must  be 
taught  to  inquire  specifically  about  the  presence  of  pica  during  routine 
well-child  examinations. 

2,  Secondary.  Since  early  diagnosis  may  lead  to  treatment  before 
brain  damage  occurs,  every  effort  must  be  made  to  identify  cases  of  lead 
poisoning  before  gross  symptoms  begin.  Health  centers  and  hospitals  should 
provide  screening  tests  such  as  those  for  urinary  coproporphyrins  and 
stippling  or  fluorescence  of  erythrocytes;  as  indicated  above,  the  best 
screening  "test”  may  be  a question  about  pica.  When  the  diagnosis  of 

lead  poisoning  is  made,  the  child  must  be  separated  from  the  contaminated 
environment.  The  child  must  be  treated  to  reduce  the  lead  content  of  the 
body,  and  observed  for  evidence  of  encephalopathy.  A thorough  Investigation 
to  determine  the  source  of  lead  and  to  Identify  other  cases  in  the  environ- 
ment must  be  made.  Recommendations  for  removal  of  the  sources  of  lead 
should  be  made  and  carried  out  before  the  affected  child  is  returned  to 
the  area.  Since  over  one-half  of  the  children  suffering  from  lead 
poisoning  are  noted  to  have  pica,  further  study  is  needed  to  determine 
its  cause.  Poor  nutrition,  especially  iron  deficiency,  has  been  Implicated 
as  a cause,  but  the  presence  of  many  other  unfavorable  social,  emotional 
and  physical  factors  in  children  suffering  from  malnutrition  make  evalu- 
ation difficult.  Pica  has  been  reported  to  be  present  in  one-third  of 
the  children  of  poor  Negro  families  in  Washington,  D.C. 
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11  - Continuing  education  of  physicians  and  laity 

This  Task  pbr  ce  recognizes  the  need  to  update  physician  knowledge 
in  all  aspects  of  prevention,  diagnosis,  and  management  of  mentally 
retarded  patients.  Professional  talent  is  vital  in  presenting  to  the 
physician  population  such  material  that  will  prompt  physician  response 
and  attention.  While  vigorously  supporting  all  resources  for  professional 
education,  we  strongly  recommend  maximum  utilization  of  educational  tele- 
vision. Competent  development  of  this  medium  is  already  an  established 
program  at  the  University  of  Pittsburgh  School  of  Medicine  under  the 
direction  of  Campbell  Moses,  M.D.^  At  this  time  there  are  available  edu- 
cational television  outlets  in  Philadelphia  and  Pittsburgh.  We  understand 
that  within  the  next  year  all  areas  in  the  Commonwealth  will  be  Included 
in  such  an  educational  television  network.  The  development  of  video  tape 
technics  greatly  expands  the  prospects  for  using  television  as  an  organ 
for  continuing  medical  education.  It  is  our  recommendation  that  no  better 
investment  toward  prevention  of  mental  retardation  could  be  made  than  that 
of  educating  pregnant  women  to  seek  early  and  continuous  prenatal  care 
and  by  offering  educational  opportunities  for  the  physician  in  general 
practice,  obstetrics  and  pediatrics  to  learn  of  new  advances.  We  believe 
educational  television  stands  in  the  forefront  of  means  to  accomplish 
these  objectives. 

Throughout  this  report  we  have  stressed  that  providing  optimal  pre- 
natal care  and  upgrading  of  hospital  standards  of  maternal  and  infant 
care  will  reduce  the  incidence  of  mental  retardation.  Specific  recom- 
mendations on  prenatal  care  have  been  given  in  the  section  on  Prematurity. 
We  feel  strongly  that  the  recommendation  that  follows  is  of  importance  for 
assurance  of  optimal  care  of  hospitalized  citizens  in  this  State,  and  will 
help  reduce  the  existing  gap  between  current  medical  knowledge  and  the 
application  of  this  knowledge. 

Recommendation  - The  Office  of  General  and  Special  Hospitals  of  the 
Department  of  Public  Welfare  should  be  advised  as  to  minimal  acceptable 
standards  of  patient  care  by  the  appropriate  professional  societies  in 
conjunction  with  the  State  Medical  Society.  In  the  context  of  this  report. 


A description  of  this  facility  and  its  function  by  Dr.  Moses  and  Mr. 
Roger  Wolfe  is  enclosed. 


-??- 


the  State  Chapter  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, and  the  State  Chapter  of  the  American  Academy  of  Pediatrics 
would  set  standards  for  care  of  pregnant  and  parturient  women  and  of 
newborn  infants.*  We  further  recommend  that  appropriate  specialty 
groups,  the  Pennsylvania  Academy  of  General  Practice,  and  the  State 
Medical  Society  offer  to  assist  in  evaluation  of  hospital  facilities, 
policies  and  practice,  and  to  help  hospitals  that  are  substandard  to 
achieve  acceptable  levels  of  patient  care.  We  suggest  that  the  State 
should  consider  withholding  of  assistance  funds  from  hospitals  which 
do  not  cooperate. 

This  Position  Paper  will  soon  be  out-dated.  It  has  been  drafted 
at  a time  of  remarkable  rapid  progress  in  medical  science.  In  the  area 
of  mental  retardation,  the  most  encouraging  strides  have  been  taken  in 
the  understanding  of  the  nature  of  inborn  errors  of  metabolism.  This 
understanding  of  mechanisms  has  often  led  to  methods  of  effective  treat- 
ment, with  resulting  prevention  of  mental  retardation.  We  are  hopeful 
that  similar  steps  will  be  taken  during  the  next  few  years  in  the  further 
unraveling  of  other  of  the  causes  of  mental  retardation  listed  above, 
and,  most  importantly,  in  ferreting  out  the  causes  of  the  largest  single 
group  of  retardates  - those  whose  retardation  is  of  unknown  etiolgy.  Our 
hope  is  probably  realistic,  in  view  of  the  burgeoning  of  both  basic  and 
clinical  research  in  the  area  of  mental  retardation. 

Because  rapid  and  significant  developments  in  prevention  of  mental 
retardation  can  be  confidently  predicted,  we  strongly  recommend  that  the 
State  Departments  of  Health  and  Welfare  maintain  liaison  with  physicians 
and  basic  scientists  specializing  in  various  aspects  of  mental  retardation, 
and  with  lay  organizations  such  as  the  Pennsylvania  Association  for  Retarded 
Children,  whose  militant  interest  in  mental  retardation  assures  their 
early  awareness  of  recent  advances  in  this  field.  We  further  recommend 
that  an  expert  advisory  board  be  appointed  to  report  to  the  Commissioner 
of  Mental  Health  on  pertinent  new  developments  in  this  field  at  regular 
and  frequent  intervals.  Cnly  in  this  way  will  the  State  be  in  a position 
to  deploy  its  resources  to  most  effectively  protect  its  citizens  from 
the  scourge  of  mental  retardation. 


* Current  thinking  is  set  forth  in  the  "Manual  of  Standards  in  obstetric- 
gynecologic  practice",  published  by  the  American  College  of  Cbstetricians 
and  Gynecologists,  79  West  Monroe  Street,  Chicago  3,  Illinois,  and  in 
"Standards  and  Recommendations  for  Hospital  Care  of  Newborn  Infants  - 
Full  term  and  Premature",  published  by  the  American  Academy  of  Pediatrics, 
18C1  Hinman  Avenue,  Evanston,  Illinois. 
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TASK  FORCE  NO.  1 


PREVENTION 
Enclosure  #1 

Taken  from  the  Medical  Society  of  Nova  Scotia  Bulletin,  Oct.  1963. 


OBSTETRICAL  EMERGENCY  TEAM 


The  Maternal  & Child  Welfare  Committee  of  the  Medical  Society  of 
Nova  Scotia  wishes  to  again  bring  to  the  attention  of  the  profession 
the  "Obstetrical  Emergency  Team." 

This  Team  is  available  to  any  doctor  in  Nova  Scotia  in  any  ob- 
stetric emergency,  providing  consultation  or  actual  treatment  services. 

We  urge  the  wider  and  earlier  use  of  this  service,  especially  in  areas 
where  ordinary  consultation  services  are  not  readily  available.  An 
early  telephone  consultation  does  not  in  any  way  obligate  the  physician 
but  does  help  to  anticipate  difficulties  and  hazards.  It  may  also  make 
possible  earlier  planning  for  blood  transfusion  and  for  transportation 
arrangements  should  these  become  necessary. 

Since  the  inception  of  the  service  3't  years  ago,  the  majority  of 
the  calls  on  the  Team  have  been  in  relation  to  anterpartum  hemorrhage, 
obstructed  labor,  postpartum  hemorrhage.  Other  possible  situations 
where  the  Team  might  be  used  are: 

Premature  labor,  the  premature  newborn,  Rh  isoimmunization,  severe 
anemia,  mTiltiple  pregnancies  or  malpresentations,  the  seriously  ill 
abortion  case,  and  infections. 

The  service  of  the  Team  is  obtained  as  follows: 

Any  doctor  who  wishes  to  have  the  services  of  the  Emergency  Ob- 
stetrical Team  is  requested  to  call  422-6501,  the  Grace  Maternity 
Hospital  in  Halifax  and  request  "The  Obstetrical  Emergency  Team".  The 
call  will  be  transferred  to  the  Case  Room  Section  where  Supervisors  are 
on  24  hour  service.  The  Supervisor  will  take  the  calling  doctor's  name 
and  telephone  nimiber  and  will  immediately  notify  the  Chairman  of  the 
Maternal  and  Child  Welfare  Committee  or  another  member  of  the  Team. 

This  physician  will  then  telephone  the  doctor  concerned  to  discuss  the 
type  of  emergency  existing.  It  may  only  be  necessary  to  consult  by 
telephone.  Sometimes  arrangements  for  blood  can  be  made  or  tentative 
arrangements  for  transportation  of  the  Team  members  or  the  patient.  In 
some  cases,  the  decision  will  be  made  to  have  members  of  the  Team  proceed 
to  the  area  concerned.  The  speediest  possible  transportation  will  be 
arranged  - either  armed  services  or  by  car. 
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Hopefully,  we  also  aim  at  modifying  physicians  attitudes  to  a 
reasonable  degree.  By  the  example  of  the  expert  presenting  the  patient 
on  each  program,  we  strive  to  demonstrate  that  it  is  possible  to  use  the 
scientific  method  in  solving  patient's  problems  without  sacrificing  the 
physician's  personal,  humanistic  concern  for  the  patient  as  a person. 

One  of  the  most  difficult  phrases  for  physicians  (and  especially 
postgraduate  teachers)  to  use  is  the  simple  one,  "I  don't  know."  If  in 
response  to  a telephonedquestion  one  of  our  experts  answers  with  an 
unequivocal  "I  don't  know,"  he  receives  an  additional  $25  honorarium. 
Regretably,  this  has  only  cost  us  $175  to  date,  but  perhaps  a few  of  our 
viewing  physicians  will  find  it  easier  to  admit  to  themselves  "I  don't 
know"  as  a result  of  hearing  an  outstanding  expert  use  the  same  phrase. 

FORMAT 

Usually  the  format  of  the  familiar  hospital  grand  rounds  is  used 
but  the  presentation  is  adapted  for  television.  The  topic  is  selected 
in  an  arbitrary  fashion  using  as  guideposts  the  general  interest  of  the 
problem,  the  accessibility  of  a patient  demonstrating  the  disorder,  and 
the  availability  of  an  expert  with  the  time,  interest  and  know-how  to  make 
an  effective  presentation.  The  patient  and  his  story  are  presented  in  a 
very  personal  way,  whenever  possible  having  the  patient  tell  his  own 
story.  In  close-ups  appropriate  for  each  presentation  the  physician 
then  demonstrates  significant  physical  findings  or  other  details  perti- 
nent to  the  patient's  problem. 

Although  each  patient's  written  consent  is  obtained  for  television 
use  of  the  demonstration,  every  effort  is  made  to  preserve  the  privacy 
and  individual  dignity  of  the  patient.  As  UHF  receivers  become  widely 
available  as  a result  of  recent  changes  in  the  laws  governing  manufacture 
of  television  sets,  there  are  undoubtedly  some  medical  problems  that 
cannot  be  presented  by  this  open  circuit  technic  but  to  date  we  have  not 
had  a single  phone  call  or  other  reaction  from  a lay  viewer  despite  the 
fact  that  the  phone  niomber  to  which  questions  may  be  addressed  is  dis- 
played many  times  during  each  broadcast. 

The  patient  portions  of  each  program  are  usually  pre-taped  to  permit 
the  patient  to  view  his  presentation  so  that  he  may  give  an  informed  con- 
sent. Following  the  demonstration  of  the  patient,  the  expert  may  then 
present  laboratory  data,  x-rays,  or  other  material  that  contributes  to 
effective  teaching.  Throughout  the  presentation  every  effort  is  made  to 
keep  the  material  relevant  to  the  practitioner's  interest  in  the  problem 
under  discussion.  Frequently  filmed  material  of  special  examinations, 
angiography,  cinefluorography , etc.,  is  incorporated  into  the  program. 
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The  members  of  the  Team  are  volunteers  from  the  Department  of 
Obstetrics  and  Gynaecology  and  Anaesthesia  of  Dalhousie  University. 

Further  inquiries  concerning  the  program  should  be  directed  to 

Dr.  D.  F.  Smith,  Chairman 

The  Maternal  & Child  Welfare  Committee, 

Grace  Maternity  Hospital 
HALIFAX,  N.S. 
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TASK  FORCE  NO.  1 


PREVENTION 
Enclosure  #2 


Proposed  Ordinance  and  Regulations 

to 

Control  Lead  Poisoning  in  Philadelphia 

12/2/63 


Lead 


(1)  The  Board  may  by  regulation  prescribe  such  restraints  or  controls  on 
the  handling  or  use  of  lead  or  substances  containing  lead  as  it  shall  find 
necessary  to  prevent  the  introduction  of  this  element  into  the  bodies  of 
human  beings  in  hazardous  quantities.  Such  regulations  may  include  and 
require,  but  shall  not  be  limited  to: 

(a)  The  Investigation  of  any  premise  or  location  at  which  lead 
exists  or  from  which  lead  may  emanate  in  such  a form  that 

it  can  be  Introduced  into  the  body  of  one  or  more  human  beings. 

(b)  The  control  of  the  handling,  distribution,  sale,  use,  or  con- 
tinued presence  of  paint  containing  lead  in  excess  of  an 
approved  amount, 

(c)  The  control  of  the  handling,  distribution,  sale,  or  use  of 
children's  furniture  covered  with  a paint  or  any  other 
decorative,  or  protective  covering  or  trim,  containing  lead 
in  excess  of  an  approved  amount, 

(d)  The  control  of  handling,  distribution,  sale,  or  use  of  objects 
containing  lead  which  are  used  or  Intended  to  be  used  for  the 
storage,  preparation  or  serving  of  food  or  drink. 

(e)  The  control  of  air,  water,  food  or  other  substances  found  to 
contain  hazardous  quantities  of  lead. 

Examples  of  Regulations  which  Would  Be 
Proposed  for  the  Control  of  Lead  Poisoning 
Upon  Passage  of  an  Ordinance 

I Labeling  of  Paint  Containing  Lead — 

No  person  shall  possess,  sell,  hold  for  sale,  give  away  or  leave  in  any 
place  a paint  containing  lead  or  lead  compounds  of  which  the  lead  content, 
calculated  as  metallic  lead,  is  in  excess  of  one  percent  (l%)  of  the  total 
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weight  of  the  contained  solids  (including  pigments  and  drier)  unless,  the 
labeling  bears  the  following  statement  j.n  appropriate  type  and  size  prints 
Warning.  Contains  lead.  Harmful,  if  eaten.  Do  not  apply  on  interior  sur- 
faces of  a dwelling  or  place  used  for  care  of  children,  or  on  window  sills, 
toys,  cribs,  and  other  furniture  which  may  be  chewed  by  children.  Keep  out 
of  reach  of  children.  This  regulation  does  not  apply  to  (l)  marino  paints, 
roof  cements  and  coatings  or  automotive  finishes  which  are  not  sold  at 
retail.  This  regulation  also  does  not  apply  to  (2)  paints  which  are  sold 
to  the  City,  State  or  Federal  governments,  or  to  a manufacturer,  industrial 
plant,  public  utility  or  metal  structural  contractor  unless  the  paint  is 
intended  for  resale  or  is  intended  to  be  used  or  there  is  a reasonable 
possibility  that  it  may  be  used  (a)  in  a residential  building  (b)  on  chil- 
dren's toys  or  furniture  or  (c)  other  surfaces  which  may  be  mouthed,  chewed 
or  ingested  by  children. 

II  Application  of  Paint  Containing  Lead 

After  the  effective  date  of  this  regulation,  no  person  shall  apply 
a paint  containing  lead  or  lead  compounds  of  which  the  lead  content,  cal- 
culated as  metallic  lead,  is  in  excess  of  one  percent  (l^)  of  the  total 
weight  of  the  contained  solids  (including  pigments  and  drier)  on  the 
interior  walls,  ceilings  or  window  sills  of  any  apartment  or  room  in  any 
dwelling.  It  may  also  not  be  used  on  the  interior  walls,  ceilings  or 
window  sills  of  any  facility  for  the  care  of  children  or  on  any  other  sur- 
face of  a dwelling  or  facility  which  may  be  accessible  to  be  chewed  or 
ingested  by  children.  As  used  in  this  regulation,  dwelling  means  any 
building  or  structure  or  portion  thereof  which  is  occupied  or  intended 
to  be  occupied  in  whole  or  in  part  as  the  home,  residence  or  sleeping 
place  of  one  (l)  or  more  human  beings. 

III  Removal  of  Paints  Containing  Lead 

When  the  Department  finds  that  there  is  a paint  containing  lead  or 
lead  compounds  of  which  the  lead  content,  calculated  as  metallic  lead, 
is  in  excess  of  one  percent  (l^)  of  the  total  weight  of  the  contained 
solids  (including  pigments  and  drier)  on  the  interior  walls,  ceilings 
or  window  sills  of  any  apartment  or  room  of  any  dwelling,  or  on  any  other 
surfaces  of  the  dwelling  which  are  accessible  to  be  chewed  or  ingested  by 
children,  or  on  any  accessible  surfaces  in  facilities  Intended  for  the 
care  of  children  it  may  order  permanent  covering  of  the  surface  with  an 
approved  durable  material  or  the  removal  of  the  paint  under  such  safety 
conditions  as  it  may  specify  and  the  refinishing  of  the  apartment,  room 
or  part  of  a room  with  a suitable  finish  which  is  not  in  violation  of 
Section  II  of  these  regulations  and  of  this  ordinance. 
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IV  Children's  Fiorniture 


No  person  shall  sell  or  hold  for  sale  after  one  (l)  year  after  the 
effective  date  of  this  regulation  children's  furniture  which  has  a paint 
containing  lead  or  lead  compounds  of  viiich  the  lead  content,  calculated 
as  metallic  lead,  is  in  excess  of  one  percent  (1%)  of  the  total  weight 
of  the  contained  solids  (including  pigments  and  drier). 

V Penalty 

It  is  assumed  that  drafting  of  a separability  clause,  penalty  clause 
or  other  requirements  of  adequate  legislation  on  the  above  recommendations, 
will  be  completed  by  the  Law  Department,  as  necessary. 


Prepared  by: 

Division  of  Environmental  Health 
Community  Health  Services 
Philadelphia  Department  of  Public  Health 
500  South  Broad  Street 
Philadelphia,  Pennsylvania  19146 
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TASK  FORCE  NO.  1 


PREVENTION 
Enclosure  #3 


GRAND  ROUNDS  VIA  TELEVISION; 

AN  EXPERIMENT  IN  CONTINUING  EDUCATION 


of 
the 

Support 

was  obtained  from  the  John  A,  Hartford  Foundation,  Inc.,  to  fully  equip  a 
broadcasting  television  studio  in  the  medical  school  Itself  in  order  that 
there  would  be  ready  access  to  patients,  physicians,  and  specialized 
patient  care  equipment  in  the  adjacent  Presbyterlan-Universlty  Hospital. 

The  facilities  available  are  those  of  a moderate  sized  professional 
studio:  a floating,  sound  proof  room,  studio  lighting,  two  broadcast 
Imageorthicon  cameras,  a vidocon  demonstration  camera,  a multiplexer 
with  slide  projector,  film  chain,  and  special  effect  equipment,  a broad- 
cast videotape  recorder  and  separate  audio  and  sound  recording  equipment. 

PLANNING 

The  initial  step  was  a one-half  day  planning  session  attended  by 
physician  and  administration  representatives  from  55  hospitals  in  the 
tri-state  area.  At  this  session,  the  availability  of  this  new  post- 
graduate teaching  facility  was  announced  and  representative  examples 
of  several  kinds  of  televised  presentation  were  shown  via  videotape  through 
the  courtesy  of  the  Department  of  Radiology  of  the  Children's  Hospital  of 
Pittsburgh.  The  various  hospital  representatives  thoroughly  discussed  the 
possible  uses  that  could  be  made  of  this  equipment  and  suggested  topic 
areas  that,  in  their  opinion,  would  be  of  particular  interest  to  physicians 
in  practice.  It  was  decided  at  this  time  that  while  it  was  impossible  to 
select  a broadcast  time  suitable  to  all  hospitals,  late  Friday  morning 
appeared  to  suit  the  majority.  At  this  session  the  cost  of  providing  a 
UHF  installation  in  each  receiving  site  was  presented.  This  varied  from 
a $20  adapter  on  an  existing  set  in  hospitals  near  the  WQEX  transmitter 
to  $1400  for  distant  hospitals  requiring  special  antenna  and  reception 
equipment.  In  1964,  6l  hospitals  with  an  average  physician  audience  of 
1400  participated  in  each  program. 


In  the  spring  of  1962  the  School  of  Medicine  of  the  University 
Pittsburgh  initiated  plans  to  present  a portion  of  its  postgraduate 
medical  program  via  television  to  hospitals  located  within  range  of 
transmitter  of  the  local  education  station's  UHF  outlet  Channel  I6. 
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OBJECTIVES 


A basic  tenet  of  this  series  was  that  UHF  broadcasts  of  medical 
material  could  be  used  to  provide  an  appetizer  to  the  physician's 
appetite  for  learning  and  no  attempt  should  be  made  to  provide  formal 
lecture  courses.  Instead,  the  format  of  the  usual  patient-centered 
hospital  grand  rounds  was  contemplated  with  that  format  modified  to 
take  full  advantage  of  the  special  technics  available  through  television. 

While  the  presentation  of  new  information  is  an  important  respon- 
sibility of  continuing  medical  education  programs,  it  is  believed  that 
usually  physicians  have  at  least  heard  or  read  casually  of  most  new 
major  medical  developments.  They  may  have  heard  of  them  from  a detail 
man,  a hospital  resident,  a colleague,  from  reading  a medical  journal 
or  advertisement  or  even  from  the  Reader's  Digest,  but  they  have  at 
least  some  acquaintance  with  the  innovation.  Frequently,  however, 
physiciars  have  not  had  a chance  to  have  the  new  procedure,  the  new 
technic,  or  the  usefulness  of  the  new  drug  validated,  on  a personal 
basis,  by  hearing  a physician  whose  judgment  they  respect  report  his 
experience  with  the  new  procedure  and  his  personal  evaluation  of  it. 
Television,  because  of  the  ready  identification  of  the  viewer  with  the 
television  screen,  provides  an  unusual  opportunity  for  this  validation 
to  take  place.  To  reinforce  this  personal  relationship  each  "Grand 
Rounds  by  Television"  session  Includes  a question  and  answer  period 
using  multiple  telephone  lines  to  the  studio  for  incoming  calls  and 
the  live  television  broadcast  to  provide  the  answers. 

In  addition  to  providing  new  information  and  validation  of  new 
information  by  personal  questioning  of  the  expert  of  the  day,  we  aim 
at  using  the  special  technics  of  television  to  refurbish  some  of  the 
physician's  skills  of  observation.  Using  split  screen  technics,  it 
is  possible  to  demonstrate  the  overall  aspects  of  walking  in  patients 
with  gait  disturbances,  while  at  the  same  time  focussing  closeup  on 
the  details  of  foot  movement,  etc.  Closeup  views  of  the  face  or  hands 
during  history  taking  may  frequently  demonstrate  the  importance  of  some 
of  the  non-verbal  aspects  of  communication.  Detailed  analysis  of  heart 
sounds  by  simultaneously  displaying  the  phono cardiogram  and  the  electro- 
cardiogram on  the  split  screen  while  the  heart  sounds  are  broadcast  and 
the  expert  is  verbally  calling  attention  to  the  details  presented  is  an 
effective  way  of  teaching  uniquely  available  via  television.  Here  the 
imagination  of  the  producers  is  the  only  important  limiting  feature  of 
the  television  medium. 
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Blackboard  demonstrations,  slides  presented  by  a rear  screen  projector 
or  animated  sequences  from  filmed  material  on  the  subject  under  study 
may  be  presented.  Whenever  a new  or  unusual  word  is  used  by  the  expert 
the  word  is  superimposed  on  the  screen  so  that  it  is  clearly  understood. 

Occasionally  we  have  used  two  or  more  experts  on  the  same  program, 
for  example  a pathologist  and  a clinician  or  two  clinicians  with  varying 
opinions  about  the  topic  under  discussion.  Because  we  are  most  anxious 
to  have  the  programs  excite  the  interest  of  practitioners  in  community 
hospitals,  we  have  made  a studied  effort  not  to  use  full  time  faculty 
as  the  exclusive  experts.  We  have  found  that  nothing  stimulates  the 
interest  of  a hospital  staff  in  viewing  this  series  as  much  as  having 
one  of  their  own  members  participate  as  the  expert  of  the  day.  Similarly 
we  have  noted  that  when  the  expert  is  a specialist  every  man  in  a similar 
specialty  in  our  viewing  area  will  be  watching  that  particular  program. 

An  unusually  successful  program  was  a "Who  done  it?"  clinicopatholog- 
ical  conference.  The  protocol  of  the  case  was  mailed  to  all  participating 
hospitals  in  advance  and  dinner  for  two  at  a local  restaurant  was  offered 
to  all  physicians  mailing  in  the  correct  diagnosis  prior  to  the  broadcast. 
Although  the  case  was  a rare  one  more  correct  answers  were  received  (71) 
than  the  budget  had  anticipated! 

During  the  last  portion  of  the  expert's  presentation  a super  slide 
of  the  phone  number  for  calling  questions  in  to  the  television  studio 
is  shown  and  the  moderator  repeatedly  announces  this  number.  Several 
telephone  lines  are  available  simultaneously  and  we  have  had  as  few  as 
three  and  as  many  as  24  questions  on  a single  program.  Questions  may  be 
relayed  from  a telephone  secretary  to  the  moderator  or  the  expert  may 
directly  take  the  telephone  question  and  answer  it  live  on  the  air. 

Usually  the  questioner  is  kept  anonymous  although  frequently  the  insti- 
tution from  which  he  is  calling  may  be  identified. 

At  the  conclusion  of  each  question  and  answer  period  there  is  a brief 
(3  - 10  minute)  presentation  of  (a)  Medical  News,  (b)  a Communicable 
Disease  Report  and  (c)  Coming  Medical  Meetings.  The  medical  news  may  call 
attention  to  a recent  article  of  unusual  interest  in  a current  medical 
journal.  Broadcasting  on  Friday,  it  is  frequently  possible  to  preview 
the  contents  of  the  next  day's  Journal  of  the  American  Medical  Association 
and  to  call  attention  to  an  important  contribution.  Drug  complications  or 
toxicity  comments  from  pharmaceutical  houses  or  the  Food  and  Drug  Adminis- 
tration are  occasionally  presented.  The  publication  of  an  important  new 
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book  may  be  announced.  The  communicable  disease  report  is  always  brief 
calling  attention  only  to  unusual  problems.  For  example,  it  was  possible 
to  announce  to  physicians  in  the  area  the  finding  of  typhoid  fever  in  a 
patient  recently  returned  from  Zermatt,  Switzerland  epidemic  4.8  hours 
before  it  appeared  in  the  public  press.  The  location,  date  and  subject  of 
medical  meetings  of  unusual  interest  are  given  each  week  to  emphasize  our 
interest  in  community  hospital  programs. 


PROGRAM  TOPICS 

The  topics  and  experts  included  in  the  1963-64  series  are  found  in 
Tables  I and  II.  Some  of  the  programs  have  been  more  successful  than 
others  in  terms  of  physicians'  reactions.  The  program  on  "Frostbite"  which 
was  hastily  substituted  for  the  regularly  scheduled  one  when  a minus  twenty 
degree  cold  spell  struck  the  area  was  timely  and  unusually  effective.  The 
session  on  "The  Office  Management  of  Diabetes"  which  included  a filmed  step 
by  step  sequence  in  the  physician's  office  and  one  demonstrating  the  physi- 
cal findings  corresponding  to  each  area  of  central  nervous  system  involve- 
ment in  a patient  with  severe  multiple  sclerosis  were  also  highly  successful. 
On  the  other  hand  a carefully  developed  program  on  "Hiatus  Hernia"  fell  com- 
pletely flat,  although  the  expert  of  the  day  could  not  be  blamed  for  the 
fact  that  his  carefully  made  cineflurographic  film  fell  useless  to  the 
multiplexing  room  floor  bypassing  the  gate  of  the  motion  picture  projector. 

In  the  last  several  weeks  of  the  spring,  1964,  series  we  had  the  good 
fortune  to  be  able  to  use  videotapes  prepared  by  C.  Hilmon  Castle,  M.D, , 
Director  of  Postgraduate  Medicine  at  the  University  of  Utah.  These  presen- 
tations were  then  commented  on  by  a local  expert  who  also  handled  the  live 
question  and  answer  session. 


EVALUATION 

To  date  we  have  not  developed  effective  measures  for  evaluating  the 
Impact  of  these  programs  on  practice  in  our  community  hospitals.  Our 
evaluation  has  been  confined  to  telephoned  information  regarding  the 
number  of  physicians  participating  in  each  hospital  and  their  informal 
reaction  to  the  program.  On  one  occasion  we  polled  all  physicians 
viewing  the  1963  series  and  solicited  their  reaction,  comments  and  sug- 
gestions. Of  790  physicians  responding  to  a mailing  of  2200  question- 
naires, the  great  majority  (92^)  had  found  the  program  to  be  of  definite 
value  to  them.  Only  6%  were  severely  critical  of  the  series  although  most 
physicians  found  something  to  criticize  in  one  or  more  programs.  In 
appraising  the  general  acceptance  of  the  series,  it  must  be  kept  in  mind 
that  in  many  of  the  more  distant  hospitals,  this  series  represented  the  very 
first  time  postgraduate  educational  material  had  been  made  available  in  the 
hospital  on  a regular  basis. 
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Our  future  plans  for  evaluating  this  procedure  include  the  before 
and  after  use  of  the  clinical  problem  solving  instruments  developed  by 
Drs,  George  Miller  and  Christine  McGuire  in  the  Department  of  Research 
in  Medical  Education  at  the  University  of  Illinois.  It  is  our  belief, 
however,  that  investigation  of  the  impact  on  practice  of  all  forms  of 
postgraduate  education  is  an  almost  untouched  problem  and,  if  more  effec- 
tive educational  methods  are  to  be  developed,  evaluation  procedures  must 
be  built  in  to  the  educational  experience.  The  recent  observations  of 
the  University  of  Illinois  group  and  the  Committee  on  Medical  Education 
of  the  American  Heart  Association  indicate  that  if  the  physician's  ano- 
nymity can  be  protected  and  if  he  has  an  opportunity  to  compare  his 
judgment  to  that  of  the  experts,  he  not  only  welcomes  "testing"  pro- 
cedures, but  finds  them  to  be  a valuable  learning  experience. 


SUMMARY 

The  1963-64  experience  at  the  University  of  Pittsburgh  in  using 
the  UHF  outlet  of  the  local  community  educational  station  (WQEX)  to 
broadcast  grand  medical  rounds  to  community  hospitals  on  a regular 
basis  is  presented.  While  this  approach  to  postgraduate  medical  education 
has  not  yet  been  widely  exploited,  this  report  indicates  that  it  is  possible 
to  attract  physicians  to  participate  in  such  activity  on  a regular  basis. 

In  developing  medical  education  material  for  this  purpose,  we  believe  that 
it  is  of  vital  Importance  to  avoid  the  lecture  presentation  and  use  the 
unique  technics  of  television  imaginatively  and  with  full  appreciation  of 
the  personal  experience  that  can  be  developed  between  the  television 
receiver  and  the  participant  on  the  viewer's  side  of  the  television 
screen. 


Prepared  by: 


Campbell  Moses,  M.D.  and 
Roger  Wolfe,  B.A, 

From  the  Postgraduate  Medical  Program  of  the  School  of  Medicine 
of  the  University  of  Pittsburgh  made  possible  by  a grant  from  the  John 
A.  Hartford  Foundation,  Inc. 
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TABLE  I 


1963 


Winter  Gough  Control 
Wayne  E.  Martz,  M. D. 

Clinical  Assistant  Professor  of  Medicine 
Director  of  Medical  Education 
St.  Francis  General  Hospital 

Emotional  Factors  in  General  Practice 
Rex  A.  Pittenger,  M.D. 

Staunton  Clinic  Associate  Professor 
of  Pshchiatry  and 
Ray  Greco,  M.D. 

General  Practitioner 

Frostbite 

William  White,  M.D. 

Clinical  Professor  of  Surgery 
Chief,  Plastic  Surgery  Division 

Diet  and  Drugs  in  Atherosclerosis 
Campbell  Moses,  M.D. 

Associate  Professor  of  J>fedicine 

Emergency  Resuscitation  Technics 
Peter  Safar,  M.D. 

Professor  of  Anesthesiology  and 
Leonard  Monheim,  D.D.S. 

Clinical  Assistant  Professor  of  Anesthesiology 

Recognition  and  Management  of  Depression 
Homer  V.  Gapparell,  M.D. 

Clinical  Associate  Professor  of  Psychiatry 

Management  of  Seizures 
James  Rose,  M.D. 

Clinical  Assistant  Professor  of  Medicine  (Neurology) 

Hypothyroidism 

Jerrold  Hydovitz,  M.D. 

Clinical  Assistant  Professor  of  Medicine 
Chief,  Montefiore  Hospital  Endocrine  Clinic 

Anagina  Pectoris 

Wendell  B.  Gordon,  M.D. 

President,  Pennsylvania  Heart  Association 
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Gout 

Gerald  P.  Rodnan,  M.D. 

Associate  Professor  of  Medicine  and 
Margaret  Machlachlan,  M.D. 

Assistant  Professor  of  Medicine 

Diabetes 

T.  S.  Danowski,  M.D. 

Professor  of  Medicine 

Virus  Pneumonia 

A.  I.  Braude,  M.D. 

Professor  of  Medicine 

Doctors  and  New  Mothers 
John  B.  Reinhart,  M.D. 

Associate  Professor  of  Pediatrics  and 
Child  Psychiatry  and 
Elsie  Broussard,  M.D. 

Graduate  School  of  Public  Health 

Hernia  in  Infants  and  Children 
William  B.  Kiesewetter,  M.D. 

Professor  of  Surgery  (Pediatric) 

Immunization,  1963 

Kenneth  D.  Rogers,  M.D. 

Professor  of  Preventive  Medicine  and 
Horace  B.  Gezon,  M.D. 

Professor  of  Epidemiology 
Graduate  School  of  Public  Health 

Hypertension 

Alvin  P.  Shapiro,  M.D. 

Associate  Professor  of  Medicine 

Parkinsonism 

Hubert  B.  Rosomoff,  M.D. 

Associate  Professor  of  Neurosurgery 
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TABLE  II 


1964 


Congestive  Heart  Failure 
Jack  D.  Myers,  M.D. 

Professor  and  Chairman,  Department  of  Medicine 
Strokes 

Lowell  G.  Lubic,  M.D. 

Chief  of  Neurology,  Montefiore  Hospital 

Hiatus  Hernia 

Lee  M.  Hershenson,  M.D, 

Clinical  Assistant  Professor  of  Medicine 

The  Acute  Coronary 

Frederick  R.  Franke,  M.D, 

Chief,  Division  of  Medicine 
Western  Pennsylvania  Hospital  and 
Richard  G.  McManus,  M.D. 

Chief,  Division  of  Pathology 
Western  Pennsylvania  Hospital 

Who  Done  It?  G.  P.  C. 

Edwin  R.  Risher,  M.D. 

Professor  of  Pathology  and 
Frank  J.  Gregg,  M.D. 

Clinical  Associate  Professor  of  Medicine 

Office  Management  of  Diabetes 
T.  3.  Danowshi,  M.D. 

Professor  of  Medicine 

Surgery  for  Peripheral  Vascular  Disease 
Bernard  Fisher,  M.D. 

Professor  of  Surgery 

Hypoglycemia 

James  B.  Field,  M.D. 

Associate  Professor  of  Medicine 

Multiple  Sclerosis 

James  A.  Rosen,  M.D. 

Clinical  Assistant  Professor  of  Medicine 


-38- 


Heart  Disease  - 1964 

Seymoure  Krause,  M.D. 

President,  Western  Pennsylvania  Heart  Association 

Problem  X-Rays  for  Practitioners 
Wayne  Martz,  M.D. 

Director  of  Medical  Education 
St.  Francis  General  Hospital  and 
Harold  T.  Brown,  M.D. 

Veterans  Administration  Clinic 

The  Doctor  and  Malpractice 

Sidney  Shindell,  M.D.,  LL.B. 

Department  of  Preventive  Medicine 

Buerger's  Disease 

Thomas  Piemme , M.D. 

Instructor  in  Medicine  and 
Edwin  Fisher,  M.D. 

Professor  of  Pathology 

Polio  Vaccine  Clinics 

Richard  Michaels,  M.D. 

Assistant  Professor  of  Pediatrics  and 
William  R.  Lunt , M.D. 

President,  Allegheny  County  Medical  Society 

Hospital  Disaster  Preparation 
David  W.  Clare,  M.D. 

Clinical  Associate  Professor  of  Surgery 

Alcoholism  and  Neurologic  Disease 
Raymond  D.  Adams,  M.D. 

Harvard  Medical  School  and 
James  A.  Rosen,  M.D. 

University  of  Pittsburgh 

Use  of  Anticoagulants  in  Clinical  Disease  States* 
Arthur  Haut , M.D. 

Department  of  Medicine 
University  of  Utah  and 
Reuben  3.  Mibashan,  M.D. 

Department  of  Medicine 
University  of  Utah 

Simple  Technics  for  Renal  Dialysis* 

Alan  E.  Lindsay,  M.D. 

University  of  Utah  and 
Frank  M.  Mateer,  M.D. 

University  of  Pittsburgh 
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Use  of  Digitalis* 

Louis  S.  Goodman,  M.D. 

Professor  of  Pharmacology 
University  of  Utah  and 
Jack  D.  Myers,  M.D. 

University  of  Pittsburgh 

Peritineal  Aspiration  as  an  Aid  in  the  Diagnosis 
of  Abdominal  Disease* 

Ralph  G.  Richards,  M.D. 

University  of  Utah  and 
James  E.  McClenahan,  M.D. 

Medical  Director,  McKeesport  Hospital 

Neo-Natal  Emergencies* 

Mark  M.  Ravitch,  M.D. 

Johns  Hopkins  Hospital 
Walter  J.  Burdette,  M.D. 

University  of  Utah  and 
William  B.  Kiesewetter,  M.D. 

University  of  Pittsburgh 

Diagnostic  Testing  in  Rheumatoid  Arthritis* 
Lamont  Havers,  M.D. 

Medical  Director 

Arthritis  and  Rheumatism  Foundation  and 
Gerald  P.  Rodnan,  M.D. 

University  of  Pittsburgh 


Videotaped  by  C.  Hilmon  Castle,  M.D. , Director 
of  Postgraduate  Medicine,  University  of  Utah, 
Salt  Lake  City,  Utah. 


Task  Force  Number  2 
EARLY  CASE  FINDING 


Task  Force  Number  3 
IDENTIFICATION,  DIAGNOSIS  & PLANNING 


I.  Definition  of  Terms 


The  definition  of  the  American  Association  for 
Mental  Deficiency  of  Mental  Retardation  as  ’’sub-average 
general  intellectual  functioning  which  originates  during 
the  developmental  period  and  is  associated  with  impairment 
in  adaptive  behavior”  is  accepted  by  the  Task  Force. 

Early  Case  Finding  (infancy)  and  identification  (up 
to  and  including  school  age)  is  selection  by  appropriate 
evaluation  of  observations,  tests,  history  and  performance 
of  those  who  are  potentially  retarded  from  all  children  in 
the  population. 

Diagnosis  includes  differential  diagnosis,  classifi- 
cation, identification  of  cause,  if  possible,  evaluation  of 
the  child  himself  and  his  relationship  to  his  family  and  to 
the  community.  Estimate  of  the  severity  of  involvement,  of 
his  degree  of  independence,  of  other  handicapping  conditions, 
complicating  factors,  the  child’s  potential  to  learn,  and  his 
estimated  prognosis  are  included. 

Planning  is  the  development,  initiation  and  carrying 
on  of  a program  to  assist  the  family  in  their  responsibility 
for  the  child,  making  maximum  use  of  all  available  facilities. 
It  is  assumed  that  the  ’’plan”  must  be  revised  periodically 
and  largely  carried  out  over  a lifetime  by  others  than  those 
immediately  concerned  with  identification  and  diagnosis.  It 
is  recognized  that  an  appropriate  plan  for  an  individual  will 
include,  at  times,  delayed  and  revised  diagnoses  which  will 
modify  the  development  of  further  planning. 

I I . Historical  Experience 

Philosophically  it  has  long  been  the  family’s 
responsibility  to  care  for  its  handicapped  and  defective 
members.  Judo -Christian  culture  emphasizes  society’s 
responsibility  to  its  dependent  members,  but  only  recently 
has  mental  retardation  been  more  closely  identified  as  a 
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common  symptom  of  a sizable  group  of  the  population  for  whom 
the  government  is  rapidly  assuming  an  increasing  responsibility. 
This  is  seen  as  part  of  our  current  social  revolution.  Pro- 
fessional persons  concerned  and  the  public  in  general  have 
varying  reactions  to  the  current  shift  in  emphasis  from 
individual  and  local  responsibility  to  governmental  subsidy 
and  administration. 

Ill . Relevancy 

It  is  felt  that  the  present  subject  matter  is  relevant. 

IV.  Present  Practice 

Various  professions  and  groups  are  currently  involved 
in  case-finding,  diagnosis  and  planning. 

The  medical  profession  has  been  largely  concerned  with 
case-finding  and  diagnosis  of  mental  retardation  as  it  relates 
to  identifiable  organic  disease  and  contributes  to  the  treat- 
ment of  correctible  defects  and  to  supportive  care.  The  concept 
of  responsibility  for  a part  in  comprehensive  long  terra  care  is 
relatively  new.  Pediatricians  are  most  active  in  this  area  but 
they  see  less  than  a quarter  of  all  children  in  Pennsylvania. 

Educators  are  concerned  with  the  diagnosis  of  mental 
retardation  in  the  school  age  child  since  he  does  not  adjust 
well  to  regular  classroom  situations  and  requires  special 
services.  Identification  for  school  purpose  is  based  largely 
on  the  I.Q.  Test. 

In  general,  psychologists  have  been  called  on  to 
classify  children  by  mental  age  or  I.Q.,  and  only  recently 
are  demonstrating  an  ability  to  use  testing  tools  to  produce 
more  relevant  information  about  the  child’s  true  ability, 
potential,  behavior,  and  his  learning  and  sensory  problems. 

Social  workers  have  too  often  thought  of  the 
retarded  child  only  in  terms  of  placement  away  from  home 
but  are  now  demonstrating  an  interest  in  the  family  as  a 
whole,  in  effective  case  work,  in  providing  support  in 
anticipating  and  meeting  crises,  in  helping  the  family  with 
a variety  of  services,  and  in  making  necessary  adjustments 
at  home. 


The  psychiatrist  has  had  a long  interest  and  respon- 
sibility in  the  institutionalized  retarded  child  but  now  is 
becoming  more  active  in  the  differential  diagnosis  of  some 
children  who  function  on  a retarded  level,  as  well  as  in 
assisting  in  therapy  for  retarded  children  and  their  families. 
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Nurses,  particularly  in  the  area  of  public  health 
nursing,  have  been  concerned  indirectly  with  case-finding 
and  referral  and  are  increasingly  assuming  a responsibility 
for  phases  of  direct  care  and  counselling  in  the  home. 

Speech  pathologists,  audiologists,  as  well  as 
neurologists,  neurosurgeons,  endocrinologists,  chemists, 
cytogeneticists  and  other  laboratory  workers  are  in  individual 
cases  becoming  more  involved  in  the  detection  and  diagnosis  of 
the  retarded. 

Other  groups  as  the  clergy,  recreational  directors, 
legal  experts,  dentists,  therapists  and  vocational  counsellors 
are  concerned  less  with  the  diagnosis  than  with  the  management, 
but  should  be  involved  with  planning  a program  for  an  individ- 
ual who  is  retarded. 

The  Commonwealth’s  responsibility  through  the  Welfare 
Department  has  been  seen  largely  as  providing  facilities  for 
custodial  care  away  from  home.  Although  the  three  Diagnostic 
Centers  provide  comprehensive  evaluation  to  a small  number  of 
retarded  children,  the  program  is  not  appropriately  integrated 
with  other  community  services.  The  Health  Department  supports 
many  programs  through  the  Maternal  and  Child  Health  Division 
aimed  at  prevention  of  mental  retardation  and  the  Crippled 
Children’s  Program  provides  diagnostic  and  some  therapeutic 
services  to  children  who  are  retarded  and  also  qualify  for 
care  under  an  additional  diagnostic  category.  The  Phenylket- 
onuria Program  of  diagnosis  and  therapy  is  specifically 
related  to  mental  retardation. 

The  use  of  relatively  unskilled  persons  and  of 
volunteers  in  the  care  of  the  retarded  is  traditional. 

Their  services  in  conjunction  with  a planned  program 
outside  of  the  institution  is  just  being  explored. 

The  basic  training  of  these  various  professions  varies 
from  school  to  school  and  from  one  part  of  the  country  to 
another.  In  general  there  is  too  little  understanding  of  a 
child’s  normal  growth  and  development  and  of  the  many  influences 
that  both  constructively  and  adversely  affect  the  capacity  of 
the  individual  to  function  at  his  best.  There  is  in  general, 
little  taught  in  an  organized  way  about  the  multiple  problems 
of  the  retarded,  and  most  experience  is  in  the  context  of 
broad  professional  training  rather  than  in  the  specific 
subject  area.  There  is  minimal  formal  training  in  inter- 
disciplinary communication,  and  at  best  this  is  relatively 
ineffective  in  practice. 
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At  present  the  diagnosis  of  mental  retardation  is 
rarely  made  at  birth,  and  then  only  when  there  are  major 
abnormalities  or  stigmata  of  brain  damage.  In  large  part, 
infants  with  organic  brain  damage  leading  to  mental  retardation 
are  identified  by  the  obstetrician,  pediatrician,  general 
practitioner,  nurse  or  by  the  parents.  Periodic  visits  to 
the  physician  or  to  the  well-child  clinic  offer  an  opportunity 
for  evaluation  of  growth  and  development  and  of  reviewing  with 
the  parents  the  child’s  performance.  In  general,  children  are 
not  regularly  taken  to  a physician  beyond  the  first  year  or 
two  of  life,  so  that  symptoms  emerging  with  tardy  development 
after  the  infancy  period  are  less  readily  identified.  There 
is  frequently  a delay  in  making  or  conveying  to  parents  a 
diagnosis  of  retardation  since  physicians  are  at  times  reluctant 
to  upset  parents  with  a diagnosis  for  which  there  is  no 
specific  medical  treatment. 

It  is  well  recognized  that  certain  groups  of  infants 
are  more  likely  than  others  to  show  tardy  rates  of  development. 
These  groups  include  prematures,  children  bom  by  breech  or 
caesarian  section,  those  showing  evidence  of  respiratory  distres 
as  infants,  those  having  seizures,  icterus  or  evidence  of  anoxis 
during  the  perinatal  period.  Children  of  mothers  with  certain 
infections  during  pregnancy,  those  having  delivered  a previous 
abnormal  child,  and  of  mothers  whose  potential  for  competent 
parenthood  is  doubtful,  as  well  as  offspring  of  mothers  receivir 
no  prenatal  care  are  suspects.-  Careful  examination  of  all  new- 
borns will  reveal  evidence  of  many  anatomical  congenital 
anomalies  and  screening  tests  for  hidden  abnormalities  such  as 
phenylketonuria  and  other  metabolic  defects  should  be  universal] 
used.  Children  who  have  a severe  infection,  trauma  or  poisoning 
during  the  developmental  period  are  also  included  in  those  with 
a high  index  of  suspicion  for  mental  retardation.  Although 
these  suspect  groups  can  in  general  be  readily  identified,  it 
is  unusual  that  any  organized  plan  of  follow-up  evaluation  is 
consistently  carried  out. 

The  period  of  between  one  or  two  years  of  age  and 
school  age  is  in  general  one  in  which  the  less  severe  degrees 
of  mental  retardation  are  not  usually  identified.  Symptoms 
or  associated  problems  such  as  failure  to  develop  speech, 
abnormal  behavior,  abnormal  motor  development  and  seizures  are 
the  most  common  findings  that  lead  parents  to  ask  for  advice 
which  may  lead  to  a diagnosis  of  functional  or  actual  mental 
retardation.  Children  in  this  age  group  are  usually  seen  by  a 
physician  only  when  ill  and  the  focus  of  attention  is  on  the 
illness  rather  than  on  the  child's  general  development. 
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The  school  age  child  is  identified  as  functioning  at 
a retarded  level  because  of  academic  failure  or  failure  of 
social  adjustment.  School  drop-outs  are  presumed  to  be  asso- 
ciated to  a large  degree  with  mental  retardation.  The  majority 
of  retarded  children,  including  the  so-called  culturally 
deprived,  are  recognized  at  this  age  and  are  believed  to  be 
primarily  not  a medical  problem,  although  physicians  and  others 
should  be  active  with  their  evaluation  and  diagnosis.  The 
school  psychologist,  teacher  and  parent  are  usually  involved 
and  a comprehensive  evaluation  of  poor  academic  work  is  attempted. 

Planning  for  the  retarded  is  rarely  on  a long  term 
basis.  It  depends  in  general  on  expedience  and  is  confused 
by  lack  of  knowledge  of  resources,  poor  inter-disciplinary 
communication  and  by  red  tape.  The  emphasis  is  often  on 
treatment  of  a disease  or  symptom  rather  than  on  the  child 
himself,  the  family  and  the  basic  problem.  There  are,  however, 
many  efficient  and  effective  islands  of  service.  There  are 
rarely  directly  related  and  there  are  many  more  obstacles  to 
than  there  are  implements  for  any  continuum  of  plan  or  treat- 
ment. Elxperience  of  the  members  of  the  Task  Force  points  out 
many  problems,  i.e.  frequent  lack  of  significant  data  on  the 
newborn  record,  lack  of  communication  between  the  obstetrician, 
the  hospital  nursery,  and  the  physician  who  follows  the  child, 
rarely  implemented  mechanisms  for  following  up  suspect  groups, 
lack  of  multi-disciplinary  personnel  in  any  but  a few  clinics, 
the  confidentiality  of  medical  and  agency  records,  the  language 
of  most  professional  reports  which  is  not  significant  to  many 
other  disciplines,  the  unavailability  of  school  reports  and 
records  to  most  physicians,  lack  of  time  and  interest  on  the 
part  of  school  physicians  in  problems  of  the  retarded,  unavail- 
ability of  vocational  services  until  age  sixteen  or  eighteen, 
lack  of  any  continued  parent  counselling,  inadequate  communi- 
cation between  community  agencies  and  institutions  and  schools 
for  the  retarded,  the  proprietary  attitude  of  voluntary  and 
official  health  agencies,  and  almost  total  lack  of  communication 
among  various  state  agencies  that  are  concerned  with  aspects 
of  care  for  the  retarded. 

The  costs  of  providing  adequate  case-finding, 
diagnosis  and  planning  in  the  area  of  mental  retardation  were 
not  studied  exhaustively  by  this  Task  Force.  It  is  recognized 
that  the  cost  of  such  service,  particularly  in  regard  to  the 
moderately  and  severely  involved  groups,  is  great  and  is 
usually  beyond  the  ability  of  the  average  family  to  finance. 

The  cost  of  such  services  is  currently  met  in  small  part  by 
voluntary  health  agencies  and  in  large  part  by  tax  money  spent 
through  a variety  of  health,  welfare  and  educational  programs. 
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V.  Needs 


Estimates  of  the  number  of  the  retarded  who  can  or 
should  be  diagnosed  each  year  are  based  on  figures  for  1963, 
made  available  by  the  State  Department  of  Health,  in  which 
year  there  were  approximately  222,000  resident  live  births  in 
Pennsylvania.  If  3%  of  this  number  can  be  predicted  to  fall 
within  the  retarded  group,  there  were  6,660  new  cases  born 
each  year  in  the  Commonwealth.  It  has  been  estimated  that  of 
this  number,  33  per  thousand  will  be  profoundly  and  severely 
retarded;  100  per  thousand  will  be  moderately  retarded  and  the 
remainder  will  show  evidence  of  mild  mental  retardation.  If 
such  figures  are  accepted,  there  will  be  222  new  cases  per 
year  in  Pennsylvania  showing  evidence  of  profound  and  severe 
retardation,  666  who  are  moderately  involved,  and  5,772  with 
mild  degrees  of  retardation.  If  it  is  assumed  that  recognition 
and  diagnosis  of  the  profound  and  moderately  retarded  groups  is 
concentrated  in  the  pre-school  age  period  (up  to  chronologic 
age  six)  and  if  a 20%  attrition  loss  is  allowed,  the  potential 
case  load  of  pre-school  age  children  would  be  approximately 
3,550.  This  figure  does  not  include,  of  course,  and  of  the 
mildly  retarded,  the  majority  of  whom  are  not  identified  at 
the  present  time  until  school  age. 

Since  ten  to  fifteen  percent  of  the  total  newborn 
group  should  be  followed  more  carefully  from  the  time  of  birth 
because  they  fall  into  one  of  the  high  risk  groups,  at  least 
three  to  five  children  will  have  to  be  followed  for  a period 
of  time  for  each  individual  who  will  eventually  be  identified 
as  being  retarded.  It  is  emphasized  that  all  children  should 
be  afforded  optimal  care  from  birth  onward  in  order  to  assure 
them  of  the  maximum  opportunity  to  develop  to  their  potential. 

A breakdown  of  figures  for  each  of  the  eight  regions 
being  utilized  in  the  Comprehensive  Mental  Retardation  Planning 
is  appended.  This  is  presented  as  an  approximate  index  of  the 
number  of  children  for  whom  more  specialized  and  intensive 
diagnostic  and  treatment  services  related  to  mental  retardation 
alone  will  be  needed  in  each  region.  It  is  felt  that  as  part 
of  each  community  center  for  mental  retardation  there  should  be 
available  a medically  and  developmentally  oriented  clinic  for 
referral  of  children  who  fall  in  the  suspect  group,  or  who  are 
identified  as  being  possibly  retarded  through  use  of  appropriat( 
screening  tests  administered  at  various  ages  by  less  highly 
trained  persons  working  under  professional  supervision.  Such  a 
clinic  would  have  a minimal  staff  of  a pediatrician,  psychologii 
public  health  nurse  and  social  worker  (all  with  special  interes' 
and  training  in  work  with  the  retarded)  and  should  have  availab! 
supportive  laboratory  services  and  professional  consultants  sucl 
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as  a neurologist,  child  psychiatrist,  speech  pathologist, 
audiologist,  orthopedist,  geneticist,  nutritionist,  special 
educator,  etc.  The  child’s  home  should  be  visited  and 
evaluation  made  of  family  capacity  and  relationships. 

It  is  felt  by  the  Task  Force  that  when  possible 
geographically,  the  proposed  community  centers  for  mental 
retardation  can  with  great  advantage  be  intimately  associated 
with  programs  of  universities,  medical  schools,  children’s 
hospitals,  and  with  state  schools  and  hospitals  for  the 
retarded.  In  such  settings  there  is  already  an  interest  or 
potential  interest  in  more  than  segmented  services  for  the 
retarded,  there  is  a limited  pool  of  professional  personnel 
already  available,  there  is  a built-in  opportunity  for  teach- 
ing and  for  research,  and  there  is  the  potential  for  use  of 
many  of  the  part-time  services  necessary  for  developing  and 
implementing  any  comprehensive  plan  for  a retarded  individual. 
Development  of  such  centers  should  be  given  priority. 

As  community  centers  for  the  retarded  are  developed 
in  areas  not  immediately  accessible  to  such  university  and 
medical  school  settings,  it  is  felt  that  effective  association 
should  be  developed  to  assure  free  and  easy  communication 
leading  to  interchange  of  ideas,  perhaps  personnel,  to  afford 
consultation,  certain  specialized  and  expensive  laboratory 
and  professional  services,  and  to  permit  as  indicated  a free 
flow  of  patients  both  ways  from  local  to  regional  and  state 
level  for  services  that  are  best  provided  at  a given  level. 

It  is  felt  that  the  major  problems  related  to  the 
identification,  diagnosis  and  planning  for  the  retarded  fall 
into  three  major  categories;  namely  those  of  organization  or 
administration,  of  training  and  utilization  of  personnel, 
and  of  financing. 

It  is  felt  by  the  members  of  the  Task  Force  that 
because  of  the  scope  and  of  an  adecpjate  diagnostic  program 
that  it  should  not  be  developed  solely  for  the  retarded,  but 
also  should  be  planned  and  administered  so  that  children  with 
any  variation  from  normal  patterns  of  growth  and  development 
can  be  identified,  diagnosed  and  appropriate  treatment  and 
planning  for  them  can  be  instituted.  A skilled  professional 
group  able  to  provide  such  services  for  the  retarded,  would 
concomitantly  identify  children  with  anomalies  or  defects  of 
the  central  nervous  system,  of  the  cardiac,  skeletal,  intestinal, 
urinary  and  other  systems  of  the  body,  as  well  as  those  with 
early  evidence  of  multiple  handicaps  and  of  learning  and  emotion- 
al disorders.  Scarce  personnel  could  thus  be  more  efficiently 
utilized  for  the  benefit  of  all  chronically  handicapped  children 
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in  the  community,  better  teaching  in  a variety  of  disciplines 
could  be  carried  out  more  effectively,  and  a more  logical 
coordinated  community  health  program  at  a lesser  total  cost 
would  result. 

It  is  emphasized  that  there  is  questionable  value  to 
be  gained  from  identifying  a variant  from  normal  unless  there 
are  adequate  services  to  evaluate  its  significance  and  to 
provide  whatever  is  necessary  for  its  correction.  This 
implies  that  diagnostic  services  are  of  little  value  unless 
they  are  related  to  treatment  and  lead  to  the  development  of 
a plan  if  there  is  a long  term  problem  anticipated.  Since 
inevitably  there  will  be  other  persons  involved  in  total  care 
than  the  primarily  medical  personnel  that  have  to  do  with 
detection  and  diagnosis,  an  organization  for  reporting,  for 
the  collection  of  data,  for  the  follow-up,  and  for  the  provisio 
of  coordinated  community  services,  is  essential  as  an  integral 
part  of  the  structure  in  which  identification  and  diagnosis  is 
the  first  part.  Since  many  developmental  problems  become 
apparent  only  by  observation  over  a period  of  time,  it  is 
essential  that  adequate  provision  be  made  for  follow-up  of 
children  whose  parents  need  the  outlined  services  but  have 
a variety  of  problems  in  utilizing  them. 

It  is  essential  that  authority  and  responsibility 
for  working  with  the  family  at  all  stages  of  the  retarded's 
life,  from  suspicion  of  diagnosis  to  the  end  of  need,  be 
spelled  out  and  adequately  implemented  at  the  local  level  so 
that  there  can  be  an  effective  continuum  of  use  of  services 
that  are  provided  for  and  available  to  the  retarded  as  the 
family  chooses  to  use  them.  Many  of  the  Task  Force  see  this 
as  a person  who  may  be  an  administrator  at  the  local  level, 
who  may  have  some  of  the  skills  and  knowledge  of  a social 
worker  but  who  need  not  be  expected  to  do  casework. 

For  the  scope  of  the  state-wide  program  anticipated, 
a mechanical  data  collecting  and  processing  system  is  essential 
in  order  to  evaluate  the  program  and  to  carry  out  certain  types 
of  research.  Difficulties  in  nomenclature,  in  revising  a 
diagnosis  or  of  removing  a label,  and  of  developing 
standardized  forms  are  anticipated  but  can  be  solved. 

Since  it  is  inevitable  that  many  children  will  reach 
school  age  before  certain  learning  problems  which  are  apparent 
only  at  that  age  become  apparent,  and  since  many  other  problems 
may  have  been  overlooked  until  the  child  becomes  part  of  a 
captive  audience,  the  school  health  services  must  be  related  in 
a more  adequate  way  to  medical  and  diagnostic  services  for 
children  with  handicaps  than  they  currently  are.  There  also 
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mast  be  established  more  adequate  relationships  and  communica- 
tion between  the  school  system  and  the  physicians  and  clinics 
that  have  acquired  a fund  of  information  about  the  child  before 
he  reaches  school  that  should  be  of  benefit  to  those  concerned 
with  his  more  formal  education  or  training. 

From  the  broad  point  of  view,  it  is  agreed  that  mental 
retardation  is  a health  problem,  an  educational  problem  a welfare 
problem  and  a vocational  rehabilitation  problem.  It  is  also,  in 
most  cases,  a lifelong  problem,  so  that  any  logical  approach  to 
it  involves  a continuum  of  services,  starting  with  prevention  and 
running  through  detection  and  diagnosis  to  the  problems  of  adult- 
hood. Since  any  effective  plan  must  be  based  on  a continuum  of 
services  to  implement  a rational  plan,  and  since  many  of  these 
services  will  be  govemmentally  related  and  controlled,  it  is 
deemed  advisable  that  there  be  a single  or  coordinated  branch 
of  government  at  all  levels  (state,  regional  and  local)  responsible 
for  effective  use  of  the  money  and  people  involved.  This  Task 
Force,  with  its  focus  on  earlier  parts  of  the  program,  does  not 
feel  competent  to  identify  a single  existing  agency  of  govern- 
ment that  should  have  the  overall  responsibility,  but  feels  that 
in  the  area  of  our  partifular  concern  that  the  services  should 
be  health  and  medically  oriented.  If  earlier  identification  and 
institution  of  treatment  are  to  be  achieved  (and  it  is  felt  that 
this  is  important)  the  focus  must  be  on  the  younger  child  and  his 
family,  as  well  as  on  the  pre-school  age  group  which  is  now 
largely  neglected.  Many  of  the  milder  cases  of  mental  retardation, 
which  are  not  currently  recognized  until  school  age,  could  be 
identified  and  in  the  cases  where  there  are  medical  defects, 
treatment  can  and  should  be  instituted  at  an  earlier  phase  in 
the  child’s  development.  The  focus  in  this  age  group  would  be 
on  the  child  with  visual  and  hearing  defects,  on  children  with 
language  and  communication  disorders,  and  on  others  who  may  have 
a normal  intellectual  capacity  but  v^o  are  beginning  to  function 
at  a retarded  level  ecause  of  lack  of  nutrients  in  their  environ- 
ment which  provide  for  normal  intellectual  and  emotional 
development . 

Evaluation  of  these  factors  are  largely  medical 
problems  and  are  carried  out  by  the  family  physician, 
pediatricians,  well-child  clinics,  nurses,  as  well  as  the 
parents  themselves.  The  use  of  simple  check  lists  and  of 
screening  devises  that  will  identify  children  having  significant 
deviations  from  normal  developmental  landmarks  should  be  used, 
such  as  the  ability  to  sit,  to  ambulate,  to  understand  words 
and  follow  directions,  to  communicate  verbally  and  to  relate 
normally  to  the  environment  and  to  people.  Some  of  these  tests 
are  in  use,  some  are  being  developed  and  all  must  be  more 
universally  employed. 
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The  problems  of  recruitment  and  training  of  personnel 
are  the  concern  of  another  Task  Force  but  they  relate  to  the 
problems  of  identification,  diagnosis  and  planning  in  a major 
way.  The  education  of  health  personnel  must  include  more 
understanding  of  normal  growth  and  development,  and  must  pro- 
vide greater  skills  in  the  use  of  screening  and  other  tests  in 
the  measurement  of  children’s  performance.  Also  essential  is 
a greater  understanding  of  contributions  made  and  roles  played 
by  other  professional  groups  who  can  assist  in  the  evaluation 
and  management  of  children  who  chronically  deviate  from  normal 
Since  many  mentally  retarded  children  have  multiple  handicaps, 
it  is  essential  that  mechanisms  be  established  for  adequate 
communication  and  understanding  among  disease  oriented  groups 
so  that  the  focus  can  better  be  placed  on  the  child  as  he  is 
growing  up  in  the  family,  as  well  as  on  his  symptoms  and 
specific  physical  or  mental  problems. 

VI.  Recommendations 


1.  That  all  newborns  be  evaluated  by  currently 
knox^Tn  techniques  and  that  high  risk  children  be  identified. 

2.  That  services  (through  physicians  and  well- 
child  clinics)  already  existing  for  follow-up  of  children 
who  are  potentially  high  risk  for  mental  retardation  and 
other  developmental  problems  be  strengthened  and  extended. 

3.  Where  such  services  for  identification  and 
referral  are  lacking,  that  they  be  established. 

4.  That  clinics  or  services  to  evaluate  and 
diagnose  children  of  all  ages  suspected  of  deviation  from 
normal  growth  and  development  be  established  on  an  appropriate 
regional  basis.  Initially  centers  in  conjunction  with  univer- 
sities, medical  schools,  children’s  hospitals  and  state  school 
and  hospitals  should  be  developed  and  subsequently  other 
regional  and  local  centers  should  be  established  which  relate 
appropriately  with  them. 

5.  That  such  clinics  and  their  staff  be  an  integral 
part  of  community  mental  retardation  centers  which  provide  a 
continuum  of  services  in  the  community  for  the  retarded  from 
the  time  o^  diagnosis  for  as  long  as  services  are  needed.  It 
is  agreed  that  many  of  the  services  needed  for  the  retarded 
parallel  the  needs  of  the  emotionally  disturbed  and  multiply 
handicapped  and  advantages  in  administration,  organization, 
financing  and  in  use  of  personnel  are  seen  in  the  development 
of  parallel  and  integrated  programs  provided  that  identificati 
of  the  unique  needs  of  the  retarded  and  of  other  groups  is 
maintained. 
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6.  There  must  be  coordinated  administration  of 
community,  regional  and  state  programs  for  the  retarded  under 
a single  agency,  since  health,  welfare,  education,  vocational 
and  legal  problems  are  intimately  involved.  Glearcut  lines 
of  authority  and  responsibility  must  be  established  at  all 
levels,  including  that  of  working  directly  with  the  family 
over  a period  of  time  on  the  multiple  problems  involved. 

7.  Trained  personnel  are  not  currently  available, 
either  in  quantity  or  quality,  so  that  priority  must  be 
given  for  recruitment  and  professional  education  in  many 
disciplines . 
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APPENDIX  I 


The  activities  of  Task  Force  II  and  III  were 
combined  at  the  suggestion  of  their  chairmen,  since  early 
case  finding  and  identif icati on  seem  to  be  almost  synonymous. 

The  Task  Forces  met  together  in  Philadelphia  on 
June  16,  1964.  Those  present  were: 

Henry  W.  Baird,  III,  M.D. 

Sidney  Kaplan,  M.D. 

John  B.  Bartram,  M.D. 

Jack  Sabloff,  M.D. 

Donald  Cameron,  Ed.D. 

Irvin  Ghamovitz,  M.D. 

David  Baker,  M.D. 

Robert  McDonald,  M.D. 

Lester  M.  Myer,  Ph.D. 

Frank  Varva,  Ph.D. 

Miss  Eleanor  Long 

Mrs.  Gweneth  Zarfoss 

Mrs.  Barbara  Cohen 

This  group  includes  seven  physicians  (five  pc 
pediatricians),  two  educators  and  two  psychologists.  One 
resource  person  (Dr.  Sabloff)  a physician  in  public  health 
assisted,  as  did  Mrs.  Zarfoss.  Mrs.  Cohen  represented  the 
regional  office  in  Philadelphia. 

There  has  been  correspondence  and  consultation  with 
formal  and  informal  discussion  of  the  subject  matter  before 
and  since  the  meeting.  Many  others,  including  those  repre- 
senting disciplines  other  than  those  listed  as  members  of 
the  two  Task  Forces  have  contributed.  Other  members  of  the 
Task  Forces ,mmost  of  whom  have  contributed,  are  the  Misses 
Elizabeth  Tredway,  Doris  Haar,  and  Doctors  John  Loeffler, 
Douglas  Davidson  (deceased),  Leo  Madow  and  Frank  Pizzat. 

The  position  paper  has  been  prepared  in  general 
according  to  relevant  parts  of  the  suggested  outline. 


Henry  W.  Baird,  III,  M.D. 
Chairman,  Task  Force  II 

John  B.  Bartram,  M.D. 
Chairman,  Task  Force  III 
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POSITION  PAPER 


Task  Force,  # li,  Family  Counseling 

An  attempt  will  be  made  to  follow  the  recommended  outline  as  closely  as 
sible. 

T.  Working  Definition  of  Specific  Task  Force  Title. 

"Family  Counseling"  is  a somewhat  ambiguous  term.  Since  its  definition 
varies  greatly  according  to  the  professional  identification  of  the  counselor 
and  the  setting  in  which  counseling  is  offered  it  is  important  to  keep  in  mir 
the  professions  represented  in  our  particular  Task  Force  (#1;).  These  were: 
medical  including  psychiatry;  pastoral,  social  service  and  nursing.  Accord- 
ingly there  is  some  variation  in  the  interpretation  of  the  term  "counseling" 
well  as  of  the  term  "family  counseling." 

a)  Counseling. 

The  following  definitions  met  on  the  whole  with  the  agreement  of  most  me 
of  the  group: 

Members  of  various  disciplines  speak  about  their  activities  with  or  on  1: 
of  patients  and  clients  as  counseling.  Counseling  presupposes  a dynamic  rela 
ship  between  counselor  and  counselee.  The  nature  of  this  relationship  influe 
the  choice  of  counseling  techniques  and  goals.  Counseling  is  variously  defir 
as: 

Giving  directions  and  advice,  "vdiich  presupposes  a certain  amount  of  auth 
on  part  of  the  counselor,  which  is  accepted  by  the  counselee  (the  medical  prc 
fession  is  a good  example  of  successful  use  of  this  method). 

Interpretation  of  findings  (psychologists). 

A professional  service,  designed  to  guide  an  individual  to  better  under- 
standing of  his  own  problems  and  potentialities.  (Nurses) 
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The  working  through  of  a problem;  arriving  at  a mutual  understanding  of  the 
meaning  of  the  problem  to  the  individual;  enabling  this  individual  to  arrive  at  an 
acceptable  plan  of  action  and  of  finding  a way  of  living  with  a problem  that  cannot 
be  solved  (social  workers  and  psychiatrists). 

Pastoral  counseling  was  defined  as  "the  minister’s  view  of  human  need,  human 
value  and  human  destiny,  rather  than  in  terms  of  a particular  presenting  problem." 

In  line  with  the  charge  of  a Task  Force  that  has  to  consider  family  coun- 
seling from  an  inter-disciplinary  point  of  view,  all  these  approaches  have  to  be 
assigned  their  appropriate  place  in  developing  a program.  The  final  factor  in 
determining  the  service  will  be  the  couseling  needs  of  a specific  family;  the 
problem  aspects  of  the  situation;  the  goals  toward  which  counseling  is  directed; 
the  services  available  and  the  profession  and  skill  of  the  person  who  counsels. 

Counseling  is  never  a one-shot  deal.  It  always  has  to  be  considered  as  a 
process  and  as  a continuum.  Sufficient  time  has  to  be  permitted  to  allow  for  the 
involvement  of  all  parties  and  the  development  of  relationships  and  mutual  trust. 
Counseling  should  never  be  undertaken  lightly  as  a sporadic  gap  filler.  Plans  for 
follow-up  have  to  be  available  after  need  for  the  service  has  been  created  by 
arousing  expectations  in  the  families. 

In  any  counseling  situation  full  consideration  has  to  be  awarded  to  ethnic, 
religious  and  economic  variations;  to  available  community  services;  and  to  the 
need  for  the  establishment  of  new  services  or  modification  of  available  ones. 

Any  person  of  whatever  professional  alignment  who  is  given,  or  is  accepting 
responsibility  for  counseling  should  be  specially  trained  in  this  service,  have 
training  in  current  counseling  techniques  and  have  acquired  knowledge  of  the  above 
listed  areas  since  these  factors  influence  needs  and  the  ability  to  accept  services. 

Family  Counseling  was  considered  as  one  aspect  of  the  broad  area  of  counsel- 
ing. There  was  overall  agreement  that  in  any  handicapping  condition  in  childhood. 
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consideration  has  to  be  given  to  the  entire  family  rather  than  to  just  one  ind: 
vidual  member.  The  purpose  of  family  counseling  is  maintenance  of  family  func 
and  prevention  of  breakdown.  The  complexity  of  family  relationships,  the  needi 
various  members  of  the  family  and  the  influence  of  family  members  on  each  othe: 
and  on  a problem  situation  have  to  be  taken  into  consideration  if  real  help  is 
be  offered.  The  actual  contact  may  be  with  just  one  or  two  members  of  the  fam 
however  the  focus  has  to  be  on  the  entire  family  group. 

For  some  professional  disciplines  (nurses  and  social  workers)  such  an  ap 
is  part  of  their  training  and  daily  routine.  Members  of  disciplines  that  are 
marily  patient  oriented  may  have  to  be  specially  trained  to  become  cognizant  o 
overall  family  needs.  They  must  be  trained  in  collaboration  with  members  of  o 
disciplines  or  with  other  agencies  to  insure  proper  help  for  the  family. 

The  depth  of  counseling,  the  extent,  focus,  frequency,  timing,  etc.,  wil 
determined  by  the  needs  of  the  individual  family. 

Individual  Versus  Group  Counseling. 

Counseling  may  be  individually  on  a one-to-one  relationship  or  carried  c 
a group  situation.  The  choice  between  the  two  methods  has  to  be  on  the  basis 
diagnostic  consideration.  However,  technical  considerations  may  influence  the 
choice  of  one  or  the  other  approach. 

Individual  Counseling  may  be  the  treatment  of  choice  in  situations  invol 
highly  specialized  needs,  such  as  specific  or  severe  disturbances  in  the  indi'v 
Examples:  over-dependency  may  make  individual  counseling  preferable  to  group 
seling  since  it  offers  an  opportunity  to  initially  meet  the  need  of  a very  dep 
individual.  Excessive  need  to  control  or  manipulate  may  also,  at  least  initla 
be  handled  better  in  an  individual  contact.  In  an  individual  situation  one  ca 
avoid  situations  where  a very  disturbed  individual  might  try  to  control  or  maui 
late  a group,  may  overreact  to  atten^jts  of  the  group  to  control  such  behavior 
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may  create  unnecessary  difficulties  in  the  group. 

Group  Counseling  is  a special  skill  that  should  not  be  undertaken  lightly  and 
should  not  be  attempted  by  an  unskilled  or  untrained  person.  Just  as  relationships 
in  a group  may  be  watered  down,  problems  may  be  compounded  because  of  number.  The 
group  leader  is  faced  by  a variety  of  individuals  with  a variety  of  problems  and 
needs.  If  he  does  not  have  the  ability  and  training  to  keep  aware  of  the  range  of 
problems,  at  all  times  a great  deal  of  harm  may  be  done.  The  group  leader  may  find 
himself  in  a position  where  he  is  under  strong  pressure  to  meet  the  needs  of  one 
particular  individual  by  offering  interpretations!  he  may  feel  pressure  to  begin  to 
work  on  areas  for  which  the  other  group  members  are  not  readyj  he  may  find  himself 
involved  in  the  handling  of  personality  problems  that  should  be  left  untouched;  he 
may  overlook  needs  in  a group  member  to  the  detriment  of  the  rest  of  the  group. 

Group  counseling  is  a technique  that  can  be  extremely  helpful  to  individuals 
who  have  achieved  a certain  degree  of  maturity;  to  those  who  respond  better  within 
the  protection  of  the  peer  setting;  and  to  those  who  draw  particular  comfort  from 
the  experience  of  associating  with  people  with  similar  problems,  which  has  usually 
an  ego-strengthening  effect.  Groups  also  offer  an  equalizing  experience.  The 
individual  in  a group  has  opportunities  to  discover  within  himself  areas  of  strength 
greater  than  those  of  his  companions.  This  may  aid  him  in  accepting  areas  of  weak- 
ness since  he  can  observe  the  spectmm  of  abilities  in  all  of  the  other  group  mem- 
bers as  well  as  within  himself. 

The  group  also  offers  opportunity  for  an  approach  that  is  a combination  of 
giving  information  within  a counseling  relationship.  This  provides  opportunity 
to  work  through  problems  that  may  be  coached  in  intellectual  questions. 

Selection  of  members  for  treatment  groups  has  to  be  very  careful.  The 
preparation  for  a group  has  to  be  undertaken  with  forethought  and  care. 

Wherever  groups  may  be  formed  primarily  because  there  is  lack  of  trained 


-57- 


personnel  that  could  offer  Individual  help,  care  has  to  be  taken  to  assure  that 
those  groups  reriain  on  a superficial  level. 

Any  good  group  counseling  prograw  needs  to  tnake  provision  for  facilities  f( 
individual  attention  to  those  wenbers  of  the  group  i^ose  needs  for  such  services 
become  apparent  during  group  sessions. 

Family  Therapy  This  is  another  technique  of  assistance  to  families  with 
special  problems.  It  has  proved  extremely  helpful  to  families  of  retarded  child: 
Again,  this  is  a very  specific  skill  that  should  be  attempted  only  by  specially 
trained  therapists. 

b)  Counseling  Needs 

Counseling  services  of  one  type  or  another  should  be  available  to  all  faml 
with  retarded  children  at  the  time  of  the  first  diagnosis.  This  does  not  mean  t 
each  family  with  a retarded  child  is  a ”problem  family.”  However  the  advent  of 
the  handicapped  child  in  any  family  is  a problem  that  at  least  tenporarily  impai: 
family  function.  Latent  personality  problems  may  become  acute  under  the  pressur 
of  this  experience,  a parent  may  feel  ovendielmed  by  the  awareness  of  many  addi- 
tional needs  in  a family  where  there  may  be  alrsac^  other  pressing  problems  like 
illness,  financial  limitations,  etc.  There  is  also  the  normal  reaction  of  mourn 
”as  if”  a child  had  died  while  in  reality  the  child  continues  to  live  within  the 
framework  of  the  family. 

Counseling  help  should  be  offered  to  each  family  initially  to  evaluate  the 
impact  of  the  experience  on  the  family  (parents,  siblings  and  other  members  of  t] 
family  closely  affected  or  concerned  with  the  situation);  to  help  the  family  wit 
an  initial  working  through  of  the  experience;  re-gather  their  forces  and  conside: 
immediate  and  long-range  plans. 

Not  every  family  will  need  the  same  amount,  the  same  kind,  extent  and  deptl 
of  counseling.  However,  counseling  offers  the  family  support  at  the  time  of  the 
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first  diagnosis  and  offers  them  an  experience  which  will  enable  them  to  judge  their 
needs  for  such  services.  They  may  then  have  a basis  on  which  to  accept  or  reject 
the  service  or  re-request  it  at  a later  date  if  necessary. 

c)  Counseling  Goals 

Counseling  goals,  like  counseling  techniques,  vary  in  relation  to  diagnosis, 
individual  needs  of  the  patient,  his  family  and  the  community,  and  the  services 
available.  Counseling  goals  may  be: 

Assistance  to  the  family  in  understanding  the  diagnosis  and  its  possible 
implications  as  these  apply  to  this  particular  child  and  this  particular  family. 
Assistance  in  planning  for  the  immediate  present,  for  the  near  and  for  the  more 
distant  future. 

Assistance  with  the  concrete  problems  of  everyday  living,  such  as  training, 
child  management,  family  management,  community  relationships,  etc. 

Assistance  with  implementation  of  such  plans  as  finding  nursery  school  facili- 
ties, the  use  of  school  facilities,  placement  in  an  institution,  etc. 

Assistance  in  the  use  of  community  facilities. 

Supportive  help  to  parents  throughout  any  of  these  processes.  This  means 
factual  support  in  helping  them  to  know  that  they  are  doing  the  right  thing;  help- 
ing them  to  implement  services;  offer  ego  support  during  the  period  of  grief, 
disappointment  and  possible  guilt;  help  them  maintain  a reasonably  positive  picture 
of  themselves  as  people  and  enable  them  to  maintain  their  families  and  themselves 
adequately. 

Assistance  with  integrating  the  various  peices  of  information  the  parents 
may  have  received  and  assist  them  in  organizing  the  steps  to  be  taken.  Assistance 
at  times  of  special  crisis  in  relation  to  the  patient  or  to  other  members  of  the 
family  that  are  influenced  by  the  fact  that  there  is  a retarded  person  in  the 
home. 
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d)  Counseling  Skills 


Counseling  skills  are  sufficiently  conceptualized  to  form  a teachable  body 
of  knowledge.  Anyone  who  really  is  involved  in  counseling  should  receive  special 
training  no  matter  what  his  professional  identification  is.  (Currently  only  socii 
workers  receive  such  instruction  as  part  of  their  professional  training.)  The 
counselor  needs  to: 

Have  developed  special  skills  in  active  listening  so  that  he  hears  not  only 
the  spoken  words,  but  is  aware  of  overtones  and  undertones. 

Have  some  knowledge  of  the  way  in  which  people  express  feelings  and  pose 
questions  that  have  covert  emotional  content. 

Understand  the  emotional  content  of  a seemingly  neutral  question  and  be  abl 
to  respond  to  the  underlying  feelings  rather  than  to  the  apparent  content  of  the 
question. 

Develop  skills  in  helping  people  talk,  raise  questions  that  are  in  their 
minds  and  explore  areas  of  problem. 

Develop  ability  to  be  active  in  interviews,  maintain  their  focus  and  give 
direction  to  the  discussion  without  controlling  the  situation. 

Develop  skill  in  exploring  situations  with  the  client  without  giving  quick 
answers  or  evading  answering  legitimate  questions. 

Accept  comfortably  legitimate  silences  during  an  interview  which  occur  as 
the  client  tries  to  absorb  what  has  been  said  or  reformulate  questions  and  concer 

Develop  awareness  of  his  own  prejudices  and  feelings  to  prevent  these  from 
interfering  in  his  relationship  to  the  client  and  color  his  advice  to  the  family. 

Help  clients  focus  on  the  main  problem  and  maintain  such  focus  without 
rigidity. 

Function  adequately  within  his  own  setting,  so  that  he  can  select  the  probL 
area  in  which  he  can  successfully  work  with  the  family. 
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BecoTTie  aware  of  the  limits  of  his  own  abilities  and  his  own  setting,  and  work 
out  appropriate  referrals  to  other  facilities  in  situations  that  exceed  his  skills 
or  the  limitations  of  his  agency. 

Acquire  awareness  of  ethnic,  religious  and  economic  variations  in  situations 
and  relate  those  to  the  families’  needs  in  a given  situation. 

Develop  skills  in  offering  advice  without  curtailing  the  families’  freedom 
to  accept  or  reject  such  advice. 

Exercise  discretion  in  making  realistic  recommendations.  Recommendations  that 
cannot  be  implemented  because  of  lack  of  community  facilities  may  create  a cynical 
approach  to  problems  and  damage  the  good  faith  of  the  family  and  their  approach- 
ability  toward  future  help.  (This  means  for  instance  that  immediate  placement  or 
psychiatric  help  should  not  be  recommended  if  facilities  are  not  available  even 
though  this  would  be  the  best  plan.)  The  family  may  be  made  aware  of  the  advantages 
of  such  planning,  but  be  given  assistance  in  working  out  alternate  plans. 

Acquire  sufficient  information  regarding  the  problem  area  of  mental  retarda- 
tion and  about  specific  problems  that  occur  in  the  retardate  or  in  the  families  of 
retarded  children  and  adults. 

Assume  responsibility  for  integration  of  recommendations  to  avoid  fragmenta- 
tion of  information  and  advice  from  different  sources  and  provide  for  assistance 
in  the  implementation  of  recommendations. 

U . Resources 

Resources  for  family  counseling  and  their  availability  to  the  public  vary 
greatly  in  relation  to  communities,  counties,  urban  or  rural  settings,  vicinity  or 
distance  from  a larger  community.  Actual  resources  for  counseling  are  rather  sparse 
and  often  available  only  nominally  and  not  in  actuality.  There  are  many  existing 
community  institutions  that  could  be  developed  into  valuable  counseling  resources, 
but  currently  do  not  really  fulfill  this  role.  Most  facilities  currently  will 
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offer  only  a specific  service  in  relation  to  one  or  the  other  particular  area  of 
need  while  there  are  almost  no  facilities  that  cover  the  continuum  of  needs.  Demi 
on  existing  services  are  great  from  all  sides  and  non-specialized  agencies  are  re! 
tant  to  take  on  responsibility  for  a large,  specified  area  of  need.  Below  is  a 
listing  of  resources  that  currently  will  offer  services  in  one  or  the  other  area  j 
those  who  could  be  developed  into  resources  with  fuller  coverage. 

1.  Family  Service  Agencies  whose  primary  function  is  family  counseling  are 
as  a rule,  available  to  families  with  retarded  children  only  if  there  is  an  overa 
family  problem  rather  than  where  the  primary  problem  is  retardation  and  the  handl; 
and  planning  for  the  retarded  child.  Most  family  agencies  consider  services  to 
such  families  a specialized  service  idiich  they  cannot  atten^pt. 

2.  Some  children's  hogpltals » that  have  a special  interest  in  mental  retard, 
tion  or  handicapping  conditions  in  childhood,  do  provide  specially  assigned  socia 
workers  to  do  family  counseling.  Where  such  services  are  available,  the  need  is 
met  within  the  limits  of  time  and  personnel  available.  In  some  of  these  hospitali 
and  specialized  clinics,  ps3rchiatric  treatment  time  is  made  available  for  treatme; 
apart  from  the  diagnostic  services. 

3.  Public  Health  Nbrses  very  often  assume  the  function  of  family  counselini 
They  visit  the  homes  and  offer  valuable  service  in  terms  of  case  finding,  of  help 
ing  families  toward  awareness  of  the  problem,  of  assisting  with  referral  to  an 
appropriate  agency  for  diagnosis  and  treatment.  The  nurse  will  also  offer  coun- 
seling services  regarding  home  management  of  the  retarded  child,  training  in  self 
care.  The  nurse  will  maintain  interest  in  other  family  members  as  part  of  her 
assignment. 

h.  Child  guidance  clinics  may  offer  diagnostic  services,  but  will  rarely 
offer  any  real  follow-up  or  therapy.  Only  occasionally  will  a child  guidance 
clinic  accept  a family  with  a problem  of  retardation  for  therapy. 
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5.  Some  public  welfare  services  or  courts  offer  a good  professional  job  of 


helping  parents  with  the  placement  of  their  children.  Attention,  however,  is 
confined  to  the  area  of  placement. 

6.  Some  of  the  special  school  programs  in  public  schools  available  to 
retarded  children  provide  school  counselors.  These  counselors  are  as  a rule  not 
specially  trained  in  parent  counseling.  Their  counseling  focus  is  primarily  in 
terms  of  school  adjustment  and  school  placement.  Only  occasionally  will  a school 
counselor  attempt  help  to  the  family  as  a whole  in  relation  to  the  problem  of 
retardati on. 

7.  Some  of  the  workshops  or  other  agencies  concerned  with  vocational  reha- 
bilitation offer  some  counseling  to  the  families  in  relation  to  vocational 
rehabilitation. 

8.  State  schools  and  institutions  for  the  retarded  currently  offer  only  a 
minimum  of  family  counseling  because  of  lack  of  personnel  and  often  because  of 
problems  of  geographic  location.  If  offered  at  all,  counseling  is  focused  on 
preparation  for  placement  in  the  institution,  on  adjustment  to  placement  and  on 
visiting  and  discharge. 

9.  Parent  organizations  (Association  for  Retarded  Children)  in  existence  in 
most  areas  offer  a valuable  service  by  providing  services  to  the  retardate  as  well 
as  a forum  in  which  parents  can  air  grievances  and  make  recommendations  for  legal 
procedures  and  for  the  provision  of  groups,  school,  workshop  facilities  for  the 
retarded  children.  As  a rule,  they  do  not  offer  counseling  services  and  do  not 
have  trained  personnel  needed  for  such  services.  The  idea  expressed  by  members 

of  some  parent  groups  that  the  best  parent  counselor  is  another  parent  needs 
careful  scrutiny  and  good  awareness  of  the  limitations  of  such  a service.  There 
is  considerable  danger  inherent  in  the  fact  that  a parent  may  try  to  work  out  his 
own  problems  by  advising  and  directing  other  parents  what  to  do.  Preoccupied  with 
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his  own  solutions  he  may  miss  the  difference  in  the  other  parents’  situation. 


10.  The  family  doctor,  the  pediatrician,  and  the  obstetrician  are  in  front 
line  of  family  contact  and  should  play  a larger  role  in  this  area.  They  would  be 
the  ideal  contact  for  a family  in  terms  of  case  finding,  appropriate  referral  and 
assistance  with  ad;justment.  However  in  order  to  carry  out  this  charge  they  will 
need  more  specific  training  in  counseling  skills  and  information  in  areas  adjacent 
to  medicine  for  which  referral  becomes  necessary. 

11.  Pastoral  counseling  is  still  very  much  in  its  beginnings  and  not  as 
easily  available  to  families  of  retarded  children  as  one  would  wish. 

TIT.  Statement  of  Needs 

Family  counseling  is  a primary  need  inthe  area  of  mental  handicaps  and  a need 
that  is  not  really  met.  It  is  greatest  at  the  time  of  initial  diagnosis  and  may 
occur  periodically  at  such  points  as  special  developmental  steps  such  as  temper 
tantrums,  acquiration  of  self-help  skills,  venturing  outside  the  own  home,  begin- 
ning of  nursery  school  or  at  school  age,  vocational  planning,  institutional  plan- 
ning, etc.  Then  there  are  the  times  of  special  crisis  situations,  either  related 
to  these  fixed  developmental  points  or  in  relation  to  special  family  crisis  that 
are  aggravated  by  the  fact  of  retardation  though  not  necessarily  created  by  it. 

If  the  initial  counseling  contact  had  been  a positive  one  and  the  relationship  to 
the  agency  offering  the  service  is  a constructive  one,  parents  will  return  to  the 
agency  at  such  points  and  should  be  made  aware  that  they  are  welcome  to  do  so.  It 
can  be  assumed  that  if  the  early  contact  has  been  a good  and  positive  one,  future 
contacts  may  be  of  comparatively  short  duration. 

IV.  Problem  Areas. 

Needs  and  accessability  of  services  differ  greatly  in  rural  and  urban  areas. 
It  often  appears  that  the  urban  area  has  a wealth  of  services  available.  These 
services  actually  frequently  fall  short  of  the  needs  of  a large  urban  community. 
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There  may  not  be  enough  services  to  go  around,  organization  and  structure  of  the 
city,  the  geographic  location  of  services  may  play  as  much  a part  in  the  avail- 
ability or  unavailability  of  a given  service  as  in  a rural  area.  Public  trans- 
portation may  be  too  cumbersome  for  use  with  a handicapped  child  (subway  steps, 
crowding,  waiting  for  transportation,  etc.).  Agencies  are  apt  to  be  considerably 
structured  regarding  their  function  and  not  always  flexible  enough  to  meet  gaps 
in  services.  State  facilities  that  are  available  to  rural  communities  are  often 
not  available  to  the  large  urban  centers.  (An  example  is  the  fact  that  neither 
Philadelphia  nor  Pittsburgh  have  the  services  of  a state  supported  agency  that 
assists  with  the  procurement  of  expensive  orthopedic  appliances,  a service  avail- 
able to  the  smaller  counties  and  rural  areas.) 

In  the  rural  area  it  is  the  actual  dearth  of  services  that  very  often  creates 
difficulties.  The  distance  to  the  next  guidance  clinic  or  health  center  may  be  a 
real  stumbling  block  in  the  free  use  of  such  facilities.  Information  regarding 
existing  facilities  may  not  be  available  to  the  families  or  overall  lack  of 
sophistication  may  interfere  with  the  appropriate  use  of  services  that  would  be 
avai 1 ab le . The  shortcomings  in  the  various  communities  need  to  be  met  by  very 
careful  overall  planning. 

Additional  problems  in  relation  to  family  counseling  are:  the  amount  of 
confusion  regarding  what  constitutes  good  counseling.  The  fact  that  "counseling 
services"  are  often  offered  by  non-qualified  personnel. 

Agencies  that  could  offer  good  counseling  services  are  not  available  because 
of  agency  function,  geographic  location  or  lack  of  community  information.  There 
is  lack  of  well  trained  personnel  that  could  offer  the  service  and  often  a question 
of  priorities  on  the  time  of  qualified  personnel. 

V.  Recommendations 

a)  Training  of  Personnel  and  Use  of  Agencies 
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One  of  the  primaiy  recormnendations  would  be  to  give  priority  to  the  train 
ing  of  personnel  qualified  to  offer  counseling  services.  Professional  affiliatio 
of  this  personnel  should  come  from  a variety  of  disciplines  considering  the  multi 
disciplinary  aspects  of  the  problem  of  retardation.  The  following  disciplines 
should  be  particularly  considered: 

Practitioners  of  the  various  medical  specialities  and  nurses  would 
be  two  primary  professions  to  be  trained  in  case  finding,  counseling  skills  in 
relation  to  helping  parents  realize  the  problem  and  providing  assistance  to  them 
in  locating  available  facilities  for  good  diagnostic  treatment  services.  Special 
attention  to  these  aspects  of  their  work  should  be  given  in  the  training  of  these 
two  disciplines. 

Social  workers  are  trained  specifically  in  family  counseling.  However, 
the  interest  and  knowledge  in  areas  of  mental  handicap  has  been  very  spotty. 
Therefore  increased  interest  in  the  problem  should  be  created  in  schools  of  socia 
work  so  that  this  area  receives  more  attention  in  the  training  of  social  work 
students. 

Attention  should  also  be  focused  on  obtaining  cooperation  from  local  fami 
agencies,  child  guidance  clinics  and  psychiatric  centers  to  assume  their  share  of 

responsibility  of  offering  counseling  help  to  the  families  of  retardates. 

In  the  training  of  school  counselors  who  come  from  the  professions  of  edu 
cation  or  social  work  attention  should  be  given  to  the  needs  of  children  with 

mental  handicaps  that  are  found  in  regular  classes  and  in  special  classes  for 
retarded  children.  The  schools  are  in  a unique  position  to  offer  such  services  t 

the  families  of  their  retarded  students.  However,  today  schools  draw  their  per- 
sonnel for  school  counseling  positions  primarily  from  the  ranks  of  teachers  with 
not  sufficient  additional  training.  Training  is  primarily  focused  on  school  plac 

ment  and  school  adjustment  with  not  enough  attention  to  counseling  skills  and 
clarification  of  function  in  regard  to  the  contact  with  the  family. 
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The  well  trained  school  counselor  should  be  equipped  to  lead  special  PTA 
roups  for  the  parents  of  children  in  special  classes  which  would  offer  a forum 

-0  discuss  specific  problems  and  work  out  good  referrals. 

Clinics  in  hospitals  or  children's  hospitals  that  are  concerned  with  the 
roblem  of  retardation  should  have  well  planned  and  well  staffed  facilities  for 
arent  counseling,  good  social  services  and  adequate  psychiatric  facilities. 

All  institutions  for  retardates  should  have  a sufficient  contingent  of 
eople  well  versed  and  well  trained  in  family  counseling  to  work  with  the  families 

uring  the  pre-admission  period,  the  period  of  placement  of  the  retardate  and  in 
ollow-up  over  a span  of  time  after  discharge  and  while  adjustment  to  the  community 
s being  attempted  or  referral  to  a community  agency  affected.  The  function  of 

uch  counselors  should  not  be  only  in  relation  to  the  actual  institutionalization, 
till  awareness  of  family  problems  that  are  related  to  retardation  will  facilitate 
djustment  to  the  institution  and  the  re-adjustment  in  the  community  after  discharge. 

In  rural  communities  where  neither  family  agency  nor  psychiatric  clinics  are 
vailable  the  health  department  may  serve  quite  well  as  the  center  from  which  coun- 
elors  can  be  provided  either  directly  or  in  collaboration  with  adjoining  larger 
ommunities  that  might  provide  traveling  clinics.  Care  needs  to  be  taken  in  such 
ervice  that  it  does  not  become  a "gap  filler”  or  a sporadic,  one-shot  kind  of 
ervice,  but  that  continuity  and  integration  of  the  service  is  provided. 

b)  Availability  of  Service 

It  is  not  only  important  to  make  counseling  services  available  to  the  parents, 
ut  also  to  make  the  parents  available  for  counseling  services.  Good  referral  is 
professional  skill  and  should  be  carried  out  by  a person  familiar  with  the  service 
o which  he  wants  to  refer  as  well  as  with  good  counseling  and  referral  techniques, 
he  parents  need  to  understand  the  reasons  for  such  a referral  and  their  coopera- 
ion  needs  to  be  assured. 

Since  parents  of  handicapped  children  usually  have  other  children  as  well  and 
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do  not  always  live  in  the  itmtiediate  vicinity  of  a service,  consideration  should  \ 
given  to  need  for  transportation  and/or  babysitting  services. 

In  the  urban  area  public  transportation  is  not  always  useful  to  the  family 
a handicapped  child  or  to  a large  family  because  the  mother  of  a hyperactive  chi! 
may  not  be  able  to  take  long  bus  or  trolley  rides  which  involve  several  changes  i 
transportation  and  waiting  periods.  The  need  to  bring  along  other  young  childrei 
may  rule  out  public  transportation  because  of  the  physical  as  well  as  the  financ; 
strain  this  creates.  In  rural  areas  public  transportation  may  not  be  available  i 
a mother  may  not  be  able  to  drive  her  own  car  with  three  or  four  active  children 
to  transport. 

Assistance  with  transportation  may  have  to  be  given  in  various  areas  eithe: 
by  providing  cab  fare  for  families,  make  arrangements  with  volunteer  agencies  su^ 
as  the  Red  Cross  or  similar  arrangements. 

Facilities  not  only  for  the  handicapped  child,  but  for  other  children  as  W( 
should  be  made  available  to  the  youngsters  at  the  time  of  counseling  sessions  fo; 
the  mother  at  the  agency  where  the  counseling  session  is  to  take  place. 

It  has  been  found  that  counseling  services  can  be  better  utilized  in  settii 
where  other  concrete  services  in  relation  to  the  handicapped  child  are  available 
Reasons  for  this  are  various.  One  may  be  that  parents  often  feel  that  they  want 
to  get  counsling  help  in  the  setting  in  which  their  child  is  "known.”  They  feel 
that  the  help  they  receive  is  more  directly  related  to  the  child’s  problem.  Par 
also  often  feel  less  guilty  about  accepting  services  for  themselves  if  they  know 
that  the  child  himself  is  receiving  a service  at  the  same  time  (for  instance,  a 
group  experience,  etc.).  Initial  counseling  services  therefore  could  probably  b( 
be  offered  by  the  agency  that  cares  for  the  child  or  by  someone  who  is  directly 
related  to  this  agency.  Referral  to  an  outside  agency  is  often  easier  after  the 
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most  cnacial  problems  have  been  handled  and  worked  through. 

c)  Consultation  Service 

It  is  obvious  from  the  aforesaid  that  family  counseling  is  a very  important 
aspect  of  assisting  families  of  the  mentally  retarded.  It  is  also  obvious  that 
there  is  dearth  of  well  trained  personnel.  An  additional  recommendation,  therefore, 
is  for  the  establishment  of  an  agency  that  would  function  as  a training  and  consul- 
tation service  for  people  of  all  professions  working  with  the  mentally  retarded. 

This  service  should  have  responsibility  for  dispensing  the  latest  information  regard- 
ing mental  retardation,  train  professional  people  in  the  area  of  counseling  of  fami- 
lies with  retarded  children,  provide  supervisior:  for  the  trainees,  provide  on-going 
consultation  to  the  trainees  and  to  community  agencies  interested  in  this  area  of 
work,  provide  a source  of  information  and  stimulation  to  workers  already  function- 
ing in  the  community.  It  is  well  known  that  many  workers  who  work  with  retarded 
children  and  adults  or  with  their  families  are  isolated  within  their  community  and 
profession  and  need  a resource  to  which  they  can  turn  for  further  information,  for 
consultation  and  for  professional  support.  Such  an  agency  should  be  set  up  with 
a multi-disciplinary  consultation  staff  that  makes  itself  freely  available  to 
agencies  and  to  counselors  in  relation  of  on-going  information  and  services  and  in 
relation  to  specific  problems.  Such  an  agency  should  be  well  rooted  in  the  community, 
could  do  an  invaluable  job  of  integrating  various  services  and  agencies  and  become  a 
resource  for  provision  of  trained  personnel. 

Training  Program  Content. 

A basic  program  of  training  of  workers  from  various  professions  in  counseling 
V7ould  include  regardless  of  the  prospective  counselors*  professional  affiliation; 
basic  information  on  normal  growth  and  developmenti  basic  information  on  problems 
specific  to  mental  retardation  and  other  neurologic  handicaps,  information  regard- 
ing the  possible  spectrum  of  these  handicaps,  special  training  in  counseling  skills 
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individual  and  in  groups,  supervised  experiences  in  counseling  and  on-going  consul 
tation  with  the  special  agency. 

Community  Planning 

"While  this  area  is  not  part  of  the  specific  charge  of  this  Task  Force,  it  be 
comes  obvious  that  good  family  counseling  cannot  take  place  in  a vacuum  and  can 
only  be  carried  out  if  adequate  community  facilities  are  available  and  collabora- 
tion between  agencies  is  close.  The  current  dearth  of  community  services  makes 
counseling  extremely  difficult.  There  is  lack  of  nursery  schools,  not  only  for 
the  severely  retarded  child,  but  for  the  child  with  borderline  abilities  and  for 
the  child  with  perceptual  difficulties  who  demonstrates  the  kind  of  behavior  prob- 
lems created  by  the  frustration  and  isolation  of  the  child  with  a specific  handles 
There  is  need  for  more  facilities  for  emergency  placement  at  the  time  of  illness  c 
a parent  or  similar  stress  situations.  Such  emergency  placement  should  also  be 
available  to  the  family  who  needs  a vacation  or  a period  of  freedom  from  the  stres 
and  strain  of  the  presence  of  a veiy  handicapped  child.  Homemaker  services  are 
extremely  important  in  programing  for  families  of  handicapped  children.  Facilitie 
for  interim  placement  of  highly  difficult  children  awaiting  placement  in  state 
institutions  also  are  of  absolute  necessity  if  family  counselors  are  to  carry  out 
their  job  of  maintaining  family  function.  Funds  should  be  made  available  for  such 
interim  placement  as  well  as  for  initial  placement  in  a smaller  institution  during 
a period  of  getting  a family  and  a child  ready  to  accept  placement  in  a larger 
facility. 

Family  counseling  has,  to  a great  degree,  a preventative  function  which  it 
can  fully  accomplish  only  if  community  services  are  available. 
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INTRODUCTION 


Section  I 

The  nentally  retarded  have  been  with  us  since  the  beginning  of  time* 
Throughout  this  period  the  care,  treatment,  and  education  of  the 
retarded  has  passed  through  a social  and  educational  evaluation. 

These  individuals  have  been  considered  mentally  ill  instead  of  mentally 
retarded  because  so  little  was  known  about  this  condition.  For  the 
purpose  of  our  paper  we  shall  use  the  following  definition  for  mental 
retardation. 


MENTAL  RETARDATION  REFERS  TO  SUB-AVEJUGE  GENERAL 
INTELLECTUAL  FUNCTIONING  WHICH  OFTGINATES  OR  IS 
ACQUIRED  DURING  THE  DEVELOPMENTAL  PERIOD  PARA 
AND/OR  POST  NATAL  AND  IS  ASSOCIATED  WITH  IMPAIR- 
MT  IN  ADAPTIVE  BEHAVIOR. 

During  the  present  era,  research,  education,  training  and  experience 
have  broadened  the  horizon  of  knowledge  concerning  the  nature,  etiology 
and  treatment  of  mental  retardation.  In  this  paper  we  will  be  concerned 
chiefly  with  the  education  and  training  as  it  relates  to  the  mentally 
retarded,  including  the  severely  retarded,  and  moderately  retarded  and 
mildly  retarded  child  or  adult.  According  to  statistics  for  the  nation 
the  Mentally  Retarded  group  includes: 

60  to  90  thousand  classified  as  Severely  Retarded 
300  to  3^0  thousand  classified  as  Moderately  Retarded 
Over  5,000,000  classified  as  Mildly  Retarded 

The  term  education  will  be  considered  to  meanj  to  develop  and  cultivate 
mentally.  It  will  be  used  to  include  the  more  formal  educational  agencies 
such  as  the  school  (public  or  private,  day  or  residential)  and  the 
informal  agencies  such  as  home,  church,  community,  etc. 

The  term  training  will  be  considered  to  mean  a developmental  process 
beginning  in  early  infancy,  as  intimately  related  to  education,  develop- 
ment, and  adjustment,  and  as  a comprehensive  inter-related  program  of 
services  to  enable  the  retarded  to  achieve  full  potential  as  determined 
by  study,  measures  and  adaptability. 

The  needs  of  the  mentally  retarded  are  diverse  and  complicated.  Char- 
acteristically, the  retarded  are  slow  to  learn  and  often  lack  insight, 
comprehension,  good  Judgment,  and  foresight.  Their  degree  of  handicap 
ranges  from  mild  to  very  severe;  it  may  be  complicated,  and  thus 
increased,  by  health,  social,  emotional  and  cultural  patterns  and  forces. 
The  condition  usually  originates  early  in  life  although  in  many  cases  it 
is  not  recognized  until  school  years.  Its  manifestations  vary  widely 
depending  on  age,  cause  and  complicating  condition,  such  as  childhood 
diseases,  accidents,  etc. 
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The  disability  due  to  mental  retardation  can  be  reduced  by  timely  efforts 
to  prom.ote  physical,  intellectual  and  social  development.  On  the  other 
hand,  the  disability  is  aggravated  by  neglect.  For  these  reasons  the 
education  and  training  of  the  mentally  retarded  is  not  bounded  by  "school 
years",  or  traditional  school  programs  geared  to  a given  ability  level  or 
rate  of  progress.  Also,  since  the  disability  often  produces  lifetime 
handicaps,  education  and  training  may  extend  into  social  supervision  and 
guidance  throughout  life. 

Until  recently,  there  have  been  very  few  options  open  to  the  mentally 
retarded  and  those  responsible  for  their  care,  education  and  train- 
ing. The  midly  retarded  were  enrolled  in  "special  classes"  for  school- 
age  years  and  then  returned  to  the  community.  The  severely  retarded  were 
provided  with  custodial  care,  often  in  the  home,  less  frequently  in 
institutions.  These  two  types  of  services-  institutions  and  special  classes- 
toghether  reach  less  than  ten  percent  of  the  mentally  handicapped. UJ 

Premise  #1:  VJhat  is  needed  for  the  decade  ahead  is  a comprehensive  and 
diversified  program  of  services  accessible  to  the  retarded  and  their 
families  according  to  need. 

Premise  #2:  If  planning  for  the  retarded  is  to  consider  prevention, 
amelioration  and  correction,  it  must  be  a life  plan,  if  we  are  to 
minimize  dependency  and  disability. 

Premise  ^3:  Needed  services  include,  therefore,  diagnostic  clinics; 
nursery  classes  for  pre-school  programs;  day  school  programs;  educational 

and  vocational  programs  within  institutions;  parent  education  and  guid- 
ance for  groups  and  individuals;  vocational  training  and  experience;  job 
placem.ent  and  follow-up;  group  homes  and  short-stay  provisions;  special 

m.edical  and  dental  services;  legal  aid  and  protection;  suitable  recrea- 

tion for  all  ages  involved  in  making  the  group  socially  acceptable, 
economically  useful,  self  respecting  and  contributing  members  of  society. 

The  Task  Force  considered  the  following  aspects  under  the  education  and 
training: 

(1)  The  education  of  the  young  or  pre-school  m.entally  retarded  children; 

(2)  The  school  programs  for  mentally  retarded; 

(3)  Tm.proved  education  and  training  for  the  mentally  retarded  through 
mere  and  better  prepared  professional  staff  and  ancillary  services; 

''U)  Vocational  training  for  the  mentally  retarded  within  the  public 
schools; 

(^)  Job  placement  and  em.ployment  for  mentally  retarded  which  includes 
sheltered  workshops; 

(6)  Preparation  for  and  participation  in  planned  recreational  programs; 

(7)  Reconmendations  - General  and  Specific. 
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bection  II 


EDUCATION  OF  THE  YOUNG  OR  PRE-SCHOOL 
NINTALLY  RETARDED  CHILD 

This  subcommittee  views  the  goals  for  the  education  of  the  pre- 
school retarded  child  as  encompassing  both  prevention  and  remedial 
measures.  While  it  recognizes  that  there  do  exist  some  day-care, 
recreational,  residential  and  educational  services  for  the  young  or 
pre-school  child  it  also  realizes  that  the  need  of  organized  planning 
for  the  education  of  this  age  group  of  the  retarded  and  the  inclusion 
of  the  young  pre-school  child  in  the  total  education  program  for  the 
mentally  retarded  is  rather  recent.  In  practice  only  the  beginnings 
have  been  made  toward  total  and  inclusive  planning  for  this  group, 

I.  Areas  of  Need  as  seen  by  this  committee  include: 

A,  Research 

1.  Prevention  (diagnosis  of  learning  problems), 

2.  Early  detection  (implementation  of  documented 
findings  and  development  of  new  method  of 
detection), 

3.  Development  of  new  psychological  assessments 
enabling  diagnosis  of  both  abilities  as  well 
as  disabilities  of  the  M,R.  to  include 

a.  More  meaningful  interpretation  of  standardized 
tests  now  in  use  for  those  who  have  to  utilize 
the  findings, 

b.  New  tests  and  other  media  to  better  determine 
etiology,  social  and  educational  interests, 
functioning  level,  inter-relationships  between 
pupil  and  pupil,  pupil  and  teachers,  pupil  and 
siblings,  pupil  and  parents, 

U.  Examination,  experimentation  and  evaluation  of  differ- 
ential effects  of  existing  and  proposed  educational 
practices  recommended  for  young,  mentally  retarded 
children  and  their  parents  in  home  - training  programs. 

5,  The  study  of  the  relations  of  environmental  circum- 
stances to  mental  retardation. 

H.  Facilities 

Hecause  the  young  or  pre-school  mentally  retarded  child  may  live 
in  either  a rural  or  urban  area  facilities  must  be  differentiated  to 
meet  either  of  these  situations, 

1,  In  urban  areas  it  is  recommended  that  the  Retarded 
have  their  own  facility  center  for  all  services  in 
diagnosis,  evaluation  and  training  and  educational 
programs. 
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2,  In  the  rural  areas  it  is  recommended  that  this  same 
type  of  center  be  for  the  multi-handicapped  providing 
programs  for  the  wide  spectrum  of  levels  in  I.Q.'s 
(i.e,  the  retarded,  the  normal  and  the  gifted  child.) 

3.  Federal  and  State  support  for  establishing  these 
centers  in  either  area  (i.e.  as  state  building  sub- 
sidies) should  be  given. 


C.  Programing 

In  order  to  prevent  duplication,  and  over-lapping,  to  insure 
an  inclusive,  all-over,  total  plan  and  to  establish  a basis  for 
selection  and  balanced  emphasis  the  program  is  fundamental.  The 
committee  includes  the  following  as  inherent  aspects  of  program 
planning. 


1.  Educational  Programs;  including 

a.  Educational  Programs  to  meet  the  physical, 
social,  eirotional  and  intellectual  needs  of 
the  young  mildly  or  edu cable  retarded  children. 
These  should  emphasize  intellectual,  verbal, 
social,  personal,  physical  motor,  perceptual, 
athletic  and  creative  activities.  Programs 
should  be  conducted  in  small  class  size  groups 
of  less  than  20  for  at  least  2 to  3 hours  daily. 
It  is  recoimnended  that  at  least  2 adults  (one 

a qualified  professional)  be  assigned  to  each 
class.  Most  likely  many  school  programs  can  be 
undertaken  with  these  children  at  the  age  of 
3 years  and  older. 

b.  Educational  Programs  to  meet  the  physical, 
social,  emotional  and  intellectual  needs  of 
these  young  severely  and  moderately  retarded 
children  should  he  geared  to  meet  the  needs 
of  all  children  (i.e.  acceptance,  love, 
socializing)  for  severely  retarded  children  the 
class  size  should  be  10  or  less  with  two  adults. 
For  those  severely  and  moderately  retarded 
children  who  have  been  institutionalized,  an 
educational  program  should  begin  with  a program 
providing  first  for  institutional  adjustment. 

The  program  should  provide  for  sequence  and 
continuity  toward  eventual  outside  adjustment 

( nur  seryTlcindergar  ten  and  primary  school 
program  (i.e.  training  to  help  the  child  become 
independent  in  his  personal  care— toilet, 
feeding,  cleanliness,  etc.)  Training  should 
seek  to  train  for  some  level  of  vocational 
competence. 
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2 


‘Counselling  Programs  for  Parents 


Programs  and  services  for  parents  through  adult 
education  or  activities,  parent  counselling  and  home- 
training demonstrations  and  classes  should  begin  as 
soon  after  the  birth  and  identification  of  the 
retarded  child  as  possible, 

3,  Community  Programs 

Since  mental  retardation  is  a social  problem  the 
community  program  is  an  effective  tool  for  orienting 
the  public  to  Mental  Retardation  and  developing  a 
better  understanding  of  the  condition.  Such  a 
program  may  be  enhanced  ty  the  use  of  the  many 
educational  media  for  communication, 

U,  Training  Programs  including 

a.  In-service  training  programs  for  teachers  to 
keep  them  abrest  of  the  findings  of  research 
and  to  encourage  and  plan  for  experimentation 
and  research  within  the  classroom, 

b.  Teacher  preparation  programs  in  colleges  and 
universities  requiring  study  on  the  young, 
or  pre-school  mentally  retarded  child  during 
the  undergraduate  program. 

Training  programs  for  practitioners  to  enable  them  to  be 
more  effective  in  detecting,  diagnosing  and  referring  Mentally 
Retarded  (pre-school)  children, 

D.  The  Place  of  Local,  State  and  Federal  Responsibility 

With  increased  emphasis  on  the  education  of  the  young 
or  pre-school  child  there  results  a demand  for  increased 
Local,  State  and  Federal  Responsibilily  in  order  that 
the  needed  program  developments  may  be  assumed  and 
implemented  with  assurance.  This  committee  feels  that 
the  following  steps  need  to  be  taken, 

A,  Amend  the  school  code  to  lower  the  mandatory  age 
level  for  admittance  of  the  M,R,  to  the  public 
schools, 

1,  Reimbursement  for  all  services  down  to  age 
four, 

B,  Amend  the  school  code  to  enco\jrage  local  school 
boards  to  undertake  responsibilities  for  services 
to  M,R,  children  of  pre-school  age  (i,e,  include 
nursery  training  in  the  school)  with  parent  guidance 
and  counselling. 


-77- 


€•  Change  the  school  code  so  that  there  can  be  a more 
precise  redefinition  of  the  various  categories  of 
Mental  Retardation  in  order  that  improved  programs 
and  services  may  be  facilitated,  (i.e,  the  to 
65  I.Q.  group), 

D,  Promote  and  encourage  (legislative  enactment  and 
appropriations)  the  needed  research,  training  and 
programming  for  the  young  Mental  Retarded  and  his 
family, 

E,  Improve  coordination  and  cooperation  among  the  various 
institutions  having  responsibilities  in  the  field 

of  Mental  Retardation  thru 

1,  A coordinator  at  the  top  level  of  administration, 

2,  Follow-up  of  experimental  and  research  projects, 
effective  and  non-effective  program  planning 
and  implementation,  etc, 

3,  A coordinator  at  the  lower  level  of  administra- 
tion, where  the  program  is  implemented  into  the 
local  cormunity,  local  school  systems  etc, 

F,  Develop  policies  which  will  insure  that  no  M,R, 
child  is  without  appropriate  and  continuous  care 
and/or  services  by  some  qualified  institution, 

1,  Inter-departmental  continuity  with  such  Coimon- 
wealth  Departments  as  the  Department  of  Public 
V/elfare,  Bureau  of  Rehabilitation,  Department 
of  Labor  and  Industry,  Department  of  Health  and 
Department  of  Public  Instruction, 

G,  Provide  closer  and  iw>re  adequate  state  supervision 
of  the  licensing  and  certification  of  private  and 
public  agencies  and  institutions  having  responsi- 
bilities for  the  retarded  child, 

TI,  Recommendations 


The  subcommittee  on  Education  of  the  Young  or  Pre-School 
Mentally  Retarded  Child  recoimends: 

A,  Establishment  of  pre-school  education  centers  for  all 
children  and  start  in  those  areas  of  the  state  where 
there  is  the  iwjst  social,  economical  and  cultural  de- 
privation. 
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1,  The  pre-school  centers  should  include  early  referral 
* diagnostic  and  evaluation  facilities;  nursery 
programs,  home  training,  more  formalized  grcup 
programs  and  activities  for  pre-school  age  children; 
instructional  programs  for  parents  and  recreational 
areas . 

B,  Federal,  State  and  Local  action  to  immediately  provide 
the  necessary  financial,  facility  and  personnel  resources 
to  begin  such  centers. 

Implementation  of  the  recoimendations  of  the  national 
proposed  program  and  of  Task  Force  V, 
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Section  III 


School  Programs 

This  sub-committee  assumes  that  the  effectiveness  of  school 
programs  may  best  be  assured  if  the  planner  holds  clearly  in  mind 
and  consistently  refers  to  and  uses  the  principles  basic  to  the  broad 
character  of  education  as  the  rationale  upon  which  the  positions  re- 
garding special  education  are  based.  The  committee,  therefore  pre- 
sents the  following  principles  to  serve  as  a rationale  upon  which 
their  subsequent  positions  regarding  school  programs  for  the  mentally- 
retarded  are  taken. 

I.  CXir  society  has  a moral  obligation  to  systematically 
educate  its  meiribers. 

II.  There  is  an  attendants  legal  responsibility  in  our 
society  to  implement  the  moral  comnitment  for  the 
systematic  education  of  every  individual. 

III.  There  is  a bocfy  of  traditional  practice  which  character- 
izes the  educative  process. 

17.  There  is  basic  scientific  evidence  in  basic  research 
rela-bed  to  learning,  the  transfer  of  learning  and  the 
practices  and  effects  involved  in  the  educative  process 
which  can  be  used  as  a foundation  for  educational  pro- 
grams that  are  now  in  practice  or  that  can  be  put  into 
practice. 

Positions 


From  the  above  principles  basic  to  the  broad  character  of 
education  the  committee  presents  the  following  positions  specifi- 
cally related  to  the  education  of  the  Mentally  Retarded. 

1.  There  is  a moral  obligation  for  our  society  to  educate  all 
of  its  members,  including  the  nrentally  retarded  regardless  of 
handicap  or  the  degree  thereof. 

2.  There  is  a legal  responsibili-ty  in  the  Commonwealth  of 
Pennsylvania  to  provide  an  education  for  retarded  children. 

3.  The  magnitude  and  complexity  of  the  problems  involved  in  the 
education  of  the  mentally  retarded  will  require  the  full  utiliza- 
tion of  all  public  and  private  social  agencies  and  institutions. 

U.  There  is  a conceptual  framework  for  "the  education  of  the 
mentally  retarded,  some  of  which  is  based  upon  evidence  from  the 
behavioral  sciences.  However,  there  is  considerable  lag  between 
knowledge  from  the  behavioral  sciences  and  educational  practice. 
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There  is  a need  for  a formal,  systematic,  orderly  sequence  of 
educational  experiences  of  an  uninterrupted  nature  beginning  from 
the  time  of  identification  and  extending  throughout  the  lifetime  of 
the  individual  who  is  mentally  retarded, 

6,  There  must  be  a differentiation  of  purposes,  curriculum,  metho- 
dology instructional  materials  and  equipment,  learning  environment 
and  organization  for  instruction  to  provide  effective  education  for 
the  mentally  retarded, 

7*  There  is  a need  for  the  continuing  eval'uation  of  the  effective- 
ness of  the  educational  programs  which  are  provided  for  the  mentally 
retarded. 

Needs  suggested  when  implementing  the  above  Positions 

In  order  that  the  above  positions  function  actively  in 
practice  the  following  needs  were  apparent  to  the  cormittee  in 
connection  with  each  of  the  positions. 

Position  1 

There  is  need  for  an  increased  disemination  of  knowledge 
and  for  the  development  of  acceptable  attitudes  concerning 
mental  retardation  and  the  mentally  retarded  through  the  use  of  all 
types  of  informational  media,  adult  education  programs,  in-service 
training  of  all  teachers  and  through  actual  contacts  with  both  the 
mentally  retarded  child  and  adult. 

Position  2 

Present  legislation  needs  to  be  studied,  up-dated  to  be  con- 
sistent with  existing  knowledge  and  reinterpreted  in  the  light  of 
present  practices  so  that  the  highest  standards  for  conducting 
schools  may  be  developed  and  rigorously  enforced. 

Position  3 

There  is  a need  for  accurate  knowledge  of  the  legal  basis 
for  inter-agency  action  at  the  state  and  local  level  as  well  as 
for  some  type  of  mechanism  for  the  over-all  operation  of  such 
appropriate  agencies  in  order  that  uniform  standards  may  be 
developed  and  enforced  especially  in  such  aspects  of  educational 
services  as  certification,  facilities  and  programs. 

Position  U 

Research  activities  need  to  include  both  basic  and  applied 
research.  Some  projects  may  need  to  be  carried  out  cooperatively 
via  public  and  private  agencies  at  the  local,  state  and  national 
level  and  may  involve  a close  working  relationship  among  various 
school  systems,  college  or  university  faculties  and  the  Department 
of  Public  Instruction, 
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Position  5 

The  need  exists  for  early  identification  and  diagnosis  which 
will  resalt  in  an  "^educational  prescription"  which  in  turn  leads 
to  articulation,  continuity  and  transitional  procedures  >diich  are 
designed  to  offer  retarded  pupils  a well-planned  program  extending 
vertically  through  their  sdhool  years,  and  terminative  in  successful 
post-school  adjustments. 

Position  6 

There  is  a need  for  the  consistent  and  continuous  study  of 
the  philosophy,  assumptions  and  basic  premises  upon  which  differentiation 
in  such  areas  of  a school  program  as  the  purposes,  the  curriculum,  the 
methodology,  the  learning  environment,  the  organization  of  instruction 
and  the  instructional  materials  is  made*  There  is  a need  to  check  and 
prove  through  experimentation  and  research  the  actual  changes  made 
in  each  area  of  the  program*  There  is  also  a need  to  study  differentiation 
techniques  and  practices  in  the  light  of  the  results  as  evidenced  in 
the  learnings,  personal  and  social  adjustments,  and  the  educational 
achievement  of  the  individual  and  group.  These  three  aspects  of 
differentiation  - the  rationale,  the  areas  and  practices  included  and 
the  actual  results  in  pupil  growth  need  to  be  included  in  determining 
the  effectiveness  of  the  differentiation  provided  in  a school  pro- 
gram for  the  mentally  retarded. 

Position  7 

Evaluative  procedures  need  to  be  constructed  consistent  with 
the  educational  purpose  through  cooperative  effort  on  the  part  of 
a large  number  of  school  systems  for  the  iirprovement  of  the  program 
and  for  establishing  the  validity  of  the  curriculum. 
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Section  17 


Auxiliary'-  Services 

Improving  education  and  training  for  the  mentally  retarded 
through  more  and  better  prepared  professional  staff  and  auxiliary 
services  coordinated  into  a coTi5)rehensive  article  is  fundamental  to 
the  effectiveness  and  success  of  ary  Hental  Retardation  plan  for 
the  Oommonwealth  of  Pennsylvania.  In  order  to  be  of  maximam 
assistance  to  the  growth  and  development  of  the  child,  teachers, 
supervisors,  and  administrators  need  broad  based  experience  with 
all  types  of  children.  When  the  average  child  is  known  and 
understood  according  to  his  stages  of  growth,  the  atypical  child 
and  particularly  the  mentally  retarded  will  be  better  understood. 

To  assist  in  this  process  we  recommend  that  pilot  projects  be 
inaugurated  to  include  a free  exchange  of  services  between  teacher 
training  institutions,  private  and  public  residential  schools,  and 
hospitals,  including  joint  consultation  in  curriculum,  work  experience, 
and  professional  courtesies.  Joint  publications  for  research  into 
teaching  skills,  trained  subjective  judgment  interpretations,  and 
materials  developed  will  solidify  this  function  of  mutual  respect. 

Vie  suggest  that  Public  Law  88-16U  of  the  Federal  Law  be  in- 
vestigated with  the  possibility  that  Pennsylvania  may  use  some  of 
the  ft200  million  allocated  for  the  1965-1967  period  for  the  purpose 
of  either  upgrading  present  program  and/or  initiating  a new  controlled 
experimental  one. 

Vie  further  recommend  that  existing  n«ntal  health  clinics 
or  facilities  extend  programs  for  training  professional  personnel  at 
all  levels  to  work  with  the  mentally  retarded  through  the  proper 
acquisition  or  allocati  on  of  these  funds  as  well  as  others. 

We  further  recommend  that  the  strengthening,  development, 
and  coordination  of  auxiliary  service  be  given  top  priority. 

Leadership  preparation  shall  embrace  teachers,  psychologists, 
home  and  school  visitors,  vocational  education,  and  work  placement 
with  adequate  support  and  counseling  being  provided. 

Adequately  planned  programs  for  the  mentally  retarded  from 
early  detection,  diagnosis  and  evaluation  to  placement  in  employment 
whether  it  be  competitive  or  terminal  can  be  effective  only  in  a community 
based  acceptance  of  their  problems  and  machinery  to  implement  action. 

To  assist  in  this  endeavor  we  recommend  closer  liaison  of  all 
agencies  and  State  government  through  the  establishment  of  a Program 
Planning  Oommittee  on  Ifental  Retardation,  to  be  appointed  by  the 
Governor,  and  shall  include  people  who  are  engaged  in  working  v^ith 
the  mentally  retarded  at  all  levels  of  function.  Their  terms  of  office 
shall  be  alternating  in  order  to  give  a continuation  of  services. 
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The  same  type  of  organizational  pattern  should  be  duplicated  at 
the  local,  county,  or  regional  level.  The  local  levels  goals  should 
be : 


1,  General  diffusion  of  information  regarding  the  needs  of 
the  mentally  retarded  in  physical,  psychological,  social, 
and  vocational  areas, 

2,  Acquaint  the  citizency  of  existing  facilities  and  to 
what  extent  services  are  given  to  the  retarded  and  in 
which  areas  neglected.  Functions  of  all  existing 
agencies  and  institutions;  public  school  services, 
visiting  nurses,  crippled  children,  recreational 
facilities  in  public  parks  and  swimming  pools  be  fully 
explained. 

Community  based  diagnostic  and  evaluation  units  or  program 
planning  centers  must  be  staffed  with  adequate  and  competent 
peonle  in  their  own  profession,  ^ competant  we  recommend  that  its 
meaning  convey  previous  work  with  the  mentally  retarded  or  a willing- 
ness to  work  with  or  under  supervision  of  those  who  have. 

The  Program  Planning  Center  should  be: 

1,  A repository  of  all  information  regarding  all  the 
mentally  retarded  with  or  without  additional  handicaps, 

2,  Maintain  a central  register, 

3*  Implement  the  recommendations  of  the  joint  staff  con- 
ferences. 

U,  Be  the  local  catalyst  for  all  agencies  local  or  state 
government  involved  at  this  level; 
social  family  services 
WR  Counselors 
public  school  teachers 
supervisors  and  administrators 
nearby  colleges  for  volunteers  in  Ihe  various 
branches  of  service 

State  or  private  residential  schools  for  mentally 
retarded,  emotionally  disturbed,  mentally  ill 
sheltered  workshops  promote  better  understanding 
and  acceptance  of  the  handicapped. 

We  recommend  that  proper  legal  implementation  and/or  inter- 
pretation be  mde  to  accomplish  this  and  that  priority  be  given 
to  appropriations  of  public  money  be  made  for  tnis  cause. 
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Section  V 


Vocational  Training  for  the  Mentally  Retarded  within  the  Public 
Schools 


There  is  a critical  need  for  vocational  training  for  the 
mentally  retarded.  Facilities  are  available  and  are  used  by  other 
pupils  in  most  of  Pennsylvania *s  school  districts.  The  vocational 
program  is  frequently  not  made  available  to  mentally  retarded  pupils, 
however,  Tlie  public  school  fails  in  its  moral  and  legal  obligation 
when  it  excludes  these  pupils  from  this  part  of  the  educational 
program. 

The  failure  of  many  schools  to  provide  vocational  training 
for  the  mentally  retarded  is  perhaps  due  to  the  fact  that  within  any 
school  system  liiere  is  a very  small  percentage  of  severely  or 
moderately  retarded  children.  To  provide  adequate  and  well  supervised 
vocational  training  for  such  a small  percentage  of  the  school  population 
has  been  economically  unwise  in  the  past:  however,  if  more  attention 
is  focused  on  this  group  of  students  and  as  the  public  becomes  more 
aware  of  the  great  need  of  the  school's  responsibility  to  the  total 
population,  undoubtedly,  the  schools  will  assume  more  responsibility 
for  this  group. 

At  the  present  time  great  stress  is  being  placed  on  the 
principle  that  every  member  of  society  should  be  self-supporting  and 
should  in  addition  be  a contributing  member  of  society  in  so  far 
as  he  is  capable.  In  order  for  the  mentally  retarded  child  to  be 
able  to  accomplish  this  end,  special  attention  must  be  given  to  his 
vocational  training. 

There  are  a number  of  programs  in  various  stages  of  development 
in  the  public  schools  today: 

1,  Self-contained  class  - a child  starts  his  vocational 
training  in  the  elementary  school  where  he  perhaps  helps 
with  the  lunch  and  snack  programs,  and  helps  to  keep  the 
room  tidy.  In  many  cases  this  same  type  of  program  is 
carried  on  in  the  secondary  school  program.  Occasionally 
if  there  are  two  or  more  mentally  retarded  programs  in  the 
same  school,  the  teachers  themselves  will  work  out  more 
advanced  programs  through  class  scheduling, 

2,  Integration  of  classes  - in  this  type  program  the 
students  attend  non-academic  classes  with  the  regular 
students  which  means  that  they  have  the  same  home  economics 
classes  and  shop  classes  as  do  the  regular  students, 

3,  Work-school  programs  - the  work-school  program  is 
particularly  effective  for  the  older  mentally  retarded  pupils. 

In  this  type  of  program  the  child  receives  his  academic 
subjects  and  also  is  able  to  participate  in  on-the-Job 
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training  which  he  will  be  capable  of  handling  once  he  leaves 
school  while  still  in  school  and  under  the  school's  super- 
vision. The  type  of  jobs  for  which  he  receives  training  varies 
with  the  community  but  will  generaity  include  clerking,  working 
in  a hospital,  and  working  in  garages.  This  is  perhaps  the  best 
t3rpe  of  vocational  training  which  has  been  developed  to  any 
great  extent  within  our  school  to  meet  the  needs  of  the 
mentally  retarded. 

U,  Occupational  programs  - this  is  a new  type  of  program 
which  has  recently  been  developed  to  meet  the  same  end  as 
the  work-school  experiences  for  children  living  in  rural 
areas.  The  program  differs  in  that  these  children  will 
receive  specialized  training  in  a centrally  located  place 
in  semi-skilled  occupations. 

The  follovring  Needs  are  presented  as  basic  to  the  provis- 
ion of  adequate  Vocational  Training  for  the  mentally  retarded 
within  the  public  schools. 

1.  Special  training  programs  need  to  be  developed  for 
instructors  to  \-7ork  with  this  group  as  they  pursue  a 
vocational  program, 

2.  Funds  are  needed  to  establish  and  conduct  such  training 
prograjtis  and  to  make  in-service- training  available, 

3.  Planned  coordination  is  needed  between  the  school 
training  aspect  of  the  work-study  program  and  the 
work  experience  phase  of  the  training, 

U.  Specialized  equipment  needs  to  be  provided  for  training 
the  mentally  retarded  in  skill,  which  are  not  ordinarily 
a part  of  a school's  vocational  program. 
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Section  VI 


Job  Placement  and  Employinent 

At  the  present  time,  there  are  5^  million  mentally  retarded 
in  the  United  States.  Of  this  number,  2 million  are  of  employable 
age. 


There  are  many  employers  who  are  ready  and  willing  to  hire 
the  qualified  mentally  retarded  and  mar^  mentally  retarded  men  and 
women  are  ready  and  willing  to  workj  many  more  can  be  trained  for 
work.  In  this  setting,  mentally  retarded  adults  are  those  "with 
the  capacity  to  be  trained  for  work  and  the  capacity  to  hold  productive 
jobs  vrhen  properly  placed. 

Mental  retardation  is  "the  possession  of  skills  and  aptitudes 
which  can  be  developed  even  if  and  when  intellectual  capacities  are 
retarded. 


1.  There  is  a need  for  the  preparation  of  public 
information  geared  to  employers  and  for  the  wide  dissemination 
of  such  information.  Included  should  be  accurate  descriptions 
of  the  work  potentials  of  the  mentally  retarded,  kinds  of  work 
they  can  perform,  training  facilities,  placement  opportunities 
and  information  regarding  placement  and  progress  of  employed 
mentally  retardates.  This  can  be  accomnlished  the  coordination 
of  community  resources. 

2.  There  is  a need  for  special  services  designed  to 
identify  potentials  for  work,  to  provide  job  placement  services, 
continual  supervision  of  the  workers  on  the  job,  and  to  continue 
training  (education)  in  regard  to  self-support  and  self-maintenance. 

This  will  require  funds,  state  level  act  (operations) 
local  planning,  and  the  employment  of  specialists  and  placement 
officers.  It  will  also  involve  the  extension  and  improvement 
of  rehabilitative  agencies  with  particular  emphasis  upon  identi- 
fication and  assessment  of  potential. 

3.  There  is  need  for  continuing  adult  education  for 
the  mentally  retarded  employee  in  regard  to  job  satisfaction  - 
accomplishment,  self  management,  and  community  membership, 

U.  There  is  a need  for  sheltered  vrorkshops,  to  provide 
limited  employment  for  some. 

There  is  need  for  occupational  training  centers  to 
provide  training  at  higher  levels,  based  on  greater  potential. 


6*  There  is  need  f or  school-work  or  work-study 
programs  as  part  of  every  public  school  program  for  pupils 
lU^  and  older  and  for  as  mary  as  possible  in  institutions, 

7,  The  implementation  of  a better  job  placement 
and  employment  depends  upon: 

a.  Coordinating  activities  - continuous  opera- 
tional staff  within  government 

Public  education 

Employment  security 

Bureau  of  Vocational  Rehabilitation 

Welfare 

b.  Local  Advisory  Committee 

c.  Follow-up  assistance 

d.  Social  activities 

Priorities  for  implementing  this  program  are : 

1,  Coordination 

2,  Increase  in  qualified  counseling  staff 

3,  Effective  and  up-to-date  vocational  education 

School 

Out  of  school 

U,  Work  centers 

Training 

Sheltered 
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Section  VII 


Preparation  For  And  Participation  In  Planned  fte  creational  Programs  and 

Facilities 


Experiences  of  mentally  retarded  adults  in  the  community  indicate 
that  empicyability  is  only  one  phase  of  preparation  for  living. 

There  is  a real  need  for  specific  planning  for  the  large  blocks  of 
leisure  time  created  by  the  relatively  short  working  week. 

We  recommend  that  education  for  the  retarded  include  recreational 
activities,  both  sedentary  and  active,  designed  to  develop  interests 
and  skills  which  will: 

(1)  Provide  hobbies  to  be  pursued  individually; 

(2)  Permit  competitive  participation  in  group  activities; 

(3)  Supply  the  basic  knowledge  required  of  the  spectator  of 
national  and  local  sports,  musical  or  dramatic  events. 

Having  developed  such  abilities  it  should  be  the  continuing  responsibi- 
lity of  the  training  facility  to  augment  community  resources  for  re- 
creation by  establishing  and  staffing  hospitality  centers  for  the 
retardates.  Such  centers  could  establish  hobby  clubs,  plan  social 
gatherings,  and  schedule  group  excursions  to  picnic  areas,  sports 
events  and  theater  attractions.  They  might  also  structure  vacation 
plans  and  trips  for  individuals  and  groups. 

The  center  staff  should  include  personnel  trained  to  assist  the  retardate 
in  solving  problems  arising  in  his  personal  life#  Location  in  the 
Hospitality  Ctenter  would  make  the  services  of  the  counselor  irrmediately 
available  in  a favorable  setting. 


Section  VIII 

Recommendations  - General  and  Specific 


I,  Specialized  educational  services  must  be  extended  and  improved 

to  provide  appropriate  educational  opportunities  for  all  retarded 
children, 

11,  The  person  in  charge  of  Special  Education  at  the  District  or 

County  level  must  be  a specialist  in  one  or  more  fields  of 

Special  Education  and/or  a Public  School  Psychologist, 
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Ill,  Unmet  needs  for  extended  or  nev  services  should  be  given  priority- 

in  planning; 

A,  Projects  to  enrich  the  learning  opportunities  of  pre-school 
children  who 

1,  Live  in  homes  where  such  opportunities  are  inadequate; 

2*  Have  been  identified  as  mentally  retarded; 

Are  members  of  '^high  risk"  families  in  which  a pre- 
ponderance of  defect  may  be  medically  anticipated, 

B,  Projects  to  devise  and  test  more  effective  teaching  methods 
and  the  utilization  of  the  skills  of  the  mentally  retarded, 

C,  Projects  to  strengthen  counseling  programs  in  schools  for 

1,  The  mentally  retarded  child  and  his  parent; 

2,  Assessing  trainable  and  salable  skills; 

3,  Liaison  and  combined  effort  with  special  vocational 
rehabilitation  programs; 

U,  Liaison  with  employment  and  other  coninunity  agencies, 

D,  Financial  supnort  for  construction,  equipping  and  staffing 

1,  Sheltered  workshops; 

2,  Occupational  training  centers; 

3,  Recreational  and  therapeutic  activity  centers  for  the 
severely  mentally  retarded  adult, 

E,  Financial  support  for  personnel  at  State  and  regional  level 
to  provide  leadership  in  the  development,  administration 
and  supervision  of  school  services  for  retarded  children  and 
adolescents.  These  leadership  functions  must  include: 

1.  Development  of  additional  educational  and  training 
facilities ; 

2,  curriculum  planning  and  development; 

3®  In«»service  education; 

U,  Publications  on  related  topics; 
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Liaison  with  other  agencies  and  branches  of  government; 

6,  Leadership  in  the  development  of: 

a.  Counseling  services; 

b.  Parent  education  projects; 

c.  Recreational  and  other  community  centered 

activities 

7,  Administration  of  State  and  Federal  funds; 

8,  Liaison  with  teacher  preparing  agencies; 

9*  Conduct  research  on  educational  methods,  materials 
and  practices; 

10*  Develop  programs  for  training  and  utilizing  the  services 
of  volunteers  and  sub-professional  personnel# 

F,  Specialized  classroom  services  to  provide  for  all  mentally- 
retarded  children  in  day  schools,  residence  facilities,  and 
group  living  plans. 

G,  Services  of  educational  diagnosis  and  evaluation  to  pro- 
vide for  early  detection  of  school  learning  disabilities  and 
to  enable  appropriate  school  placement, 

H#  Flexible  admission  and  release  policies  and  out-patient 
programs  at  residence  institutions  so  that  any  potential 
for  independent,  semi-dependent,  or  sheltered  extra- 
mural life  may  be  explored  and  appropriate  education  and 
training  provided# 

IV.  Present  services  for  the  education  of  teachers  of  the  mentally 
retarded  must  be  extended  and  improved  through  the 

A#  Establishment  of  instructional  material  centers  in 
colleges  and  universities; 

B,  Extension  of  the  Federal  program  of  grants  and  aid  to  teachers 
to  include  similar  financial  aid  from  State  and  local  community 
resources# 

V.  High  priority  must  be  given  to  developing  research  centers  on 
mental  retardation  at  strategically  located  universities, 

utilizing  facilities  of  day  and  residence  programs  for  children. 
These  academic  centers  should  be  aided  through  financial  grants, 
etc,,  to: 
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A,  Provide  training  for  personnel  to  meet  the  educational 
and  training  needs  of  the  retarded. 

1,  Teachers 

2,  Counselors 

3,  Rehabilitation  staff 
I4,  Psychologists 

5.  Family  caseworkers 

B,  Conduct  research  in  biomedical,  behavioral  social 
science,  educational,  and  other  interdisciplinary  areas 
to: 

1,  Develop  actual  practices; 

2,  Support  the  practice  of  knowledge  already  developed, 

C,  Report  back  to  professional  educators  what  has  been 
learned  in  practice  as  well  as  research. 


VI.  High  priority  should  be  given  to  the  establishment  within 

state  governirient  of  an  operational  level  organization  to 

administer  services  for  the  mentally  retarded  with  appropriate 
representation  and  membership  from  health,  education,  welfare, 
rehabilitation  and  emplojnnent,  and  staff  and  friends  to  coordinate 
and  structure  activities  of  this  operational  council. 
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Task  Force  Number  6 


VOCATIONAL  TRAINING  AND  EMPLOYMENT 


Philosophy 

It  is  an  American  ideal  and  a fundamental  concept  of  a 
democracy  that  all  individuals  be  free  to  demonstrate  their 
worth  to  their  society;  to  be  socially  useful  and  wherever 
possible,  to  be  economically  productive.  The  greater  number 
of  the  mentally  retarded  have  not  had  this  freedom  of  growth. 
Yet  other  mentally  retarded  in  recent  years,  when  given  this 
opportunity,  have  demonstrated  their  ability  to  contribute  to 
the  strength  of  their  community,  state,  and  country  and  often 
as  taxpayers.  It  is  the  concern  of  this  Task  Force  that  cir- 
cumstances which  have  been  beneficial  to  the  few  of  the 
retarded  shall  be  further  refined  and  extended  so  that  all 
mentally  retarded  persons  within  the  Commonwealth  may  achieve 
their  full  potential  of  usefulness. 

Definition 


Vocational  planning  for  mentally  retarded  persons  is  an 
extension  of  such  planning  for  all  persons.  Vocational  pro- 
gramming aspects  are  not  separate  from  the  total  functioning 
level  of  individuals.  With  mentally  retarded  individuals  this 
has  not  been  fully  recognized.  Here  as  we  deal  with  vocational 
preparation,  essential  ingredients  will  be  the  development  of 
self-concepts,  attitudes,  behavioral  patterns,  and  all  those 
personality  traits  which  are  associated  with  vocational  success. 
Beyond  these  levels  of  preparation  vocational  training  refers 
to  activities  designed  to  enable  an  individual  to  acquire 
specific  work  skills.  The  age  group  we  are  considering  is  14 
years  and  over.  This  is  so  because  of  our  concern  for  the 
development  of  employability  and  determining  vocational 
objectives  in  a non-academic  setting  for  the  most  part. 
Employment  is  purposeful  activity  which  is  productive  and 
remunerative . 

Needs  and  Evaluation  of  Resources 


The  focal  point  in  this  examination  of  needs  is  people  - 
mentally  retarded  people.  Consequently  direct  reference  will 
be  made  to  the  psychosocial  vocational  needs  of  individuals 
which  are  to  be  met  in  achieving  the  goals  of  enhanced  pro- 
ductivity. As  distinguished  from  this,  the  "requirements'*  of 
planning,  programming,  facilities,  and  services  are  considered 
in  the  sense  of  mechanism  by  which  the  individual  needs  of 
these  persons  may  be  resolved. 


-93- 


As  a starting  point  to  planning  for  comprehensive  services, 
needs  are  to  be  identified  as  are  the  current  resources  which 
conceivably  are  or  could  be  meeting  these  needs.  To  the  extent 
that  these  resources  are  actually  meeting  these  needs  is  an 
evaluative  process.  The  following  in  tabular  form  provides 
this  initial  overview,  recognizing  that  resources  in  numbers 
and  in  quality  vary  in  different  sections  of  the  State. 

It  is  acknowledged  that  the  family  unit  is  a basic  resource 
in  meeting  a great  many  of  these  needs,  yet  it  is  frequently 
unprepared  to  do  so.  Accordingly  as  the  family  could  play  a 
significant  role  with  these  many  needs,  it  will  not  be  listed 
separately. 


NEEDS 


RESOURCES 


EVALUATION 


1.  Development  of  a sense  Public  schools  - 

of  worth  and  respons-  Private  schools , 

ibility  of  the  self-  Workshops  and 

concept  of  being  social-  Activity  Centers, 

ly  and  economically  and  Casework 

acceptable  and  productive.  Agencies. 

Insight  into  factors 
which  make  for  realistic 
goals . 


Though  res  our c< 
are  available, 
usually  staff 
and  consequent; 
programs  are  m 
geared  to  tack! 
these  problems 


2.  Stability  in  relating 
better  to  co-workers 
and  supervisors,  and 
and  tolerance  of  work 
pressures . 


Workshops,  Family.  To  some  degree 

this  is  accom- 
plished. Bett( 
trained  staff 
is  needed  who 
have  concern  fi 
this  problem. 


3.  Good  personal  grooming 
habits . 


Schools , * 

Workshops,  and 
Family  and  Casework 
Agencies . 


Generally  this 
is  not  planned 
as  part  of  the 
curriculum  or 
program. 


Understanding  and  obser- 
vance of  safety  cautions. 


Schools,  Workshops,  Inadequately 
Activity  Centers.  handled. 


5.  Ability  to  communicate 
verbally. 


Schools,  Family 
and  Speech 
Therapists . 


More  attention 
should  be  stre! 
on  everyday  coi 
versational  ne( 
rather  than  fo] 
mal  approaches 


-94- 


6.  Knowledge  of  basic  Schools,  Family, 

functional  reading, 
arithmetic  and  writing. 


There  is  no 
overall  curri- 
culum guide 
towards  this 
objective . 
Depends  too  much 
on  individual 
teacher. 


7.  Ability  to  travel 
independently . 


8.  Use  of  simple  tools. 


9.  To  operate  simple 
machinery. 


0.  Understanding  of  the 
monetary  world. 

1.  Understanding  of  the 
meaning  of  work  and 
associated  factors. 


Schools,  Workshops, 
Activity  Centers, 
and  Family. 


Schools  and 
Workshops . 


Workshops,  Schools. 


Workshops,  Schools 
and  Family. 


Schools  (Half-day 
programs*)  Work- 
shops* - part-time 
work.* 


Independency 
rather  than 
dependency 
should  be  the 
overall  concept. 
Outside  community 
living  skills  are 
not  generally 
included  in  pro- 
gram orientation. 

Fairly  well 
provided  for. 
Spotty  - no 
programs . 

Since  most 
workshops  thrive 
on  contracts, 
machines  used 
are  related  to 
contracts , 
mostly  hand 
skills  and 
limited  use  of 
machinery. 

Schools  not 
doing  it. 

Only  emphasized 
in  selective 
classrooms . 

Schools  should 
prepare  them  for 
work  better. 

Work  concepts 
should  be  basic 
orientation  but 
it  is  missing  in 
most  Spec.  Ed. 
programs . 


12.  To  have  proper 
occupational 
inf ormati on. 


13.  Acceptance  by  family 
of  the  mentally  re- 
tarded in  a work 
setting . 


1^ . Acceptance  of  the 

attitude  of  business 
and  labor  relating  to 
employment  of  mentally 
retarded  at  optimum 
level . 


Schools,  Workshops, 
(half-day  programs) 
State  employment 
service.  Bureau  of 
Vocational  Rehabil- 
itation. 


This  should 
result  from  a 
work- oriented 
program  in 
schools  ..  bot 
schools  and  wo 
shops  need 
trained  guidan 
counsellors . 


Schools,  Workshops.  Practically 

doesn’t  exist, 
social  workers 
need  to  start 
this  in  the 
school  situati 
and  it  needs  t 
be  furthered 
while  in  works 
programs . . mos 
shops  lack  pro 
fessional  staf 


No  true  acceptance 
by  any  group  to 
handle  this. 


Insufficient 
public  awarene 
of  the  needs  a 
potentials  of 
the  mentally 
retarded . 


15.  Development  of  specific 
skills . 


Schools,  Workshops, 
Public  and  private 
schools  including 
residential  and 
workshops . 


Programs  neede 
at  a lower  lev 
to  develop  the 
skills  of  the 
mentally  retar 
Programs  need 
be  geared  more 
the  current 
functioning  le 
of  the  mentall 
retarded  in  th 
development  of 
skills . 


* Schools  shall  mean  all  schools  - public  and  private. 
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Introductory  Statement;  Other  Services,  etc.  There  are  many 
additional  services  that  offer  great  potential  in  the  vocational 
programming  for  the  retarded.  The  failure  to  fully  these 

resources  or  to  effectively  utilize  them  where  they  do  exist 
indicates  problem  areas  which  need  to  be  resolved.  A listing  of 
several  of  the  more  prominent  of  these  types  of  services  follows: 


Community  Placement 
(Placement  in 
Regular 
Industry) 

Sheltered  Workshop 
Activities 

a.  Sub-contract 


b.  Prime  manufacturing 

c.  Occupational  Therapy 


Principally  done  by  State  Employment 
Services.  Some  limited  work  by  BVR 
and  workshops,  (Very  inadequately 
d one . ) 


Workshops  do  not  have  quality  and 
quantity  of  work  at  fair  prices  to 
d o the  j ob . 

Practically  doesn’t  exist. 

Not  functional  enough  to  be  pre- 
vocational  in  nature. 


d.  Arts  and  Grafts 


Exists  in  crude  form  in  some  places. 


e.  Transitional  vs. 

long-term  employment 


The  lack  of  subsidy  support  has 
forced  many  workshops  to  provide 
transitional  services  for  fee 
income.  Criteria  for  each  service 
needs  to  be  more  clearly  defined 
with  relationships  to  each  service 
worked  out  better. 


RESEARCH 


There  is  a need  for  a more  expanded  and  critical  research  effort 
in  order  to  make  more  effective  the  current  techniques  and  under- 
standing of  the  vocational  potentials  of  the  mentally  retarded. 

Hackneyed  stereotypes  such  as  "the  retarded  can  only  do  well  in 
repetitious  work"  or  undue  emphasis  on  the  limitations  of  the 
retarded,  are  now  recognized  in  many  instances  as  projections  of 
our  own  feelings  and  attitudes  rather  than  based  upon  fact.  It 
is  only  through  ongoing  systematized  evaluation  of  existing 
attitudes,  methods  and  procedures  in  the  educational,  social, 
vocational  and  economic  areas  as  these  relate  to  the  mentally 
retarded  that  new  insights  will  be  obtained.  In  this  way 
mentally  retarded  persons  will  continue  to  move  forward  to 
realize  their  fullest  vocational  and  employment  potentials. 
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Areas  for  critical  examination  are: 

A.  Personal-Social 

1.  How  can  we  properly  determine  those  who  may  be  expected 
to  benefit  from  programs  - in  terms  of; 

(a)  General  intelligency  and  specific  aptitudes 

(b)  Physical  attributes 

(c)  Personality  factors,  including  personal  habits 

(d)  Socio-economic  background 

2.  Who  and  where  are  these  people? 

3.  How  and  at  what  developmental  level  can  they  be  best 
identified  and  their  vocational  training  and/or 
employment  needs  determined? 

B.  Educational 

1.  What  methods  have  specific  applicability  for  the  teaching 
of  the  mentally  retarded?  What  methods  used  with  the 
"normal**  population  are  equally  applicable  with  the 
mentally  retarded?  Which  are  not?  What  modifications 
are  neecied  for  application? 

2.  Ptethods  in  learning,  motivation  and  incentive.  Studies 
in  learning  efficiency.  Comparative  studies  of  existing 
methods  plus  pioneer  studies. 

3.  What  characteristics  and  attitudes  make  good  personnel 
to  staff  facilities  working  with  the  mentally  retarded, 
and  what  makes  people  want  to  work  in  this  area. 

4.  Research  into  methods  of  sifting  the  true  mentally 
retarded  person  from  the  educationally  or  environmentally 
retarded.  Development  of  other  criteria  besides  IQ  to 
determine  a need  for  vocational  training. 

G.  Pre-vocati onal 

1.  Need  to  determine  what  pre-vocati onal  training  services 
should  be  provided  the  mentally  retarded  to  assure  optimu 
benefits  from  specific  or  general  vocational  training. 

(a)  Educational  services 

(b)  Psychological  services 

(c)  Medical  services 

(d)  Social  services 
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D. 


Voca t i onal 


1.  ".’bich  of  the  skills  are  subject  to  systematic  develop- 
ment per  an  instructional  or  training  program.? 

. To  what  extent  is  it  possible  to  survey  relatively 
complex  jobs  into  simpler  com.ponents  suitable  for  the 
mentally  retarded?  \Jhat  are  these  jobs? 

i.  u’e  need  ^o  know  more  about  the  processes  of  vocational 
choice  peculiarly  applicable  to  the  mentally  retarded 
(if  true)  and  the  proper  role  of  counsellors  and  teachers 
in  helping  the  mentally  retarded  ma;:e  such  choices. 

4.  The  motivation  of  mentally  retarded  p'^-i^sons  in  relation 
to  successful  vocational  training  and  placement.  (i.e., 
is  money  a major  motivating  factor,  or  is  this  a 
pre-conceived  notion?) 

E.  Placement 

1.  How  can  the  rK^ntall3’’  retarded  fit  into  a labor  force 
which  is  being  constantly  up-graded  in  step  with 
technological  advances? 

2.  ’-vhat  are  the  implications  of  automation  for  the  training 
and/or  placement  of  the  nentally  retarded? 

3.  studies  into  methods  of  placement  and  related  problems. 

F.  Public  Education 

1.  Research  into  ways  and  means  of  securing  greater  public 
understanding  and  acceptance  of  the  mentally  retarded 
(if  true)  as  potentially  productive  citizens  is  needed. 

G.  Coordination 

There  should  be  state  research  director  located  in  Deoartm.ent 
of  Public  Welfare  who  will  initiate  and  coordinate  projects 
for  the  m.entally  retarded. 

\t  the  federal  and  state  levels  there  should  be  sponsorship 
(funding),  encouragement,  coordination,  consultation  and 
financial  support  for  research  projects  which  results  would 
have  state  statewide  and  nationwide  applicability.  3uch 
research  should,  for  the  most  part,  be  performed  by  pifolic 
and  private  welfare  and  rehabilitation  agencies  and  by 
institutions  of  higher  learning. 
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Research  centers,  with  state  financing,  should  be  developed 
cooperatively  by  universities  and  agencies  serving  the 
mentally  retarded.  Private  foundations  and  voluntary 
agencies  should  be  urged  to  increase  the  support  which  then  cai 
be  given  to  research  in  this  area  and  they  should  be  expected 
to  assume  some  responsibility  for  supporting  young  people  in 
research  careers  related  to  mental  retardation. 

What  are  the  proper  respective  roles  of  public  education, 
sheltered  workshops,  vocational  schools,  on-the-job  training, 
etc.,  and  how  can  they  best  be  coordinated  in  the  vocational 
training  and  placement  of  the  mentally  retarded? 


VI . and  VII.  PROBLEM  AREAS  AND  RECOMMENDATIONS 


1.  Schools  The  traditional  methods  of  teaching  the 
mentally  retarded  have  been  inadequate  for  preparing  for 
vocational  training  and  employment. 

Recommendation  It  is  recommended  that  the  Department  of 
Public  Instruct! on , Commonwealth  of  Pennsylvania,  be  given 
sufficient  funds  to  attract  an  adequate  staff,  to  prepare  a 
non-traditional  practical  curriculum  guide  in  the  social- 
occupational  area.  The  various  gradations  of  the  mentally 
retarded  should  be  recognized  and  dealt  with  individually. 
Appropriate  emphasis  should  be  given  to  the  development  of  the 
vocational  education  phase  so  that  the  special  problems  of  the 
mentally  retarded  can  be  considered  for  vocational  preparation 
according  to  their  abilities. 

2.  School- Community  Work  Program  (Distributive  Education) 

The  problem  is  the  inability  of  tne  special  education  program 
to  acclimate  the  student  to  an  industrialized  setting. 

Reccxnmendation  lA  - That  various  departments  in  state 
government  should  explore  the  possibilities  under  the  Economic 
Opportunity  Act  as  it  may  relate  to  payment  of  wages  to  students 
in  work  programs  and  the  acquisition  of  other  funds  for  the 
effective  development  of  community  work  programs. 

IB  - In  utilizing  workshops,  one  of  the 
current  problems  is  the"Tinancial  inability  of  workshops  to 
develop  the  kind  of  program  which  would  contribute  to  the 
vocational  development  of  the  mentally  retarded  student.  It  is 
recommended  that  funds  be  made  available  to  the  workshops  through 
whatever  state  department  it  may  be  appropriate  so  that  proper 
staff  can  be  acquired  to  achieve  the  desired  goals.  Note: 

Make  special  study  of  appropriate  financial  means. 
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Reconmendati on  2A  - The  school  should  seek  out  a work 
program  with  private  industry  which  would  be  in  conjunction  with 
their  educational  program. 

^ - To  achieve  the  goal  of  independent 

living,  a work  experience  is  desirable  and  this  can  be  made 
meaningful  only  when  the  individual  received  remuneration  for  his 
productivity.  We,  therefore,  recommend  that  a method  be  devised 
which  would  provide  for  the  students  to  be  paid  for  that  part  of 
time  in  which  such  vocational  preparation  is  part  of  the  over-all 
goal  of  independent  living. 


3.  Inadequacies  of  Workshops  Many  workshops  in  Pennsylvania 
are  not  adequately  fulfilling  their  stated  objectives  of 
vocational  evaluation  and  preparing  individuals  for  competitive 
employment  due  to  inadequate  funds,  staff,  program,  etc. 

Recopomendation  1.  Due  to  the  peculiar  needs  of  workshops 
where  competition  for  work  is  a basic  problem  and  due  to  the 
limited  amount  of  trained  personnel  and  subsidy  funds  available, 
it  is  recommended  that  workshops  be  developed  on  a multi-disability 
basis,  however,  recognizing  the  special  needs  of  the  mentally 
retarded  so  that  they  can  be  programmed  for  with  a special 
network  of  services. 


2.  That  the  Commonwealth  of  Pennsylvania 
provide  funds  to  workshops  to  engage  proper  professional  staff. 

3.  That  the  state  provide  funds  to  pay  for 
employees  whose  job  would  be  specifically  to  help  in  securing  of 
contracts  for  workshops  and  to  coordinate  the  activities  of 
workshops  to  each  other. 


4»  That  the  specifications  of  the  National 
Institute  on  Workshops  Standards  be  subscribed  to  as  a guide  for 
those  state  agencies  that  are  providing  financial  support  to 
workshops  and  that  every  effort  be  made  to  help  the  workshop  raise 
their  standards  of  performance  at  least  to  minimum  levels  stated 
in  the  standards  instrument. 

4a.  As  an  accreditation  program  is  evolved 
by  an  acceptable  organization,  such  as  the  National  Association 
for  Sheltered  Workshops,  that  this  be  used  by  the  state  organiza- 
tions as  one  means  of  criteria  as  to  how  financial  assistance 
should  be  given  to  workshops.  (Full  consideration  should  be 
given  to  this  set  of  standards). 

4.  Evaluation  Effective  vocational  evaluation  in  most 
community  workshops  is  not  being  properly  accomplished. 
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Re c ommend a ti on  Due  to  the  great  degree  of  specialization 
required  and  the  large  investnient  in  equipment  and  staff,  there 
should  be  regional  evaluation  programs  established.  These  can 
bring  into  play  a great  many  professional  services  so  that  an 
evaluation  of  the  vocational  potential  can  be  ascertained.  A 
prescription  or  detailing  of  services  required  can  then  be  sent 
to  the  local  community  workshops  where  the  client  resides  to 
provide  those  specified  services  and  needs. 

5.  Personal  or  Work  Adjustment  Training  These  services  are 
not  being  properly  provided  to  many  retardea  clients  in  workshops. 

Re c ommenda t i on  That  the  client  be  provided  with  these 
services  in  a workshop  in  his  own  community  area.  A complete 
range  of  services  integrated  with  his  work  experience  should  be 
provided  to  include  social  casework  services,  remedial  reading, 
medical  consultation,  including  psychiatric  services  and  social 
services. 

6.  Job  Placement  Achieving  the  end  goal  of  placement  is 
extremely  difficult.  There  is  a lack  of  sufficient  trained 
personnel  functioning  at  this  placement  level. 

Recommendation  State  Employment  Service  becomes  further 
involved  and  assign  trained  persons  in  this  field  to  assist  in 
the  job  placement  of  the  retarded. 

7.  Transitional  Living  Lack  of  a local  residence  to  provide 
the  handicapped  with  a home  during  this  time  away  from  work  or 
training. 

Recommendati on  Large  state  residential  centers  be 

de-emphasized  aid  funds  be  provided  for  residences  on  the  local 
level.  This  program  should  be  very  flexible,  fluent  and 
revolutionary.  Local  centers,  dormatories,  foster  homes,  etc. 
should  be  considered.  In  addition  to  client  opportunities,  this 
program  will  provide  an  excellent  opportunity  for  the  counsellor 
to  function. 

8 . Perpetual  Guardianship  Problem:  Great  numbers  of  the 
retarded  who  are  in  need  of  services  are  not  being  reached  and 
where  services  are  provided  very  frequently  these  services  are 
not  being  properly  coordinated  or  followed  through. 

Re  c ommend  a ti on  That  DPI  be  charged  with  responsibility 
of  referring  all  mentally  retarded  as  they  leave  the  school  or 
are  postponed  or  excused  from  school  to  the  Bureau  of  Services 
for  the  Mentally  Retarded  of  the  Department  of  Public  Welfare 
or  some  other  appropriate  government  agency.  The  purposes  of 
this  shall  be  to  coordinate  state  and/or  local  community  services 
to  provide  for  a suitable  vocational  evaluation  of  all  mentally 
retarded  persons.  Follow-up  services  should  be  continuous  so 
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that  there  may  be  the  benefits  of  re-evaluation  of  employment 
potential  of  a mentally  retarded  individual  where  previously 
he  was  not  considered  to  be  a candidate  for  the  labor  market. 

9.  Tra ining  Costs  High  cost  to  parents  for  vocational 
training  for  their  retarded  child. 

Reconroendation  That  consideration  be  given  to  alteration 
of  the  Federal  tax  structure  in  order  to  assist  those  parents 
seeking  to  provide  vocational  training  of  the  mentally  retarded. 

10.  BVR  Services  are  Inadequate  The  services  of  the  Bureau 
of  Vocational  Rehabilitation  are  not  sufficiently  available  to 
all  of  the  mentally  retarded  14  years  of  age  and  over  who  could 
benefit  from  them. 

Recommendation  A - That  the  State  plan  be  amended  so 
that  services  can  be  provided  to  the  mentally  retarded  on  an 
expanded  concept  in  which  emplojnnent  goals  would  be  more  long- 
range,  in  which  sheltered  employment  as  a maximum  goal  would  be 
acceptable  for  services  and  that  the  minimum  age  be  lowered  to 
serve  those  14  years  of  age  and  older.  BVR  should  be  active  in 
the  in- school  program. 


B - More  funds  should  be  allocated  to 
BVR  so  that  they  can  tal^e  full  advantage  of  the  Federal  monies 
which  are  available  (matching  funds). 

11.  Casework  Agencies  Inadequately  providing  services  to 
the  mentally  retarded  and  their  families. 

Recommendation  That  funds  be  made  available  to  casework 
agencies  to  provide  specific  services  to  the  parents  of  the 
mentally  retarded  and  for  in-service  training  for  case  workers 
so  that  they  will  be  able  to  handle  these  problems  more  effectively. 

12.  Family  Roles  The  inadequacies  of  a parent  to  fulfill 
their  family  roles. 

Re c ommenda t i on  Recognizing  the  primacy  of  the  family, 

DPW  should  c3evelop  educational  classes  for  parents  so  that  they 
will  be  able  to  fulfill  their  role  more  effectively. 

13.  Health  Needs  Lack  of  health  needs  and  personal  care. 

Reccxi^ndati on  That  a public  health  nurse  be  hired  by 
the  State  and  assigned  on  a revolving  basis  to  workshops  and 
schools  to  take  care  of  the  health  needs  of  the  clients 
including  personal  hygiene,  health  care,  etc. 


14.  Safety  Many  workshops  are  not  sufficiently  concemec 
with  accident  prevention  in  their  operations  and  the  mentallj 
retarded  trainee-employees  are  exposed  to  these  hazards. 

Recommendation  That  a certificate  of  safety  should  I 
required  by  insurance  companies  and  that  a program  of  safety 
be  institutid  for  workshops. 

15.  Workshops  Workshops  are  inadequately  equipped  and  d( 
not  have  the  funds  to  purchase  necessary  equipment:  i.e., 
necessary  tools  and  equipment  for  proper  training  and  the  ust 
of  such  tools  and  equipment  in  the  competitive  working  world. 

Rec oron^ndati on  That  federal  and  state  grants  be 
provided  to  schools  and  workshops  to  purchase  the  necessary 
equipment  and  tools  for  proper  training. 

16.  Casework  Services  The  actual  problems  of  the  mental] 
retarded  are  frequently  not  identified  and/or  services  made 
appropriately  available. 

Rec ommendat i on  That  funds  be  provided  for  psychiatri 
services  (psychiatrist  and/or  care  workers)  for  the  mentally 
retarded  v^o  have  emotional  problems  as  it  might  interfere 
with  their  benefitting  from  work  programs. 

17.  Recreation  The  value  of  the  recreational  activities 
related  to  vocational  growth  is  not  fully  recognized. 

Rec ommendati on  Funds  should  be  provided  to  recreatit 
agencies  to  program  for  the  avocational  needs  of  the  mentall3 
retarded  as  it  might  help  them  to  be  sustained  in  their 
vocational  roles. 

18.  School  Counseling  In  the  special  education  setting 
there  is  frequently  inadequate  counseling  particularly  that 
which  is  oriented  to  vocational  planning. 

Re c ommendati on  School  counsellors  should  be  added  t( 
provide  special  counseling  for  the  mentally  retarded  in 
preparing  them  for  the  working  world. 

19.  Management  and  Labor  While  progress  has  been  made, 
there  remains  resistance  by  management  and  labor  to  employmei 
of  the  mentally  retarded. 

Recommendation  The  Department  of  Labo  r and  Industry 
should  hire  a specialist  whose  responsibility  it  would  be  to 
work  with  Management  and  Labor  to  foster  a proper  climate  for 
the  mentally  retarded. 
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20.  DPW  Subsidy  Support  Program  Long-term  workshop 
employment  is  a basic  need  for  many  retarded  persons  and  funds 
are  inadequate  to  defray  this  needed  service. 

Re c Mimendati on  The  importance  of  long-term  employment 
in  sheltered  workshops.  Increased  subsidy  support  should  be 
made  to  workshops  so  that  more  services  can  be  provided  in 
those  workshops  offering  extended  employment. 

21.  Professional  People  There  is  limited  awareness  and 
consequently  limited  services  available  in  many  of  the  related 
professional  disciplines.  Problem:  There  are  inadequate 
vocational  training  opportunities  for  the  mentally  retarded 
including  specialized  government  vocational  training  act  programs, 

Recommendation  That  funds  be  made  available  to  pro- 
fess ionaTn^rTreTaTe^T  disciplines  to  develop  improved  vocational 
training  opportunities  for  the  mentally  retarded. 

22.  I^npower  Trainmg  Development  Act  (MDTA)  Lack  of  MDTA 
Program  for  the  mentally  retarded. 

Recomnendation  Special  Vocational  Training  Program  for 
the  mentally  retarded  should  be  developed,  and  tied  in  with  the 
existing  Manpower  Training  Development  Act  programs  or  in  the 
existing  program  of  vocational  education  in  the  public  schools 
or  special  programs  set  up  specifically  for  the  mentally 
retarded  so  that  they  can  be  included  in  the  overall  consideration 
of  the  manpower  utilization  needs  of  the  community. 


Respectfully  submitted. 


Luther  S.  Beers 
Maurice  J.  Reisraan 
Harry  Boyer 
Jules  Glogower 
Dr.  Kenneth  Hylbert 
Howard  J.  Land on 
Mrs.  Elizabeth  Reed 
Donald  R.  3 torch 
Leonard  X^eitzman 
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Task  Force  Number  7 


CARE  AWAY  FROM  HOME 


Task  Force  No.  7,  ’’Care  Away  From  Home",  herein  submits 
its  Position  Paper  for  evaluation,  with  the  sincere  hope  that 
facts,  figures,  and  the  creative  thinking  might  be  translated 
into  effective  and  d5mamic  services  for  the  mentally  retarded 
in  the  Commonwealth  of  Pennsylvania.  The  members  are  well 
aware  that  this  "title",  when  translated  into  tax  dollars, 
undoubtedly  represents  one  of  the  largest  budgetary  items  for 
our  Commonwealth  in  any  aspect  of  the  present  investigation 
into  the  several  areas  of  State  services  to  the  mentally 
retarded . 

For  clarity  and  brevity.  Task  Force  No.  7 reports  in 
short  form  within  the  confines  of  the  following  outline: 

I.  The  Scope  of  the  Problem 

II.  Definition  of  "Care  Away  From  Home" 

III.  Present  Resources  in  the  Commonwealth 

IV.  Needs 

V.  Problem  Areas 

VI.  Evaluation  and  Recommendations 


I . The  Scope  of  the  Problem 

The  magnitude  of  this  problem  is  forcefully  brought  to 
mind  when  one  realizes  that  the  State  of  Pennsylvania  is  pro- 
viding "Care  Away  From  Home"  in  all  of  its  facilities  to  a 
population  approximately  the  size  of  the  City  of  Sunbury,  In 
State  schools  and  hospitals,  overcrowding  of  present  facilities 
is  in  the  area  of  16%  to  20%.  Approximately  3,000  citizens  of 
the  Commonwealth  await  admission  to  State  facilities.  The 
emotional  complex  for  their  families  is  causing  an  unknown  and 
unnecessary  hardship  on  many  other  thousands  of  our  citizens. 
Task  Force  No.  7,  in  a complete  review  of  this  problem,  senses 
the  urgency  to  accomplish  much  in  this  immense  problem  for  our 
State . 
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Several  excellent  docun^nts  are  in  State  files  pointing 
up  this  problem,  with  its  vast  scope  of  needed  action.  Although 
many  advances  have  been  made,  there  still  exists  a gigantic  lag 
in  the  manner  in  which  our  Commonwealth  is  offering  ’’Care  Away 
From  Home”  for  its  mentally  retarded  citizens. 

Facilities  should  be  presently  available  to  relieve  the 
overcrowded  conditions  and  to  provide  for  all  those  who  are 
waiting  to  be  admitted.  Task  Force  No.  7 feels  Pennsylvania 
must  come  out  of  the  ’’paper- planning  stage”  and  initiate  well- 
conceived  programs  to  meet  the  vast  scope  of  the  immediate 
problem. 

The  Task  Force  is  greatly  impressed  with  the  number  and 
the  quality  of  the  many  private,  non-profit  organizations  as 
well  as  several  church-related  organizations  offering  ’’Care 
Away  From  Home”  for  the  mentally  retarded  in  the  Commonwealth. 

It  is  our  feeling  that  the  State  should  do  everything  possible 
to  encourage  such  organizations  to  continue  their  services  to 
the  mentally  retarded,  and  also  to  encourage  other  interested 
groups  to  provide  facilities  for  the  retarded.  The  result 
quite  obviously  would  be  the  relief  of  present  overcrowding 
and  the  provision  of  thousands  of  beds  for  the  mentally 
retarded  in  the  near  future. 

II . Definition  of  ’’Care  Away  From  Home” 

The  term  ’’Care  Away  From  Home”  is  defined  as  any  care  that 
is  residential  in  character,  i.e.  overnight  care,  whether  short- 
term or  long-term.  This  would  include  foster  homes,  camping, 
and  private  as  well  as  public  facilities. 

Limitations  to  this  definition  are  temporary  hospitalization 
for  therapy  or  surgery.  Moreover,  ’’Care  Away  From  Home”  should 
be  related  to  the  basic  problem  of  mental  retardation  and  not 
primarily  to  the  therapeutic  or  surgical  aspects  of  treatment. 

Within  the  definition,  the  physical  resources  of  ’’Care  Away 
From  Home”  could  be  any  approved  facility  of  an  organized  agency 
offering  overnight  accommodation,  whether  it  be  private,  non- 
profit, church-related,  or  a public  facility. 

Ill . Present  Resources  in  the  Commonwealth 

Task  Force  No.  7 reviewed  the  Department  of  Public  Welfare’s 
statistical  information  regarding  the  number  of  State  schools  and 
hospitals,  with  their  bed  complement,  average  daily  census,  and 
percentage  of  occupancy.  These  establishments  are  well  known. 
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and  the  percentage  of  overcrowding  is  recognized.  The  Task 
Force  would  accent  the  fact  that  present  overcrowding  condi- 
tions are  deplorable,  and  immediate  measures  should  be  taken 
toward  their  correction. 

The  Task  Force  is  aware  of  many  *’Gare  Away  From  Home*’ 
facilities  other  than  the  State  school  and  hospital,  and 
believes  that  the  number  of  approved  facilities,  whether  they 
be  private,  non-profit,  church-related,  or  any  other  type, 
should  be  determined  by  the  Department  of  Public  Welfare  so 
that  there  could  be  an  accurate  count  of  the  number  of  beds 
available  within  the  State  for  this  purpose.  To  our  know- 
ledge there  is  no  specific  information  available  on  a State 
basis  for  foster  homes  or  for  summer  camping.  To  this  end  the 
Task  Force  suggests  regional  committees  submit  fugures  and 
other  pertinent  information  relative  to  foster  homes  and  private 
facilities  in  their  particular  region. 

In  evaluation  of  resources,  the  following  represents  the 
composite  thinking  of  the  Task  Force: 

A.  Since  State  institutions  currently  have  medically 
and  not  educationally  oriented  programs,  it  is  felt 
the  general  public  should  be  so  advised  and  all  pro- 
grams be  evaluated  as  they  are  currently  conceived. 

The  Task  Force  believes  that  a statewide  educational 
program  to  acquaint  citizens  with  the  stated  purposes 
of  ’*Gare  Away  From  Home'*  facilities  would  be  of  great 
significance  to  the  on-going  program  for  the  retarded 
in  the  Gommonwealth. 

B.  Though  the  character  of  the  State  institution  is 
in  the  process  of  flux  and  change,  and  the  trend  of 
present  admissions  to  State  institutions  is  toward 
the  severely  and  profoundly  retarded  and  the  multi- 
handicapped,  the  State  school  and  hospital  should  not 
be  indefinitely  nor  wholly  classed  as  a continued- 
care  facility. 

G.  The  Task  Force  believes  that  all  residential 

facilities  for  the  retarded,  both  public  and  private, 
should  be  subject  to  inspection  and  approval.  The 
need  for  progressive  development  of  standards  on 
which  approval  should  be  based  is  underscored  as 
imperative  in  order  to  serve  our  mentally  retarded 
citizens  most  effectively. 


-109- 


D.  The  length  of  time  between  application  and  actual 
admission  of  children  and  young  adults  to  State  and 
private  institutions  is,  in  many  instances,  producing 
or  emphasizing  emotional  problems  in  the  entire  family 
constellation. 

E.  Although  Task  Force  No.  7 recognizes  that  another 
Task  Force  is  dealing  with  the  problem  of  manpower, 
it  is  of  sufficient  importance  here  to  underscore  the 
desperate  need  for  additional  manpower  in  the  total 
concept  of  "Care  Away  From  Home". 

F.  The  Task  Force,  in  the  total  evaluation  of  the 
concept  of  "Care  Away  From  Home",  is  conscious  of 
the  ever-present  need  for  research  in  the  field  of 
mental  retardation.  It  is  the  thinking  of  the  Task 
Force  that  "Care  Away  From  Home"  facilities  should 
provide  a rich  resource  of  statistical  data  which 
could  be  of  significant  help  to  researchers  in  this 
field,  and  every  possible  means  should  be  employed 
by  our  Commonwealth  to  make  this  information 
available  to  researchers. 

IV.  Needs 

Under  the  general  discussion  of  the  topic,  "Statement  of 
leeds",  the  following  aspects  of  needs  are  to  be  noted: 

A.  With  3, 000- plus  citizens  of  the  Commonwealth  of 
Pennsylvania  waiting  to  be  admitted  to  State 
residential  facilities,  there  is  definite  need  for 
additional  residential  care  centers.  If  community 
services  were  available  to  people  at  a time  of 
crisis,  it  is  entirely  possible  that  many  individuals 
would  not  need  expedient  placement  in  State 
residential  facilities. 

B.  The  Task  Force  is  completely  aware  of  the  recommend- 
ations of  "The  President’s  Panel"  in  relationship  to 
the  small  community  facility,  but  it  believes  the 
tremendous  cost  per  capita  would  prove  an  insurmount- 
able hardship  for  large  numbers  of  our  citizens.  The 
estimated  per  diem  cost  would  be  raised  considerably, 
and,  therefore,  would  impose  a tax  structure  that  would 
become  burdensome.  The  manpower  situation  with  regard 
to  the  small  community  facility  also  dramatically 
pointed  up  the  definite  lack  locally  of  trained  pro- 
fessional people  needed  to  implement  the  aims  and 
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goals  of  such  a facility.  A small  community 
facility  should  be  a goal  for  the  future,  but  there 
are  so  many  factors  that  are  tied  to  it  that  it  will 
take  some  time  before  this  concept  can  be  implemented. 
It  is  generally  the  thinking  that  "Care  Away  From  Home" 
will  involve  the  present  State  residential  facilities 
for  many  years  in  the  future. 

C.  Future  facilities  available  will  depend  on  the 
proposed  network  of  community  centers  as  they  are  now 
being  conceived.  "Care  Away  From  Home"  necessitates 
a great  deal  of  thought  with  regard  to  developing  the 
large  State  institution,  while  at  the  same  time 
keeping  in  mind  the  development  of  a network  of 
conBtrunity  centers. 

D.  The  problem  of  geriatrics  in  the  care  of  the 
mentally  retarded  was  discussed.  It  was  pointed  out 
that,  at  this  juncture  in  life,  the  real  problem  is 
not  mental  retardation  but  senility.  Many  beds  which 
are  presently  being  used  for  the  care  of  seniles 
could  more  properly  be  utilized.  Geriatric  centers  in 
the  Commonwealth  of  Pennsylvania  have  thus  far  consid- 
ered only  the  mentally  ill.  It  is  the  hope  of  the 
Task  Force  that  in  the  future  geriatric  centers  will 
also  include  the  mentally  retarded. 

E.  It  was  also  pointed  out  that  the  reimbursement 
program  does  need  to  be  equated  on  services  rendered 
by  the  institutions,  and  a complete  review  of  this 
program  is  currently  necessary  in  order  that  the 
mentally  retarded  may  receive  the  most  for  the  money 
invested . 

F.  The  Task  Force  believes  that  one  of  the  needs  for 
concerned  study  falls  in  the  concept  of  "clusters  of 
homes  for  the  retarded".  It  is  felt  that  this  concept 
has  many  merits , and  the  proper  agencies  should  be 
encouraged  to  give  some  study  to  experimentation  in 
this  area. 

G.  An  acute  problem  is  the  need  for  short-term  care. 
Parents  are  often  in  need  of  "immediate  relief"  due 
to  such  circumstances  as  sickness,  death,  vacations, 
and  other  interruptions  of  normal  routine.  The  Task 
Force  feels  that  immediate  provision  for  such  services 
should  be  given  great  priority. 
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V.  Problem  Areas 


In  the  matter  of  problem  areas  in  '’Gare  Away  From  Home”, 
listed  in  outline  form  is  the  thinking  of  the  Task  Force  in 
this  regard: 


A.  Manpower  is  a major  problem  in  all  of  the 
professions...  specialities  and  non-professional 
positions.  Every  effort  must  be  made  by  the  Common- 
wealth of  Pennsylvania,  through  its  Task  Force  on 
manpower  and  every  other  agency,  to  assure  proper 
standards  of  training  and  pay,  so  that  the  Common- 
wealth will  be  adequately  serviced  by  people 
dedicated  to  the  cause  of  the  mentally  retarded. 

B.  The  key  area  of  concern  for  ”Gare  Away  From  Home” 
is  overcrowding  of  the  present  facilities...  this  being 
of  major  importance.  The  problem  of  overcrowding  is 
handicapping  every  aspect  of  the  work  in  State 
residential  facilities,  and  it  is  definitely  handi- 
capping the  program  which  our  fine  State  institutional 
staff  is  attempting  to  implement  in  the  various 
facilities . 

C.  It  is  the  feeling  of  the  Task  Force  that  a complete 
review  of  the  budgetary  consideration  by  the  Commonwealth 
for  adequate  operation  of  State  facilities  providing 
”Care  Away  From  Home”  must  be  effected. 

D.  Inadequate  physical  facilities  in  our  Commonwealth 
present  a real  problem  for  proper  housing  and  program- 
ming. The  present  type  of  facility  being  used  in  many 
instances  is  archaic.  The  recommendation  of  the  Task 
Force  is  that  optimum  plans  be  made  for  residential 
care  for  the  future,  so  that  standards  of  ”Gare  Away 
From  Home”  can  be  improved. 

E«  A problem  area  in  short-term  "Care  Away  From  Home” 

is  lack  of  facilities.  The  Task  Force  is  cognizant  of 
present  overcrowding  in  State  schools  and  hospitals, 
and  yet  believes  that  with  foresight  and  planning, 
short-term  ”Care  Away  From  Home”  can  be  provided  * 

F.  The  Task  Force  feels  that  an  expanded  counseling 

service  is  absolutely  necessary  for  the  families 
awaiting  admission  of  their  children  to  State 
residential  facilities. 
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G.  A real  problem  is  the  need  for  communities  to 

provide  suitable  living  quarters  that  those  being 
trained  and  rehabilitated  for  work  opportunities 
may  live  in  communities  under  supervision  or 
return  to  home  communities  to  live  and  work.  Such 
facilities  as  church-related  homes,  YMGA  and  YWCA 
should  be  explored  as  possible  living  accommodations. 

VI.  Evaluation  and  Recommendati ons 


The  Task  Force  on  *’Gare  Away  From  Home”  would  recommend 
the  following; 


A.  That  present  residential  care  facilities  be  re- 

examined with  regard  to  overcrowding  so  that  adequate 
care  may  be  provided  for  current  residents  and  those 
on  the  waiting  list. 


B. 


(1)  That  physical  residential  facilities  be  of  a 
different  type  than  presently  in  the  Common- 
wealth, architecturally  and  by  design,  to 
better  service  the  various  diagnostic 
categories  seeking  admission; 

(2)  That  the  total  population  of  additional 
State  facilities  be  no  larger  than  a 
census  of  1,500  beds; 

(3)  That  the  additional  facilities  which  are 
obviously  needed  in  our  State  be  conceived 
on  the  basis  of  individual  units  not  to 
exceed  a 40-bed  capacity. 


C.  That  all  residential  facilities  for  the  retarded, 

both  public  and  private,  be  subject  to  inspection  and 
approval  based  on  proper  standards  as  developed  along 
the  ideals  of  the  AAMD. 


D,  That,  since  there  is  inadequate  financial  support 

of  State  residential  facilities  to  provide  adequate 
staff  and  program  to  carry  out  effectively  the  desired 
aims  and  goals,  the  public  be  made  conscious  of  this 
handicap  in  servicing  the  retarded.  To  this  end  it  is 
recommended  that  a program  be  initiated  to  educate  the 
public  with  regard  to  mental  retardation  as  it  affects 
State  Government,  budgetary  allocations,  manpower 
problems,  admission  procedures,  etc. 
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E.  That  homes  be  designed  for  the  aged  retarded  and 

the  senile  retarded,  and  that  the  Commonwealth  establish 
geriatric  centers  on  the  grounds  of  State  schools  and 
hospitals . 

F.  That  facilities  for  short-term  **Gare  Away  From 
Home”  be  given  great  priority. 

G.  That  community  resources  be  developed  to  assist 
residential  facilities  in  the  service  to  their 
retarded. 

H.  That  "Care  Away  From  Home"  facilities  be  made 
available  for  retarded  individuals  moving  out  of 
sheltered  environment  into  guided  work  situations. 

I.  That  the  concept  of  the  "cluster  of  homes  for  the 
retarded"  be  examined,  and,  if  possible,  implemented. 

J.  That  to  continue  the  highest  possible  type  of 
productivity  in  the  State  schools  and  hospitals,  it 
be  made  a point  of  law  prohibiting  any  political 
interference  in  the  operation  of  all  State  schools 
and  hospitals. 

K.  That  a complete  review  of  the  reimbursement  program 
be  conducted,  so  that  an  equitable  reimbursement  pro- 
gram might  be  launched  throughout  all  counties  of  the 
Commonwealth.  Presently  many  inequities  are  in  evidence. 

L.  That  to  procure  topflight  special  educators  for 
the  mentally  retarded  in  facilities  offering  "Care 
Away  From  Home",  teachers’  salaries  be  comparable  to 
the  public  school  salary  schedule. 

M.  That,  since  private  schools  and  church- supported 
schools  for  the  retarded  are  doing  a great  service 

for  the  mentally  retarded  in  the  State  of  Pennsylvania, 
tha  State  institute  a program  of  assistance  to  aid 
them  in  their  programs. 

N.  That,  since  certain  inequities  in  the  placement 
residential  facilities  throughout  the  Commonwealth 
exist,  it  is  recommended  that  duly  conceived 
residential  facilities  be  established  in  those 
parts  of  the  State  not  now  adequately  served, 
particularly  the  northern  tier  counties  and  the 
central  state  area. 
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That  the  cost  of  residential  services  for  the 
mentally  retarded  be  no  higher  than  that  charged  by 
the  State  for  the  blind  and  for  the  tubercular  in 
order  that  parents  or  guardians  responsible  for 
”Care  Away  From  Home"  shall  not  be  financially 
obligated  to  the  extent  that  they  are  caused  hardship. 


The  members  of  Task  Force  No.  7,  "Care  Away  From  Home," 
consider  it  an  honor  and  a privilege  to  have  participated  in 
this  important  endeavor  in  the  total  State  program  with  regard 
to  Comprehensive  Mental  Health  Planning.  The  above  report  is 
submitted  with  the  earnest  hope  that  it  will  be  of  vital  help 
in  planning  the  overall  program  for  the  mentally  retarded 
citizens  in  the  State  of  Pennsylvania. 

Respectfully  submitted, 


Samuel  D.  Regester,  D.D.,  Chairman 
Fred  E.  Henry,  D.D.,  Secretary 


-115- 


! .r* 


.Toa 

‘.hid 

■icf/a 
1 rri 
iio 


-116- 


Task  Force  ^8 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLAN 

LOCAL  COMMUNITY  SERVICES 


The  local  community  is  the  focal  point  for  program 
planning  to  provide  a continum  of  services  providing  for  the 
life-span  needs  of  the  mentally  retarded.  Unfortunately, 
experience  has  proven  that  the  mere  existence  of  local 
community  services  does  not  assure  their  maximum  use.  Lack 
of  coordination  and  cooperation  among  services  has  frequently 
created  such  a deterrent. 

The  Community  which  can  provide  this  myriad  of 
services  is  different  from  the  community  we  know  as  definitely 
the  borough,  town,  city,  county,  or  state.  It  is  a population 
center  which  crosses  political  boundaries  and  is  characteristically 
a geographical  area  in  which  persons  seek  necessary  services, 
in  this  case,  services  for  the  retarded. 

Services  at  the  ’’local"  community  level  should  be 
provided  when  a sufficient  group  are  found  to  be  in  need  of 
a special  service,  adequate  financial  support  can  be  pro- 
vided for  that  service,  and  professional  staff  are  available 
or  can  be  secured  to  give  the  service.  For  example,  each 
population  center  of  10,000  inhabitants  cannot  support  or 
provide  a high  quality  diagnostic  and  evaluation  center. 

Several  population  centers,  however,  can  through  combined 
efforts  provide  high  quality  evaluation  and  diagnostic 
services . 

The  challenge  to  Pennsylvania  is  to  capitalize  on 
local  community  resources  and  develop  a network  of  community 
oriented  services  for  the  97%  of  all  retarded  persons 
living  in  the  community.  It  is  primarily  at  the  community 
level  that  the  needs  of  the  retarded  and  their  families 
should  be  met. 

A new  approach  at  the  community  level  is,  therefore, 
necessary.  This  involves  careful  consideration  of  availability 
and  timing  of  services.  Needs  which  can  be  met  within  the 
community  are  as  follows: 

(1)  Preventative  services  to: 

(a)  Strengthen  basic  maternal  and  child  health 
services . 
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(b)  Provide  adequate  pre-natal  care  for  mother 
and  pediatric  attention  for  the  child. 

(c)  Prevent  poverty  and  its  attending  conditions- 
nutritional  deficiencies,  poor  child-rearing 
practices,  financial  dependency,  etc, 

(2)  Early  indentif ication  and  case  finding  through 
organized  systems  of  referral  and  a center  for 
information  and  referral. 

(3)  Extension  of  basic  services  developed  for  all 
children  to  be  made  available  to  meet  the  needs 
of  the  mentally  retarded. 

(4)  Provision  of  special  services  for  the  retarded-- 
for  example,  life  counseling,  meaningful  cultural 
and  recreational  activity  suitable  to  the  needs 
and  capacities  of  the  retarded,  etc. 

To  meet  these  needs  and  provide  for  a system  of  con- 
tinuing opportunity  for  the  retarded,  the  following  factors 
must  be  considered: 

(1)  Knowledge  of  the  array  of  services  required  at 
each  of  the  life  stages  of  an  individual.  (See 
Appendix  II) 

(2)  Involvement  of  key  individuals  and  agencies  in 
identifying,  creating  and  expanding,  resources 
for  the  mentally  retarded  and  their  families. 

(3)  Development  of  effective  communication  among 
related  professionals  and  with  the  community 
as  a whole . 

(4)  Development  of  methods  to  plan  and  coordinate 
services  providing  a continum  of  care  within 
the  community. 

(5)  Public  information  programs  to  enhance  under- 
standing and  acceptance  of  mental  retardation 
and  the  potential  contribution  of  the  mentally 
retarded  to  the  community. 

Regardless  of  the  amount  or  type  of  service  best 
suited  to  the  community,  a well  developed  public  awareness 
program  including  both  informational  educational  aspects 
is  essential  to  attain  community  wide  interest  and  support 
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for  improved  services.  Communities  have  often  lacked  initiative 
in  providing  such  programs  with  the  result  that  local  problems 
have  gone  unrecognized  and  services  have  been  insufficiently 
utilized . 


Recretarional  services  for  the  retarded  in  Pennsylvania 
have  ranged  from  non-existent  in  some  communities  to  fairly 
satisfactory  in  others.  Few  communities  have  explored  its 
advantages  for  the  mentally  retarded  nor  have  they  considered 
the  possibility  of,  or  solicited  diligently,  the  assistance 
of  civic,  fraternal,  patriotic,  religious,  industrial  and 
commerical  organizations  in  its  provision. 

A basic  principle  in  the  provision  of  services  for 
the  retarded  at  the  community  level  is  that  of  flexibility. 
Communities  now  need  to  "walk  loose"  in  program  development 
in  order  whenever  necessary  to  shift  emphasis.  The  long 
range  success  of  community  services  depends  to  a large 
degree  on  how  flexible  and  responsive  these  services  are  to 
changing  needs. 


rscomit:ndations 

COMPREHENSIVE  MENTAL  RETARDATION  PLAN 

It  is  recommended  that: 

1 . Governcent  agencies  concerned  move  sneedily 
to  implement  the  recotRciendations  included 
in  the  Comprehensive  Mental  Retardation  Plan. 

STATE  PROGRAM  FOR  COMMUNITY  DEVELOPMENT 

It  is  recommended  that: 

1 . An  Office  of  Mental  Retardation  be  established 

in  the  Department  of  Public  Welfare  with 

counterparts  at  the  Regional  level,  and  with 
the  same  status  and  rank  as  the  present 
Office  of  Mental  Health. 

2 . State  government,  through  collaboration  among 

departments,  provide  leadership  and  assistance 

to  local  communities  as  has  begun  and  is 

visualized  in  the  Governor's  Council  for 
Human  Services. 
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a . State  and  Local  government  encourage  and, 

where  necessary,  support  development  of 

central  information  and  referral  facilities 

in  every  community. 

3 . Coverage  responsibility  of  the  public  dollar 

be  increased  for  support  of  basic  services  - 

education  and  training  of  the  retarded; 

treatment,  including  medical  and  social 
services;  and  preventive  services,  etc. 

4 . Voluntary  funds  increasingly  be  devoted  to 

demonstrations  in  prevention  ancj  treatment 

methods  and  to  research  which  will  contribute 
to  these  pursuits. 

5 . Substantial  responsibility  be  assumed  by 

public  recreational  agencies  to  achieve 

the  purposes  and  ob,iectives  of  recreation 

for  ail  and  interpret  to  the  community  the 

need  for  recreational  services  promoted 

by  both  governmental  and  voluntary  services. 

LOCAL  COMMUNITY  PROGRAM  DEVELOPMENT 

It  is  recommended  that: 

1 . Every  local  coimunity  maintain  a Central 

Infonnation  and  Facility  to  provide  informa t i on 
and  a means  of  referral  to  direct  the  retarded 
and  their  families  to  essential  services  in 
the  community  at  the  proper  time. 

a.  In  local  communities  x^;ith  organized 
planning  bodies,  e.g..  Health  and  Welfare 
Councils,  the  objective  should  be  to 
create  within  such  a planning  body  a 
continuing  committee  or  group  which  will 

give  continuing  attention  to  needs  and  servicej 
of  the  retarded. 

b.  In  communities  without  organized  planning 
bodies,  the  objective  should  be  to  create 
a continuing  community- wide  representative 
committee  or  group  capable  of  planning  and 

effecting  a comprehensive  community  program 
for  the  retarded. 
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2. 


Life-time  counseling  be  provided  to  the 

retarded  and  tKeir  families  which  in  no 

way  substitutes  for  psychological  or  more 
intensive  kinds  of  personal  counseling. 

3 . Pilot  recreational  projects  be  developed 
and  evaluated  with  the  findings  to  be  used 
for  future  planning  and  conduct  of  recreational 

programs  throughout  the  Commonwealth. 
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Twelve  special  educational  classes  for  the  95  moderate 
or  trainable  retarded  who  with  appropriate  training 
will  also  become  productive  workers  in  protective, 
supervised  settings. 

A day-care,  recreation  center  for  the  23  severely  retarded 
children  of  school-age  who  are  unable  to  profit  from 
formal  schooling. 

Vocational  counseling,  job  training  and  placement  services 
for  the  150  mildly  retarded  young  adults  who  can  become 
self-sufficient,  independent,  working  members  of  the 
community. 

Sheltered  workshops  for  the  250  moderately  retarded 
adults  of  all  ages  who  can  contribute  to  their  own  and 
the  community’s  welfare  if  given  an  opportunity  to  work 
in  a protected  environment. 

Activity  centers  for  the  56  adult  severely  retarded  who 
may  never  take  their  place  as  workers  in  the  community, 
but  who  are  no  less  important  from  the  humanitatian  and 
social  viewpoint. 

Residential  centers  to  meet  the  needs  of  those  of  the 
retarded  with  problems  of  care  and  training  so  complex 
as  to  require  24-hour  effort. 

Office  of  the  Special  Assistant 
on  Mental  Retardation 


The  White  House 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLAN 

Position  Paper 

Task  Force  #9  Mental  Retardation 
THE  LAW  AND  THE  RETARDED 

The  Task  Force  met: 


September  14,  1964 
December  17,  1964 


June  19,  1964 
July  28,  1964 


At  the  outset  of  our  deliberations  it  became  clear  that  the 
subject  of  the  law  and  the  retarded  is  so  vast  and  touches  on  so 
many  areas  of  law  that  it  was  clearly  impossible  for  our  group  to 
examine  and  evaluate  in  detail  all  relevant  existing  law  for  the 
purpose  of  recommending  detailed  changes  and  amendments  within  the 
time  limit  available  to  us.  This  is  no  doubt  a problem  which 
equally  confronted  other  task  forces.  We  were  fortunate  in  that 
in  1962  an  eminent  group  of  people,  The  President's  Panel  on  Mental 
Retardation,  reported  quite  fully  on  legal  problems  in  the  area  of 
mental  retardation.  The  deliberations  of  the  President’s  Panel  re- 
sulted in  a publication  entitled  "A  Proposed  Program  for  National 
Action  to  Combat  Mental  Retardation"  which  contains  recommendations 
with  respect  to  the  mentally  retarded  both  under  the  criminal  law 
and  under  civil  law.  While  at  several  of  our  meetings  different 
points  of  view  were  expressed  by  members  of  our  group  concerning 
specific  problems  of  the  retarded  in  relation  to  the  law,  we  were 
in  agreement  in  recommending  that  the  recommendations  of  the  Presi- 
dent's Panel  justify  study  by  a group  with  broad  representation  in 
legal,  institutional  and  other  areas,  to  explore  the  possibilities 
of  the  implementation  in  Pennsylvania. 

During  the  course  of  our  deliberations  the  view  was  expressed 
that  the  Pennsylvania  Mental  Health  Act  of  1951  as  amended  is  in 
many  respects  inadequate  and  our  group,  therefore,  recommend*  that 
a study  be  undertaken  for  the  purposes  of  revision  of  that  Act. 


Respectfully  submitted. 


Herman  M.  Rodgers,  Chairman 
Edgar  R.  Casper 
Alexander  F,  Barbieri 
Homer  S.  Brown 
Emanuel  A.  Cassimatis 
Gerald  R.  Clark 
Vincent  J.  Dalton 
Harold  B.  Konovitch 
William  J.  McCrea,  Jr. 

Alton  A.  McDonald 
Frank. J.  Nowak 
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Task  Force  Number  10 


RECRUITMENT  AND  TRAINING 
OF  PERSONNEL 


The  Task  Force  extends  special  appreciation  to 
Mrs.  Gweneth  Zarfoss,  Special  Assistant  for  Mental  Retardation, 
whose  guidance,  counsel,  and  time  were  significant  factors  in 
the  development  of  this  position  paper. 


Section  1.  Working  Definition  of  Specific  Task 

Forces  Title 

It  is  the  purpose  of  this  Task  Force  to  deal  with  the 
recruitment  and  training  of  personnel  to  work  in  the  various 
areas  of  mental  retardation.  Mental  retardation  broadly  con- 
ceived generates  the  need  for  a wide  spectrum  of  endeavor 
ransJ’ing  from  prevention  to  remediation  to  continous  management. 

It  also  poses  severe  problems  for  both  the  affected  individual 
and  his  family  as  well  as  the  larger  society  with  its  many  social 
institutions.  In  any  final  report,  therefore,  attention  should 
be  given  to  recruitment  and  training  of  personnel  for  activities 
ranging  from  the  study  of  etiology,  primary  prevention,  and  early 
diagnosis  to  vocational  planning,  placement,  and  follow-up. 

While  recruitment  and  training  require  closely  correlated  activ- 
ities in  their  execution,  each  poses  a unique  conf iguaation  of 
activities  in  its  planning.  Consequently,  the  Task  Force  has 
attempted  to  deal  with  recruitment  and  training  separately, 
especially  as  regards  specific  recommendations. 

The  Task  Force  is  acutely  aware  that  its  responsibility 
includes  recommendations  concerning  personnel  at  all  levels, 
professional  and  non-professional,  who  are  presently  involved 
with  maintaining  the  programs  and  facilities  for  the  mentally 
retarded  as  well  as  those  who  will  be  essential  for  dynamic 
expanding  programs. 

Section  2.  Description  of  Resources 

The  Task  Force  felt  that  both  the  definition  and  the 
resolution  of  the  many  problems  pertaining  to  recruitment  and 
training  for  work  with  the  mentally  retarded  should  be  based 
on  reliable  information  coming  from  research.  Such  research 
has  not  been  carried  out  in  this  field.  It  was  felt  that  a 
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number  of  variables  dealing  with  personal  qualifications, 
motivition,  academic  background  and  curriculum  should 
ultimately  be  studied. 

While  tlte  Task  Force  does  not  have  research  data  available 
to  it  to  determine  specifically  the  current  status  of  the  pool 
of  personnel  available  to  deal  with  the  problem  of  mental 
retardation,  there  seems  to  be  ample  evidence  to  indicate  that 
it  is  entirely  inadequate  to  meet  increasing  demands  for 
service.  Examples  of  this  evidence  are  1)  the  long  waiting 
lists  of  residential  institutions;  2)  rapid  turnover  of  personnel 
in  these  institutions;  3)  sparse  arwi  inadequate  public  school 
programs  at  all  levels;  unavailability  of  diagnostic  facilities; 
5)  lack  of  family  counseling  services;  6)  inadequate  understanding 
by  the  general  public  of  the  impact  of  mental  retardation  upon 
the  family  unit  and  the  community.  This  listing  is  intended  to 
be  illustrative  rather  than  exhaustive,  and  undergirds  a 
subsequent  recommendation  concerning  the  need  for  a comprehensive 
survey  of  available  resources  with  a view  toward  an  assessment 
of  their  adequacy. 

The  various  attacks  on  this  problem,  public  and  private, 
are  not  in  any  real  sense  coordinated,  and  the  field  is  still 
open  to  scattered  experimentation.  Thus  new  concepts  and  forms 
are  drawing  on  already  basically  trained  professionals  who  with 
proper  training  and  indoctrination  would  contribute  significantly 
to  the  resolution  of  the  many  diverse  scientific  and  clinical 
problems  associated  with  mental  retardation. 

The  basic  training  programs  of  the  clinical  and  scientific 
personnel  who  might  appropriately  work  in  mental  retardation 
are  not  designed  to  provide  specialized  training  in  this  field. 

The  recruitment  of  personnel  into  the  field  of  mental  retardation 
has  not  seemed  to  keep  pace  with  recruitment  into  other  fields 
and  has  certainly  not  kept  pace  with  the  demands  of  the  field 
of  mental  retardation. 

The  technical  operations  and  practices  needed  for  dealing 
with  the  mentally  retarded  require  teams  of  specialists  in  close 
professional  interaction.  Currently  there  is  little  recognition 
of  the  complexities  of  such  consultation  and  interdisciplinary 
communication.  As  a result,  the  various  specialists  focusing 
on  this  problem  are  making  semi- independent  judgments  and 
decisions  with  minimal  program  planning.  Such  interdisciplinary 
communication  would  be  greatly  facilited  if  the  various  specialists 
shared  a common  frame  of  reference,  nomenclature  and  set  of 
concepts  and  were  informed  about  the  practices  of  their 
colleagues . 
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Present  cultural  values  placed  on  the  individual’s  potential 
for  self -responsibility  and  against  the  use  of  the  institution 
for  long-term  custodial  care  except  as  absolutely  necessary,  are 
instrumental  in  such  programs  as  vocational  rehabilitation  and 
the  use  of  foster  home  care,  which  offer  greater  opportunities 
for  responsible  social  living  at  whatever  level  is  achievable. 
Emphasis  in  our  society  on  the  significance  to  the  individual 
of  group  exp>erience  is  also  an  important  element,  not  37et, 
however,  sufficiently  recognized  in  programs  for  the  retarded 
persons.  To  incorporate  all  such  emphasis  and  perhaps  others, 
in  these  programs  requires  their  inclusion  in  the  training  pro- 
grams of  a variety  of  professionals  and  others  who  work  with  the 
retarded,  and  points  to  the  further  necessity  of  extension  of 
basic  training  in  all  the  professions. 

Research  on  mental  retardation  has  focused  more  on  the 
condition  of  mental  retardation  and  on  various  diagnostic 
activities  rather  than  on  teaching  and  management.  Differential 
diagnosis  continues  to  occupy  a prominent  position  of  research 
interest.  Reports  of  demonstration  research  involving  system- 
atic variation  of  methods  of  teaching  for  the  mentally  retarded 
is  practically  non-existent  in  professional  literature.  The 
concepts  of  "diagnostic  teaching"  are  being  employed  on  a very 
small  scale  clinically,  and  not  at  all  in  a research  context. 

In  summary,  mental  retardation  as  an  entity  does  not  occupy 
a primary  position  in  the  training  of  a sufficient  number  of 
clinical  personnel,  in  behavioral  and  medical  research,  or  in 
clinical  services  available  for  the  management  of  this  problem. 
However,  as  the  field  of  mental  retardation  becomes  more  sharply 
defined  and  as  public  and  professional  attitudes  merge  into 
various  public  and  professional  action  groups,  personnel  needs 
will  become  even  more  urgent. 

In  outlining  present  and  future  personnel  needs  for  work  in 
mental  retardation,  it  is  apparent  that  attention  must  be  given 
to  the  need  for  arousing  public  and  professional  interest  in 
recruitment  and  training.  Awareness  of  personnel  needs  and 
interest  in  meeting  these  needs  must  necessarily  be  a part  of  the 
initial  phases  of  developing  a program  of  recruitment  and  training 
for  this  field. 

These  needs  include  the  following: 

A wider  dissemination  of  information  concerning  both  the 

condition  of  mental  retardati'on,  and  the  need  for  trained 

persons  to  work  in  this  field. 
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Not  only  must  information  ba  'dispense'’  concerning  the 
availability  of  monies  for  'dealing  with  mental  re  tar^^a  tion , 
but  also  it  is  important  to  iisoense  information  "’ealing  with 
the  total  range  of  the  problem.  Information  must  be  ^ispense'l 
concerning  primary  orevention  of  mental  retar'^ation  through 
early  'diagnosis  an'^  management  to  vocational  planning,  placement, 
an^  follow-uD.  Professionals,  parents,  an-i  agencies  neeP  to 
know  about  the  availability  of  facilities  an^  resources  of  all 
kin-ls.  They  nee'^  to  know  about  the  latest  research  an-^  new 
findings  in  the  fiel'^. 

Promotion  of  professional  and  academic  interest  in  and 

commitment  to  the  field  of  mental  retardation. 

There  is  a need  for  career  commitment  on  the  part  of 
professionals  to  assume  leadership  in  the  field  of  the  mentally 
retarded.  In  some  ways,  more  psychiatrists,  social  workers, 
etc.  need  to  assume  leadership  roles  in  spearheading  the  attack 
in  all  aspects,  ranging  from  prevention  to  remediation  of  the 
mental  retardation  problems.  Professionals  in  all  fields  need 
to  help  interest  other  professionals  in  each  respective  field 
to  focus  some  attention  on  the  problems  of  the  mentally  retarded. 

A pool  of  personnel^  qualified  and  certified  in  the 

prevention,  diagnosis,  education  or  placement  of  the 

mentally  retarded. 

A pool  of  adequately  trained  non-professional  personnel 

whicK  would  include  both  paid  employees  and  volunteer 

worker^ 

There  already  exists  a pool  of  professional  and  academic 
personnel  who  are  in  many  cases  actively  working  at  some  aspects 
of  the  problems  associated  with  mental  retardation.  Several 
needs  are  apparent  in  relationship  to  this  pool.  There  is  a 
need  for  personnel  in  the  existing  pool  of  educators,  physicians, 
scientists,  etc.,  to  recognize  the  contributions  that  their 
specialized  services  can  make  to  the  field  of  retardation.  In 
many  cases,  further  training  is  not  a prime  consideration,  but 
the  various  professionals  and  their  services  need  to  be  drawn 
upon  in  a more  planned  productive  manner.  In  other  instances, 
there  is  a need  for  individuals  in  the  professional  pool  to  be 
given  specialized  training  and  experience  in  the  field  of 
mental  retardation.  Programs  need  to  be  developed  in  the 
various  professional  fields  to  give  some  specialized  training 
in  the  field  of  mental  retardation.  Many  of  the  existing  basic 
programs  of  professional  preparation  need  to  be  restudied  to 
provide  the  best  possible  base  for  later  specialization  in 
mental  retardation.  The  explosion  of  knowledge  and  the  increased 
degree  of  specialization  apparently  demanded  by  our  modem  age 
require  all  engaged  in  training  personnel  to  seek  common 
denominators  which  permit  later  specialization. 
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The  development  of  a center  or  centers , per^ps  on 

university  campuses  but  with  clearly  establisa^ 

'^filiations  a^ng  appropriate  academic  disciplines 

and  health  relatea  institutions  wherein  interdisciplinary 

training,  research  and  demonstration  may  be  fostered  and 

taught « 

It  is  felt  that  such  a center  or  centers  provide  for  a 
most  comprehensive  but  unified  approach  to  the  problem  of 
mental  retardation,  ranging  from  research  in  the  basic  areas 
such  as  etiological  factors,  including  genetic,  psychological, 
social  among  others,  to  longitudinal  aspects  of  management  and 
preparation  for  responsible  participation  in  the  larger  society. 

Inclusion  of  specialized  course  content  in  undergraduate, 

graduate  or  post-graduate  curricula  of  appropriate  schools 

^eparing  students  for  the  fields  of  education,  medicine 

and  health  related  sciences;  including  a considerable 

amount  of  field  work  in  schools  and  hospitals  for  the 

mentally  retarded. 

For  optimum  opportunity  for  recruitment  of  workers  in  this 
field,  beginning  students  in  the  various  professions  should  be 
aware  of  the  problems  and  opportunities  in  the  field  of  mental 
retardation.  It  is  felt  that  this  can  best  be  accomplished 
through  a systematic  presentation  within  the  framework  of  the 
program. 


An  adequate  financial  base  for  the  total  recruitment  and 
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training  program  including  funds  for  providing 

public 

and  professional  information,  training,  researci 

a and 

service  facilities. 

In  order  to  develop  programs  aimed  at  the  recruitment  and 
training  of  personnel  in  the  field  of  mental  retardation  it  will 
be  necessary  to  make  available  additional  financial  resources. 

Some  monies  are  already  available.  It  will  be  necessary  to 
gather  information  concerning  the  already  available  monies  in 
this  area.  The  Task  Force  suggests  that  some  central  agency 
be  established  to  dispense  information  cenceming  available 
monies  and  to  help  locate  and  procure  additional  monies  for 
the  further  development  of  recruitment  and  training  programs 
in  this  area. 

The  establishment  of  a centralized,  governmental 

administrative  agenc^ 

Administrative  machinery  is  absolutely  necessary  to  coordinate 
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the  various  endeavors  (financial,  public  information,  research, 
service,  training)  in  mental  retardation  within  the  Commonwealth 
of  Pennsylvania,  as  well  as  among  other  state  and  federal 
programs.  Such  programming  and  administration  seems  best 
implemented  through  the  state  government. 

Section  3,  Problem  Areas 

Recruitment  and  training  of  personnel  for  the  field  of 
n^ntal  retardation  must  take  into  account  two  particular  factors 
which  characterize  this  field. 

a)  It  involves  a specialized  aspect  of  one  or  another 
discipline,  such  as  psychology,  medicine,  biology, 
social  work,  nursing  teaching,  etc. 

b)  It  is  a highly  collaborative  field”-none  of  its  activities 
can  be  carried  by  any  one  profession  alone. 

In  considering  problem  areas  in  relation  to  recruitment 
and  training  for  this  field,  one  must,  therefore,  take  into 

account : 

a)  The  problems  which  are  common  to  most  professions. 

b)  The  problems  unique  to  each  profession. 

a)  Common  Problems 

1)  There  is  a pressing  problem  of  developing  a high 
visibility  of  mental  retardation  as  a field  of  further  special- 
ization or  continuing  professional  development.  It  is  a 
commonly  known  fact  that  more  or  less  severe  shortages  exist  in 
all  professions,  resulting  in  competitive  recruitment  of  under- 
graduate and  graduate  students.  Inducements  in  the  way  of 
academic  scholarships  and  fellowships  in  all  the  disciplines, 
many  of  which  include  practical  experience  or  intern  training, 
are  offered  by  a variety  of  sources  both  governmental  and 
private  and  in  varying  amounts.  The  problem  here  for  mental 
retardation  is  not  only  the  provision  of  adequate  resources  at 
the  graduate,  master’s  and  doctorate  level,  but  more  acutely,  to 
find  a way  to  include  the  consideration  of  work  in  the  field  of 
retardation  as  a possibly  satisfying  professional  achievement 
for  the  individual,  and  as  socially  contributive  and  valued. 

2)  Shortage  of  professional  service  in  various 
disciplines  is  further  complicated  by  the  tendency  of  any 
field  to  move  people  with  advanced  degree  and  training  into 
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administrative  positions,  which  often  do  not  require  the  use 
of  their  advanced  specialized  competence.  Nor  does  this 
practice  guarantee  administrative  competence  for  the  field. 

Part  of  the  inducement  for  the  individual  is  the  higher  level 
of  salary  that  these  positions  demand,  but  hierarchical  values 
of  prestige  also  play  a part.  In  the  proposed  rapid  develop- 
ment of  services  for  the  mentally  retarded  it  will  be  desirable 
to  be  especially  aware  of  this  tendency  and  to  encourage  the 
highly  trained  professional  person  to  utilize  his  technical 
training  through  appropriate  salary  and  reinforcement  for 
these  activities. 

3)  In  order  to  avoid  undue  overlap  and  competitive- 
ness in  recruitment,  to  use  the  recruitment  facilities  of  all 
the  disciplines  to  their  best  advantage,  and  to  emphasize  from 
the  outset  the  collaborative  aspect  of  work  with  the  mentally 
retarded,  it  would  be  well  to  encourage  the  development  of 
collaborative  recruitment  plans. 

4)  For  all  the  disciplines  involved,  the  specialized 
training  in  the  significant  knowledge  of  mental  retardation  and 
in  the  specialized  aspects  of  each  discipline’s  professional 
activity  in  the  field  should  be  designed  not  by  that  discipline 
alone,  but  by  interdisciplinary  and  interprofessional  teams. 

b)  Unique  Problems  for  Each  Field 

It  is  unnecessary  to  catalogue  the  detailed  and  unique 
problems  of  recruitment  and  training  that  each  of  our  pro- 
fessions face;  but  it  is  necessary  to  take  them  into  account  in 
recognizing  that  recruitment  and  training  for  the  field  of 
mental  retardation  introduce  a second  level  of  problems,  super- 
imposed on  those  of  the  basic  field.  Among  these  are; 

rapid  turnover  of  personnel  at  all  levels 

low  salary  scales 

content  of  appropriate  training 

competition  of  other  specialized  fields 
within  a profession 

cost  and  time  for  basic  training  as  well 
as  special  training 

criteria  for  the  selection  of  students 
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Section  5»  Recommendations 

It  is  conceivable  that  current  services  and  facilities 
can  be  made  more  effective  generally  by:  1)  accelerating  and 
improving  the  recruitment  of  personnel  from  the  now  existing 
manpower  pool;  2)  utilizing  facilities  now  available;  3) 
disseminating  accurate  information  on  retardation  and  its 
associated  problems  and  challenges;  and  4)  by  placing  greater 
emphasis  on  the  problem  and  challenges  of  the  mentally  retarded 
in  schools  and  higher  education  curricula. 

In  this  country  several  millions  of  dollars  are  being  spent 
annually  on  research  dealing  with  mental  retardation  through 
the  National  Institute  of  Child  Health  and  Human  Development, 
the  National  Institute  of  Neurological  Disease  and  Blindness 
and  the  National  Institute  of  Mental  Health. 

Through  these  and  many  other  extensive  research  programs 
we  have  come  a long  way  in  our  knowledge  of  cause,  prevention 
and  treatment  for  the  mentally  retarded,  but  this  is  not 
enough.  Better  ways  must  be  found  to  close  the  gap  between 
acquisition  and  application  of  knowledge.  The  length  of  time 
from  acquiring  information  and  making  this  information 
available  to  people  in  the  field  working  with  the  retarded 
must  be  decreased.  This  information  must  be  made  available 
in  terminology  understood  by  people  receiving  the  information. 
This  may  require  the  training  of  persons  who  might  be  called 
’’intellectual  middlemen".  These  people  would  interpret 
information  acquired  through  research  and  disseminate  this 
information  to  the  grass  root  level. 

There  is  a great  need  to  accelerate  the  application  of 
information  acquired  from  the  research  laboratories.  Programs 
should  be  designed  which  provide  ways  to  cut  down  the  present 
costly  time  lag  between  discovery  and  the  use  of  medical  and 
behavioral  knowledge.  Information  on  retardation  might  well 
be  included  in  the  curricula  in  colleges  for  all  professional 
personnel . 

Since  a large  number  of  professional  and  academic  per- 
sonnel are  presently  working  in  this  field,  good  inservice 
programs  would  provide  accurate  knowledge  which  until  recently 
has  not  been  available.  Funds  and  arrangements  for  such  a 
plan  could  be  initiated  through  legislation  at  the  State  level 
as  well  as  at  the  federal  level.  These  state  and  federal 
resources  need  to  be  coordinated  with  private  resources  and 
focused  on  a specific  problem  area  such  as  Training  and 
Recruitment  of  personnel  for  the  mentally  retarded.  Such 
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training  programs  should  include  traineeships,  scholarships, 
fellowships  and  academic  appointments  for  all  functions, 
professions  and  disciplines. 

There  has  been  rapid  growth  in  the  interest  and  scope 
of  magnitude  of  the  problems  of  retardation  since  1950.  Within 
the  next  ten  years  the  problem  may  be  quite  different  from  that 
of  today.  In  view  of  the  anticipated  general  population  growth 
increased  life  span,  and  increased  infant  survival  rates,  it  is 
reasonable  to  asuume  that  there  will  be  many  more  mentally 
retarded  in  another  ten  years  unless  we  are  fortunate  to  have 
some  major  advances  in  methods  of  prevention.  The  increase  in 
life  span  adds  materially  to  the  number  of  mentally  retarded 
persons,  particularly  in  the  upper  a^e  levels.  Since  mental 
retardation  is  one  of  the  major  conditions  associated  with 
handicaps  in  infants,  improved  care  has,  to  some  extent,  also 
increased  the  number  of  retarded  who  will  be  needing  special 
services . 

Over  a period  of  the  past  ten  years  there  has  been  an 
increase  in  the  number  of  facilities  available  for  diagnosis 
and  treatment  of  the  retarded.  These  facilities  are  now 
inadequate  to  take  care  of  the  number  of  people  needing  this 
type  of  care.  Some  do  not  have  adequate  personnel  on  staff. 

Some  of  these  facilities  are  so  located  that  it  causes  a 
hardship  on  the  family  and  professional  workers  to  take 
advantage  of  the  nearest  available  facility.  In  planning  for 
new  facilities  the  location  should  be  given  one  of  the 
primary  considerations. 

The  Task  Force  envisions  a growing,  expanding  program. 
Therefore,  measures  must  be  provided  now  for  a means  of  evalu- 
ation. In  such  a long-term  program  evaluations  at  given 
periods  of  time  will  allow  for  shifts  in  focus  which  may  be 
necessary  by  the  profession  concerned.  The  increase  in 
intensive  research,  new  interest  by  larger  and  more  varied 
groups  of  people,  change  in  the  socio-economic  situations, 
changes  in  number  of  people  needing  this  type  of  services 
will  all  lend  importance  to  the  need  for  changes  in  focus 
of  attention  from  year  to  year. 

As  the  Task  Force  visualizes  the  needs  for  future  plan- 
ning, it  is  important  that  this  be  a flexible,  open-end 
program  which  will  allow  for  changes  being  created  by  scientific 
advances.  In  building  new  structures  or  expanding  those  now 
existing,  allowance  must  be  made  for  space,  staff  and  facilities 
for  teaching  practicum.  It  will  be  necessary  to  train  greater 
numbers  of  people  from  the  top  echelon  to  the  personnel  who 
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render  services  to  the  retarded  and  their  families  and  to 
those  who  give  personal  care  to  the  retarded  person. 

With  this  brief  commentary  and  review  of  the  needs  of  the 
situation  in  mind,  the  Task  Force  is  making  specific  recommend- 
ations. These  recommendations  recognize  the  need  to  accelerate 
recruitment  and  training  and  are  designed  to  accomplish  the 
following: 

1.  to  define  more  sharply  the  problem  of  recruit- 
ment and  training 

2.  to  suggest  methods  for  resolving  problems  of 
recruitment  and  training 

The  Task  Force,  therefore,  strongly  recommends  that: 

1.  State  legislation  should  be  enacted  to  provide  an 
adequate  financial  base  for  the  total  recruitment 
and  training  program,  including  funds  for  establish- 
ing centralized  governmental  administration,  for 
providing  public  and  professional  information, 
research  and  service  facilities. 

2.  State  governmental  administrative  and  organizational 
positions  should  be  established  such  as  Commissioner 
for  Mental  Retardation,  Associate  Commissioners,  etc., 
to  coordinate  the  diverse  endeavors  within  the 
Commonwealth . 

3.  A major  comprehensive  research  program  should  be 
developed  whereby  existing  facilities  that  currently 
render  health  supervision  and/or  offer  educational, 
custodial  and/or  guidance  services  or  provide  pro- 
fessional training  for  workers  in  the  field  would 

be  contacted  to  ascertain  from  them  their  existing 
and  projected  needs  relative  to  number  and  type  of 
personnel . 

4.  Centers  should  be  established  on  university  campuses 
with  affiliations  among  appropriate  academic  disci- 
plines and  health  related  institutions,  wherein 
interdisciplinary  training,  research,  and  demonstra- 
tion may  be  fostered  and  taught.  Such  centers  should 
ultimately  provide  a pool  of  nonprofessional  as  well 
as  professional  personnel  qualified  and  certified  in 
the  prevention  and  diagnosis,  education  or  placement 
of  the  mentally  retarded. 
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5. 


An  aggressive  public  information  program  should  be 
initiated  about  mental  retardation  in  order  to 
mobilize  public  awareness  and  interest  and  to  pro- 
mote professional  and  academic  commitments  to  this 
problem. 

6.  EIxtensive  pre  and  post  doctoral  scholarship,  fellow- 
ship, traineeship,  and  internship  programs  should  be 
established  to  attract  members  of  various  professions 
and  disciplines  for  specialized  short-term  and  long- 
term training  in  mental  retardation  at  existing 
universities  currently  involved  in  work  with  the 
mentally  retarded  as  well  as  at  the  newly  conceived 
training  centers. 

7.  The  academic  institutions  preparing  students  for  the 
fields  of  education,  medicine  and  health  related 
sciences  should  be  encouraged  to  include  specialized 
content  dealing  with  mental  retardation  in  their 
courses  in  undergraduate,  graduate  or  post  graduate 
curricula . 
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APPENDIX  I 


Publications  Describing  Training,  Certification  or 
Licensing  in  Clinical,  Educational 
and  Health  Professions 


Physical  Therapy 

'•Essentials  of  an  Acceptable  School  of  Physical  Therapy,” 
Council  on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association.  J.A.M.A. 

107:676  (Aug.)  1936,  revised  Dec.  1,  1955. 

Teachers  of  Mentally  Retarded 

"Teacher  Certification  Regulations,”  Commonwealth  of 
Pennsylvania,  Department  of  Public  Instruction,  State 
Council  of  Education,  Harrisburg,  Pa.,  Feb.  1961. 

Speech  Pathology  and  Audiology 

"Clinical  Certification  Procedures,"  Asha , March  1964, 
published  by  the  American  Speech  and  Hearing  Association, 
Washington,  D.  C. 

"Requirements  for  the  Certificate  of  Clinical  Competence,” 
Asha , Vol.  6,  May  1964,  published  by  the  American  Speech 
and  Hearing  Association,  Washington,  D.  C. 

"Graduate  Education  in  Speech  Pathology  and  Audiology," 
Report  of  National  Conference,  Highland  Park,  Illinois, 

1963,  published  by  the  American  Speech  and  Hearing 
Association,  Washington,  D.  C. 

"The  Status  of  Professional  Training  in  Speech  Pathology 
and  Audiology,  1962,  Asha , 4,  1962,  published  by  the 
American  Speech  and  Hearing  Association,  Washington,  D.  C. 

"Career  Satisfaction  and  Recruitment  in  Speech  Pathology 
and  Audiology,"  Sheehan,  J.,  Hadley,  R.  and  Lechleidner,  L. , 
Asha , Vol.  6,  Aug.  1964,  published  by  the  American  Speech 
and  Hearing  Association,  Washington,  D.  C. 

"ASHA  Receives  Accrediting  Privilege,"  Asha,  Vol.  6, 

May  1964,  published  by  American  Speech  and  Hearing 
Association,  Washington,  D.  C. 
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Psychology 


"In  Favor  of  Separation  of  Academic  and  Professional 
Training,”  David  Rodgers,  American  Psychology,  No.  8, 
Vol.  19,  August  1964. 

"Psychology  in  Mental  Retardation:  Past  and  Present,” 
David  Gibson,  American  Psychology,  May  1964. 

”An  Empirical  Description  of  the  Subject  of  Psychology,” 
Robert  Lockman,  American  Psychology,  No.  8,  Vol.  19, 
August  1964. 

"Membership  Trends  and  Fields  of  Specialization  of 
Psychologists,”  Robert  Vance  and  Sharon  MacPhail, 
American  Psychology,  No.  8,  Vol.  19,  August  1964, 

Nursing 

"Pennsylvania  State  Board  of  Nursing  Education  and 
Licensure,  Handbook  for  Schools  of  Nursing  in  the 
Commonwealth  of  Pennsylvania,”  Bulletin  634,  1959, 
Department  of  Public  Instruction,  Harrisburg, 
Pennsylvania. 

Medicine 


"Process  of  Becoming  a Physician,”  S.  W.  Bloom,  Annals 
of  the  American  Aaademy  of  Political  and  Social  Science, 

77-87,  March,  1963. 

"Medical  School  Admission  Requirements,”  P.  S.  Collins, 
Catholic  Education  Review,  60:  106-16,  February  1962. 

"Medical  Education  in  the  United  States,”  prepared  by 
the  Staff  of  the  Council  of  Medical  Education  and 
Hospitals,  American  Medical  Association  Jr.,  196:  649- 

718,  N ovember  1963. 

"Graduate  Medical  Education  in  the  United  States," 

John  C.  Nunemaker  and  others,  American  Medical  Association 
Jr. , 177:  620-39,  September  1961, 

"The  American  Medical  Directory,”  1956,  published  by 
AMA,  Chicago,  page  1707-1710. 
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Counseling  and  Guidance 


’’Report,”  American  Personnel  and  Guidance  Association, 
Professional  Preparation  and  Standards  Committee,  Pers. 
and  Quid.  Jr.,  41:  480-5,  January  1963. 

’’Progress  Report  of  ASCA  Project  Blueprint  for 
Professionalization,”  by  M.  A.  Meehan,  American  School 
Counselors  Association,  Pers.  and  Quid.  Jr.,  41:  751-2, 

April  1963. 

’’Counselor  and  Counselor  Training  Attitudes  Toward 
Counselor  Certification  in  the  U.  S.”  D.  0.  Lloyd, 

Pers.  and  Quid.  Jr.,  40:  791-8,  May  1962. 

’’Recommended  Guidance  Competencies  for  Secondary  School 
Health  Counselors,”  Jr.  of  School  Health,  32:  171-6, 

May  1962. 

’’Standards  for  the  Preparation  of  School  Counselors,” 
Pers.  and  Quid.  Jr« , 40:  402-7,  December  1961. 

’’School  Counselor  Preparation:  The  Key  to  Effective 
Guidance,”  R.  0.  Stripling,  Theory  into  Practice, 

2:  33-8,  February  1963. 

’’Guidance  Workers  Certification  Requirements,”  U.  S. 
Office  of  Education,  (Bull.,  1960,  No.  14,  revised) 
by  Dolph  Camp.  U.  S.  Government  Printing  Office,  1963. 

Requirements  for  Certification  of  Teachers,  Counselors, 

Librarians,  and  Administrators  for  Elementary  Schools, 

^condary  Schools,  and  Junior  Colleges,  University  of 

Chicago  (annual)  Robert  C.  Woe liner  and  M.  Aurilla  Wood. 

Social  Work 

’’Changing  Patterns  and  Programs  in  Field  Instruction,” 
Eleanor  Merrifield,  Social  Service  Review,  September 
1963,  pp.  274-82. 

’’Admissions  Decisions,”  Margaret  Schubert,  Social 
Service  Review,  June  1963,  pp.  154-65. 

Objectives  of  the  Social  Work  Curriculum  of  the  Future, 

Werner  W.  Boehm  (N.  Y.  Council  on  Social  Work  Education, 

1959). 
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COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLAN 

POSITION  PAPER 

Task  Force  ^11 
Financing 


No  activity,  public  or  private,  can  successfully  meet  and 
solve  a problem  without  adequate  financing.  This  applies  to 
the  development  of  Comprehensive  Mental  Retardation  Planning 
in  Pennsylvania.  No  amount  of  creative  ability  or  expended 
energy  will  be  of  value  until  the  Pennsylvania  public  and  all 
constituent  parts  of  that  public  recognize  this  fact. 

Basically,  responsibility  for  all  retarded  Pennsylvanians 
rests  with  the  Commonwealth  of  Pennsylvania.  This,  inevitably 
leads  to  many  questions  about  the  use  of  Federal,  state,  local 
or  private  funds.  All  too  frequently,  local  areas  either 
cannot,  or  through  neglect,  do  not  provide  services  for  the 
retarded  despite  the  fact  that  when  provided  locally  they  are 
often  more  efficient  and  less  costly.  To  further  complicate 
the  problem,  the  Federal  government  is  providing  increasing 
amounts  of  funds  for  state  services. 

Therefore,  if  maximum  services  to  retarded  persons  are 
to  be  provided  the  Commonwealth  of  Pennsylvania  must  assume 
direct  responsibility  for: 

(1)  The  application  for  and  obtaining  of  all  Federal 
funds  earmarked  for  use  of  the  mentally  retarded 
in  Pennsylvania. 

(2)  The  utilization  of  all  other  available  financial 
resources  including  those  of  municipal  governments 
and  private  agencies. 

(3)  The  effective  use  of  state  and  local  resources, 
both  administrative  and  financial,  to  assist  local 
areas  in  provision  of  services  to  retarded. 

COMPREHENSIVE  MENTAL  RETARDATION  PLAN 


It  is  recommended  that; 

1 . Legislation  be  enacted  to  appoint  an  ongoing  Commission 

comprising  members  of  the  legislature,  state  government 

and  private  citizens  to  assure  implementation  oi  the 

Comprehensive  Mental  Retardation  Plan. 
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STATE  FINANCING  - GENERAL 


It  is  recommended  that; 

1 . The  Commonwealth  accept  responsibility  to  provide 
Comprehensive  se^ices  ^or  the  mentally  retarded  through 

available  Federal  money,  state  tax  dollars,  local  tax 

money  and  private  funds. 

a.  Funds  be  mandated  or  allocated  to  provide  for  the 
fullest  development  of  present  administrative 
state  and  local  resources. 

b.  Salary  levels  commensurate  with  responsibility  be 
provided  for  personnel  involved  in  the  care  and 
education  of  retarded  persons. 

c.  Methods  of  financing  be  devised  enabling  local  areas 
to  initiate  and  continue  services  to  retarded. 

1.  Funds  be  provided  for  full  services  to  local 
areas  on  a matching  basis  of  3:1  at  initiation 
of  services  and  decreasing  as  communities  are 
able  to  assume  more  of  the  burden,  and  that 
for  construction  of  facilities,  funds  be  pro- 
vided on  a formula  of  3:1. 

2 . Funds  be  provided  for  special  programs  designed  to  lift 
the  educational  and  nutritional  level  of  retarded  persons 

living  in  poor  socio-economic  areas . 

3 . Funds  be  provided  for  a staff,  or  purchase  of  such  ser- 

vices, to  codify  the  laws  relating  to  retarded  and  to 
prepare  legislation  that  will  insure  their  proper  and 

fair  treatment  when  in  difficulty  with  the  law. 

DEPARTMENT  OF  HEALTH 
It  is  recommended  that: 

1 . Commonwealth  funds  be  provided  to  increase  the  number  of 
well  baby  clinics,  and  where  not  economically  advisable 
to  provide  permanent  clinics,  that  a travelling  clinical 
team  be  established. 


DEPARTMENT  OF  PUBLIC  VJELFARE 

It  is  recommended  that: 

1 . Budgets  of  the  state  schools  and  hospitals  be  increased 
to  meet  extra  personnel  needs,  particularly  at  the 
attendant  level. 
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2 . Special  community-oriented,  nursing  home  facilities  be 
constructed  and  maintained  by  the  state  ^or  aged  retarded 

without  cost  to  their  families. 

3 . Two  small  pilot  pro.ject  residential  facilities  with  a 

maximum  bed  capacity  of  250  be  established  in  the  most 

populous  areas  of  the  Commonwealth  (Philadelphia  and 
Pittsburgh) , and  that  six  others  be  established  in  less 
populated  areas  of  the  state. 

4 . Funds  be  appropriated  to  assist  in  the  construction  and 

operation  of  residential  facilities  for  research  and 

training  in  con  .junction  with  the  medical  colleges  in 

Philadelphia  and  Pittsburgh. 

5 . Funds  be  provided  for  positions  of  Research  Directors , 

including  all  necessary  ancillary  personnel,  at  Sta~te 

Schools  and  Hospitals. 

a.  There  be  employed  at  the  state  level  a competent 
professional  person  whose  main  responsibility  will 
be  to  advise  state  and  private  agencies  of  research 
findings  and  to  urge  use  of  this  information. 

DEPARTMENT  OF  PUBLIC  INSTRUCTION 


It  is  recommended  that: 

1 . The  budget  of  the  Bureau  of  Special  Services  for  Pupils , 

Department  of  Public  Instruction,  be  increased  to  insure 
compliance  with  the  provisions  of  the  School  Laws  of 
Pennsylvania . 

2 . Substantial  assistance  be  offered  to  communities  to  pro- 

vide pre-school  educational  facilities  for  retarded 
children  to  prepare  those  who  can  be  admitted  to  public 

school  classes  cither  for  the  educablc  or  the  trainable, 
up  to  the  time,  and  on  an  interim  basis,  until  adequate 
curricula  in  Special  Education  at  our  colleges  and  uni- 
versities can  be  altered  to  provide  a sufficient  number  of 
teachers  skilled  in  pre-school  training  for  the  retarded. 

a.  Financial  assistance  be  provided  to  all  colleges  and 
universities  eligible  to  provide  for  such  change  in 
Special  Education  curricula. 

3 . Specific  funds  be  allocated  to  include  in  the  regular 

school  curricula  provision  of  pre-vocational  and  voca- 

tional training  for  retarded  and  that  where  necessary, 
such  training  oe  made  mandatory . 
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4 . Funds  for  learning  facilities  be  provided  for  children 

released  from  trainable  and  educable  classes. 


BUREAU  OF  VOCATIONAL  REHABILITATION 


It  is  recommended  that: 

1 . Funds  from  tax  dollars  be  provided  to  meet  the  deficit 

of  sheltered  workshops  engaged  in  employment  of  retarded 

persons  provided  that  in  their  operation  they  comply 

with  high  standards. 

2.  Funds  be  provided  for  community  work  activity  center 
programs  to  justify  the  additional  net  cost  of  a work 
activity  center  as  compared  to  that  of  a sheltered 
shop . 
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POSITION  PAPER  - TASK  PCRGE  12  » RESEARCH  IN  MENTAL  RETARDATION 


Part  I Working  Definitions, 

The  following  working  definition  for  the  term  Mental  Retardation 
has  been  widely  accepted  both  by  professional  and  layworkers  in  the 
fields^ 

"Sub-average  general  intellectual  functioning  which  originates 
during  the  developmental  period  and  is  associated  with  impair- 
ment with  adaptive  behavior,” 

However,  confusion  and  misunderstanding  now  exist,  especially 
among  the  general  public,  concerning  an  important  distinction  between 
mental  retardation  and  mental  illness.  This  need  not  be,  A very 
clear  and  succinct  differentiation  on  this  point  has  recently  been 
published. 2 

^Mental  retardation  is  usually  a condition  resulting  from 
developmental  abnormalities  that  start  prenatally  and  mani- 
fest themselves  during  the  newborn  or  early  childhood  period. 
Mental  illness,  on  the  other  hand,  includes  problems  of  per- 
sonality and  behavioral  disorders  especially  involving  the 
anotions;  it  usually  manifests  itself  in  young  and  older 
adults  after  a period  of  relatively  normal  development. 

”There  is  always  a deficit  in  intellectual  function  in  mental 
retardation;  mental  illness  may  or  may  not  involve  such  a 
defect.  If  there  is  an  involvement  of  intellectual  function, 
it  is  usually  not  of  the  nature  and  degree  found  in  mental 
retardation, 

”The  two  problems  are  related  in  that  they  may  occur  in  the 
same  patient  and  frequently  involve  some  of  the  same  kinds  of 
professional  skills  to  diagnose  or  assist  the  patient.  On  the 
other  hand  each  problan  does  occur  independently  of  the  other 
and  adequate  professional  skill  to  deal  with  one  problem  does 
not  assure  competency  to  deal  with  the  other.  The  ability  to 
distinguish  clearly  between  these  problems  in  a given  patient 
and  to  deal  with  each  appropriately  is  often  the  crux  of  good 
care,” 


1 The  American  Journal  of  Mental  Deficiency,  No.  U,  lli  (1962) 

2 New  Approaches  to  Mental  Retardation  and  Mental  Illness,  U.S, 
Department  of  Health,  Education  and  Welfare,  Office  of  the 
Secretary,  Nov,  (I963). 

See  also  NARC  Action  Report,  No,  U,  Dec,  235  1963. 
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No  such  clarity  or  agreement  exists  in  defining  what  is  ireant  by 
Research  in  Mental  Retardation.  In  fact,  in  most  previous  investigations 
such  a definition  has  usually  been  superficially  treated  or  deliberately 
omitted.  It  is  the  opinion  of  Task  Force  12,  however,  that  long  range 
recommendations  regarding  research  in  mental  retardation  submitted  in 
this  report  make  necessary  an  attempt  at  a formal  definition,  even  though 
we  despair  of  all-inclusiveness  and  know  that  general  agreement  is 
impossible.  As  a result  of  our  deliberations  we  propose  the  following 
working  definition  of  research  in  mental  retardation. 

Any  well  planned  and  adequately  financed  study  or  investigation, 
conducted  by  qualified  personnel,  using  the  most  modem  techniques 
and  best  available  equipment,  which  seeks  by  application  of  the 
scientific  method3  to  correlate  present  information,  to  improve 
the  education  and  care  of  retardates,  and  to  obtain  new  knowledge 
governing  the  detection,  diagnosis,  treatment  and  ultimately  the 
prevention  of  mental  retardation. 

The  scope  of  research  in  mental  retardation  is  almost  limitless 
and  the  forms  which  research  may  take  are  legion.  Our  definition, 
however,  is  based  on  a very  simple  but  excellent  classification  of 
research  activities  proposed  by  the  Office  of  Mental  Health,  Depart- 
ment of  Public  Welfare, H which  lists  four  main  categories  of  endeavor: 

1,  Clinical  and  Laboratory 

2,  Psychiatric  and  Psychological 

3,  Anthropological,  Sociological  and  Demographic 

a.  Others  (As  an  example  under  category  four  we  might  make 
the  important  distinction  between  theoretical  or 
so-called  "basic"  research  and  that  which  is 
practical  - the  so-called  "applied"  research. ) 

Many  may  criticize  the  omission  of  any  reference  to  "training" 
programs  in  our  definition.  The  omission  was  deliberate.  We  feel  that 
a distinction  between  research  and  training  is  essential  in  order  later 
on  to  present  a more  realistic  picture  of  the  allocation  of  research 
funds.  But  lest  one  be  misled  we  stand  strongly  for  more  funds  and 
more  facilities  for  training,  especially  for  professional  training 
programs.  Actually,  it  has  been  shownh  that  Category  1 is  overemphasized 
and  out  of  balance  in  most  state  research  programs,  that  much  more 
emphasis  should  be  placed  on  Categories  2 and  3.  But  it  is  exactly  in 
these  areas  that  the  greatest  shortage  of  trained  personnel  exists. 
Indeed,  this  may  well  be  the  primary  weakness  in  all  of  our  present 
effort.  We  lack  experienced,  competent  oeople  to  operate  and  direct  the 
equipment  and  facilities  now  being  provided.  Furthermore,  we  feel  that 


3 Collection,  correlation  and  classification  of  the  facts  through 
experimentationj  expansion  of  the  resulting  natural  laws  into 
hypotheses,  followed  bv  deductive  reasoning  to  evolve  theories 
which  can  only  explain  and  correlate  present  knowledge  but  which 
also  predict  new  truths, 

U An  Overview  of  Research  and  Training  in  the  Commonwealth  Mental 
Health  System., 
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more  ©nphasis  should  be  placed  on  research  in  the  behavioral  areas  and 
that  more  consideration  should  be  given  to  the  multidiscipline  nature 
of  mental  retardation.  It  is  evident,  today,  that  much  of  the  best 
work  is  being  accomplished  by  teams  of  investigators  composed  of 
individuals  from  a variety  of  disciplines. 

Part  II.  Historical  Experience  and  Relevancy. 

An  estimated  three  percent  of  the  population  of  the  United  States 
or  million  children  and  adults  are  now  classified  as  mentally 
retarded,  some  severely,  the  majority  only  mildly.  To  this  number  will 
be  added  each  year  1^0,000  new  babies  who  will  eventually  be  diagnosed 
as  mentally  retarded.  In  Pennsylvania  alone  over  thirty  state  insti- 
tutions (hospitals,  schools,  institutes,  mental  health  as  well  as 
diagnostic  and  evaluation  centers)  have  steff,  facilities  and  patients, 
all  of  which  represent  potential  sources  of  research  activity.  Nationally 
the  direct  cost  for  care  of  the  mentally  retarded  is  already  well  over  one 
billion  dollars  per  year.  Lower  mortality  rates,  the  impact  of  modem 
drugs  and  all  around  better  health  have  led  to  a steady  increase  in  the 
number  of  mentally  retarded  until  Nental  Retardation  is  now  one  of  the 
most  serious  of  the  handicapping  conditions.  The  justification  for  more 
research  in  mental  retardation  should  be  very  clear  to  those  acquainted 
with  these  facts. 

The  philosophic  base  for  research  in  mental  retardation  rests  on 
the  belief  that  major  breakthroughs  will  arise  from  research  which  will 
impinge  in  important  ways  on  prevention  and  care  in  retardation.  There 
is  certainly  a firm  basis  for  such  a belief  in  the  gains  which  have 
accrued  from  research  in  many  other  fields  of  human  health  and  welfare. 
They  do  not  need  to  be  documented  here.  Associated  with  this  general 
idea  is  the  well  documented  view  that  without  research  intervention  we 
will  never  adequately  serve  the  retarded,  that  the  training  of  pro- 
fessional service  persons  will  never  catch  up  to  the  need  - that  we  will 
never  have  enough  psychiatrists,  psychologists,  social  workers  and 
nurses.  Providing  services  to  retarded  without  a heavy  commitment  to 
research  is,  in  the  view  of  many  competent  observers,  a dead  endi 
(Professionals  are  convinced  of  this.  We  need  programs  to  convince 
parents  and  legislators.) 

Another  basic  orientation  to  research  in  retardation  derives  from 
the  defind-ticn  of  reterdation  as  a consequence  of  a wide  variety  of 
insults  to  the  organism..  This  suggests  that  research  in  retardation 
has,  justifiably  great  variety.  That  is  to  say,  basic  work  in  bio- 
physics, biochemistry,  neuroanatomy,  neurophysiology,  genetics,  psycho- 
psysiclogy,  pharmacology,  surgery,  etc,,  needs  to  be  supported.  And  we 
support  research  in  retardation  whenever  we  support  basic  work  in  about 
any  field  of  the  life  sciences.  We  recognize  this  as  desirable,  since 
as  individuals  interested  in  retardation  per  se,  we  cannot  hope  to 
encourage  every  talented  scientist  in  the  country  to  say  "I  am  interested 
in  research  in  retardation,"  The  fact  is,  however,  that  the  work  of 
talented  scientists  everywhere  can  be  viewed  as  contributing  to  the  long 
term  goal  of  preventing  retardation. 
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The  general  objective  of  all  mental  health/mental  retardation 
programming  is  to  provide  the  best  possible  medical  care,  education 
and  training  for  patients  in  state  schools  and  hospitals  and  in  the 
community,  in  order  to  raise  them  to  the  maximum  level  of  self- 
sufficiency.  While  this  aim  is  laudable,  more  and  mnre  effort  is 
being  expended  to  prevent  mental  disability  and  to  produce  better, 
more  effective  methods  of  treatmoit  on  all  areas.  In  this  as  in  any 
other  field  of  scientific  endeavor,  research  is  the  lifeblood  of 
progress. 

Typically,  facilities  for  the  care  and  treatment  of  the  mentally 
retarded  have  been  established  in  an  effort  to  achieve  immediate  goals; 
to  do  something  about  the  problem.  Without  expanding  on  this  theme, 
it  is  apparent  that  legislatures  and  taxpayers  have  been  willing  to  try 
to  meet  any  obvious  needs  and  have  looked  for  practical,  applicable 
results.  A research  endeavor  cannot  promise  and  frequently  does  not 
provide  imm.ediate  results.  Research  has  been  said  to  be  the  developing 
of  the  culture  of  the  next  generation;  its  eyes  are  not  necessarily 
directed  to  reducing  today's  waiting  list.  Yet  tburough  the  research 
effort,  knowledge  is  acquired  about  causation  and  prevention;  epidemi- 
ology and  natural  history;  diagnosis  and  treatment;  education  and 
vocational  preparation,  and  family  implications  and  counseling. 

While  research  is  generally  concerned  with  the  acquisition  of  new 
knowledge,  long  range  goals,  there  are  certain  immediate  benefits  to 
the  ongoing  program  of  any  setting  as  research  becomes  part  of  its 
program.  First,  there  are  many  applied  problems  which  can  be  studied 
as  part  of  the  long-term  effort  cited  above.  Adequate  record  keeping 
is  a prerequisite  to  good  research  and  to  good  practice.  From  this, 
self-examination  and  evaluation  of  the  nature  of  the  population  being 
served  and  the  extent  and  adequacy  of  the  effort  to  meet  the  existing 
needs  can  be  generated.  This  aids  the  clinician,  teacher,  or  counselor 
to  question  his  routine  procedures  and  to  search  systematically  for 
better  ways  to  practice.  Research  therefore  becomes  a necessity  in 
support  of  improvement  in  clinical  practices.  The  establishment  of  a 
research  program  is  probably  the  single  best  avenue  to  update  clinical 
services.  Clinicians  participating  in  research,  working  in  an  atmos- 
phere of  curiosity,  skepticism  and  investigative  procedures  are  better 
practitioners. 

The  role  of  research  in  administration  and  in  personnel  development 
should  also  be  mentioned.  As  noted  above,  record-keeping  is  one  of  the 
prerequisites  for  research.  The  existence  of  such  systematically 
collected  information  provides  the  basic  data  for  intelligent  adminis- 
trative planning.  If  services  are  inadequate  or  needs  are  not  being  met 
because  of  shifts  in  the  population  being  served,  this  will  show  up 
rapidly  in  a good  self-evaluation  program  providing  that  the  feedback 
essential  for  appropriate  planning  exists.  It  also  provides  basic  data 
for  in-service  training.  In-service  training  should  be  an  essential 
part  of  every  agency's  program..  It  is  a truism  that  the  most  meaningful 
training  of  professionals,  or  even  of  semi -professionals  can  best  be 
accomplished  in  an  atmosphere  which  places  high  value  on  independent 
thinking  and  on  the  acquisition  of  new  knowledge. 
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In  order  to  realize  fully  these  benefits  of  research,  early  affili- 
ation with  an  institution  of  higher  learning  is  important.  Directly  and 
indirectly  this  has  the  effect  of  producing  two-way  communication 
between  the  theoretician  and  the  practitioner  to  their  mutual  advantage. 
Ultimately  through  this  kind  of  association  involving  long-range  basic 
research,  immediate  clinical  problems,  in-service  training  and  university 
collaboration,  the  problems  faced  by  the  agency  in  its  practice  become 
the  problems  which  are  visible  to  the  investigator  for  study  and  the 
results  of  his  investigations  are  visible  to  the  practitioner  and  are 
tried  in  the  field. 

Both  cooperation  and  communication  between  academic  agencies  and 
service  agencies  have  in  the  past  been  poor,  and  in  relatively  few 
instances  has  important  cooperative  research  in  mental  retardation 
resulted.  It  is  also  well  kno>m  that  funds  for  research  are  the  first 
to  be  dropped  when  faced  with  the  pressure  of  services  and  training. 

Funds  are  rarely  ever  provided  for  the  important  area  of  communication, 
which  involves  such  mundane  requirements  as  travel  funds,  secretarial 
aid,  time  off  for  conferences,  telephone  calls  and  a contingency  fund 
which  allows  the  researcher  to  use  his  own  judgment  concerning  the 
essential  minutiae.  In  Pennsylvania  there  has  been  an  effort  on  the 
part  of  the  various  research  councils  - Eastern,  Western  and  Central, 
but  little  active  research  has  resulted  so  far.  The  Conferences  at 
Allenberry,  EPPI  and  Polk  State  School  were  very  useful  in  creating 
interest.  Much  more  effort  and  follow-up  will  be  required,  however, 
before  active  research  is  stimulated.  The  present  situation  on 
cooperation  has  been  aptly  summarized  in  the  following  statements: 

"It  is  especially  important  that  the  primary  missions  of 
institutions  be  kept  clearly  in  mind  in  planning  colla- 
boration, The  basic  functions  of  the  university  are  to 
produce,  preserve  and  disseminate  knowledge  — that  is, 
scholarly  study,  research,  and  teaching.  Service  agencies, 
on  the  other  hand,  exist  primarily  to  serve  directly  the 
health  or  other  social  needs  of  people.  Research  may  be  a 
mission  of  a service  agency,  but  even  here  it  is  usually 
research  on  problems  of  immediate  concern  to  the  service 
function  of  the  agency,"^ 

"Relationships  between  academic  and  service  agencies  can  be 
successful  if  developed  around  problems  im.portant  to  both 
sides,  if  responsibilities  are  clear,  and  if  the  roles 
required  of  each  strengthen,  rather  than  weaken  or  distort, 
the  performance  of  their  major  functions,"^ 

Communication  in  the  field  of  mental  retardation  is  so  poor  that  it 
deserves  specific  mention  at  this  point.  Because  of  the  diversity  of 
disciplines  whose  work  is  relevant  to  retardation,  much  of  the  research 
that  is  accomplished  is  published  in  specialized  journals  which  are 


$ Wm.  P,  Hurder,  M,D,,  Ph.D. : Communication  and  Collaboration  Among 
Investigators  in  Institutions,  Universities  and  Other  Research 
Settings,  NARC  Conference  in  Philadd-phia,  May  25,  196U. 
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unknown  to  lay -workers  and  unavailable  to  most  of  the  professionals. 

The  number  of  journals  devoted  to  retardation  is  also  insufficient. 
Communication  between  institutions  (both  academic  and  mental)  is 
equally  poor,  and  most  of  the  voluntary  organizations  such  as  the 
PARC  research  committee  are  ineffective  both  for  liaison  and  dissemi- 
nation of  information.  Indeed,  lack  of  communication  even  makes  it 
difficult  to  donate  research  funds.  Only  recently  a local  organization 
notified  one  of  our  national  organizations  for  retardation  that  a sum 
of  money  might  be  available  for  research.  The  national  organization 
sent  the  letter  (passed  the  buck)  to  its  research  committee  which 
promptly  forwarded  it  to  the  state  officers.  They  in  turn  passed  the 
buck  to  their  state  research  committee  whose  chairman  both  in  ignorance 
and  desperation  suggested  a state  hospital  and  a local  college.  The 
research  grant  was  eventually  given  to  the  hospital  on  the  basis  of  the 
very  favorable  impression  made  by  the  hospital  on  the  donor  as  a result 
of  a previous  visit. 

All  of  this  leads  to  one  important  and  inevitable  conclusion,  A 
full-time,  paid  state  council  or  similar  organization  for  research  in 
mental  retardation  must  be  set  up  to  improve  communication,  to  handle 
publications,  to  disseminate  information  and  to  handle  finances  and 
liaison. 


Part  III,  Present  Status  of  Research  in  Mental  Retardation  in 
Pennsylvania. 

The  institutional  programs  for  mentally  retarded  in  the  Common- 
wealth of  Pennsylvania  have  been  developed  over  a long  period  of  years; 
but  in  spite  of  continued  expansion  of  equipment,  staff  and  facilities, 
there  has  been  an  almost  constant  waiting  list  of  around  2^00  applicants. 
The  present  building  plan  which  will  furnish  about  5000  additionki  beds 
should  by  1970  provide  services  for  all  retarded  children  needing 
hospitalization. 

In  addition  to  a number  of  privately  supported  institutions,  the 
following  facilities  are  now  in  operation  under  the  Commonwealth 
Program  for  Mental  Health/Mental  Retardation, 

1,  Central  (Selinsgrove),  Eastern  (Philadelphia)  and  Western 
(Pittsburgh)  Diagnostic  and  Evaluation  Centers, 

2,  Eastern  and  Western  Mental  Health  Centers, 

3,  Eastern  Pennsylvania  Psychiatric  Institute  (Philadelphia) 
and  Western  Psychiatric  Institute  and  Clinic  (Pittsburgh). 

U,  Nine  State  Schools  and  Hospitals  (Eastern,  Ebensburg,  Hamburg, 
Laurel  ton,  Pennhurst,  Polk,  Selinsgrove,  Western  and  VFhite 
Haven) 
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Eighteen  State  Hospitals  (Allentown,  Clarks  Summit,  Danville, 
Dixmont,  5>nbreeville,  Farview,  Harrisburg,  Haverford,  Holli- 
daysburg,  Mayview,  Norristown,  Philadelphia,  Retreat,  Somerset, 
Torrance,  Warren,  Wernersville,  and  Woodville.) 

6.  Twenty-nine  outpatient  treatment  clinics  and  twenty-six 

sheltered  workshops  are  subsidized  by  the  state  program,  as 
well  as  more  than  seventy  local  mental  health  centers  which 
receive  aid. 

The  Office  of  Fental  Health  is  located  in  Harrisburg  and  operates 
through  the  Department  of  Public  Welfare,  DPW  in  turn  is  cooperating 
with  the  Department  of  Public  Instruction  in  integrating  services  for 
the  mentally  retarded,  DPI,  we  note,  has  the  largest  public  school 
program  for  trainable  retarded  children  in  the  United  States, 

The  Bureau  of  Mental  Health  Research  and  Training  is  the 
coordinating  agency  for  the  State's  research  and  training  program. 

The  Bureau  is  also  charged  with  supervisory,  administrative  respon- 
sibility of  Eastern  Pennsylvania  Psychiatric  Institute  and  liaison 
function  as  far  as  Western  Psychiatric  Institute  and  Clinic  is 
concerned.  The  staff  complement  of  the  Bureau  of  Mental  Health 
Research  and  Training  consists  of  a Bureau  Director,  a Research 
Scientist  III,  a Psychologist  IV,  an  Administrative  Assistant  II,  a 
Clerk  Stenographer  III  and  a Clerk  Stenographer  I, 

Eastern  Pennsylvania  Psychiatric  Institute  - though  maintaining 
a small  patient  unit  - was  built  for  the  sole  purpose  of  undertaking 
basic  research,  clinical  research  and  conducting  mental  health  training 
programs  on  all  levels.  Patient  care  given  at  this  institution  does 
not  actually  fall  under  the  category  of  service,  since  only  such 
patients  are  admitted  to  EPPI  who  (through  diagnostic  observation  and 
treatment)  contribute  in  some  measure  to  EPPI's  research  and  training 
effort.  Therefore,  the  State  budget  of  EPPI  may  be  considered  the  most 
important  part  of  the  Commonwealth's  research  budget. 

Eastern  Pennsylvania  Psychiatric  Institute  maintains: 

8 Research  Scientists  II  (1  part-time) 

9 Research  Scientists  III  (2  part-time) 

11  Research  Technicians  I (2  part-time) 

32  Research  Technicians  II  (U  part-time) 

8 Research  Technicians  HI 

6 Psychiatric  Physicians  I (h  part-time) 

23  Psychiatric  Physicians  II  (19  part-time 

3 Psychiatric  Physicians  III 

7 Psychologists,  Ph.D, 

2 Psychologists,  Master's  Degree  (1  part-time) 
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The  professional  staff  of  EPPI  can  be  considered  an  essential  part 
of  the  Institute's  research  effort.  The  residency  training  program 
maintained  by  EPPI  is  active  and  academically  soundj  partly  because  of 
the  Institute's  interaction  with  the  five  Medical  Schools  of  Philadelphia. 
The  major  research  project  currently  being  undertaken  is  on  the  nerve 
cell  membrane.  Other  neurophysiological  investigation  is  in  progress, 
having  a distinct  bearing  on  the  problem  of  rental  retardation. 

Another  expenditure  earmarked  predominantly  for  research  is  the 
annual  subsidy  granted  Western  Psychiatric  Institute  and  Clinic  in 
Pittsburgh,  which  was  leased  to  the  University  of  Pittsburgh  in  19U9. 
Western  Psychiatric  Institute,  similar  to  EPPI,  has  as  its  major 
function  the  conduct  of  mental  health's  research,  but  may  possibly 
have  a greater  stake  than  EPPI  in  psychiatric  residency  training. 

Organization  of  Pennsylvania's  nine  State  Schools  and  Hospitals  is 
patterned  after  the  organization  of  other  State  Mental  Institutions. 

They  are  essentially  the  same  as  in  the  other  forty-nine  states.  The 
State  Schools  and  Hospitals  are  currently  not  accredited  for  residency 
training.  In  March  of  196L,  it  was  ascertained  that  the  American  Medical 
Association  will  grant  each  State  School  and  Hospital  one  year  of 
accreditation  for  residency  training,  if  and  when  criteria,  stipulated 
by  the  Council  on  Medical  Education,  have  been  met.  While  the  State 
Schools  and  Hospitals  have  a nuirtoer  of  professional  and  para-professional 
staff  members  who  devote  part  of  their  time  to  research,  there  is  little 
or  no  official  designation  of  such  a category. 

It  should  also  be  pointed  out  that  the  State  Schools  and  Hospitals 
in  the  Coiranonwealth  of  Pennsylvania  do  not  maintain  separate  budgets  for 
undertaking  research  in  mental  retardation.  Furthermore,  there  is 
currently  no  central  budget  subsidizing  any  type  of  clinical  or  scien- 
tific investigation  pertaining  to  this  particular  field.  Financing  is 
done  on  the  basis  of  annually  submitted  budgets.  Currently  research  has 
to  be  funded  out  of  the  General  Institutional  Budget  without  any  special 
provision  for  research  in  mental  retardation, 

Pennsylvania's  nine  State  Schools  and  Hospitals  are  encouraged, 
however,  to  undertake  independent  research  as  regards  the  prevention, 
causes  and  therapeutic  possibilities  of  mental  retardation.  An 
evaluation  of  the  mental  health  retardation  research  effort  was  pub- 
lished in  1962,  which  showed  a preponderance  of  research  done  by  the 
State  Schools,  which  was  not  related  to  mental  health.  Steps  have  been 
taken  to  encourage  clinical  investigations  which  have  a direct  bearing 
on  all  facets  pertaining  to  mental  retardation.  On  December  10,  I963, 
the  Office  of  Mental  Health  submitted  three  in-service  training  grant 
applications  to  the  National  Institutes  of  Mental  Health,  which  were 
submitted  by  Pennsylvania  State  Schools  and  Hospitals,  Of  those  three, 
two  were  aporoved  and  received  an  award.  Personnel  specially  designated 
for  research  in  mental  retardation  are  Research  Scientists  II  and  III, 
and  Research  Technicians.  There  is,  of  course,  a supporting  staff 
consisting  of  clerks,  secretaries,  etc. 
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A strong  case  can  be  made  for  greatly  expanded  research  in  resi- 
dential institutions  for  the  mentally  retarded  and  for  increased  use 
of  the  staff  and  facilities  of  neighboring  colleges  and  universities, 

Tet  the  research  in  mental  retardation  originating  in  Pennsylvania's 
state  mental  health  system  is  woefully  lacking.  To  be  frank,  and  at 
the  risk  of  offending  some  of  the  conscientious  smaller  attempts,  we 
can  generalize  and  say  that  in  only  three  m^n  centers  is  much  pro- 
ductive work  being  accomplished.  The  first  is  EPPI  which  has  excellent 
staff  and  facilities,  is  situated  in  close  proximity  to  five  medical 
schools  and  which  gets  the  bulk  of  the  State's  Research  Funds.  The 
second  is  Pennsylvania  State  College  which  as  a state  supported  insti- 
tution with  excellent  facilities  and  staff  is  collaborating  with  state 
supported  institution  with  excellent  facilities  and  staff  is  collaborating 
with  state  schools  like  Selinsgrove  and  Laurelton  which  have  staff  and 
retardates  but  no  research  budgets.  Western  Psychiatric  which  has  been 
leased  to  the  University  of  Pittsburgh  is,  of  course,  in  a position  to  use 
their  m.utual  resources. 

The  great  road  block  to  research  in  mental  health  in  Pennsylvania 
is  the  failure  of  the  State  to  provide  suitable  funds  and  facilities  for 
those  schools  which  wish  to  do  research  and  the  lack  of  a suitable  State 
organization  specifically  equipped  to  sponsor,  direct  and  promote  research 
in  mental  retardation.  All  nine  State  Schools  and  Hospitals  should  engage 
in  active  clinical  research,  scientifically  supported  by  regional  academic 
centers.  As  funds,  facilities  and  staff  become  available,  these  programs 
could  readily  be  expanded  to  include  research  training  and  eventually 
fundamental  research  in  retardation.  The  training  and  administrative 
considerations  involved  are  discussed  in  the  next  section  of  the  report. 

Part  17,  Institutional  Research  in  Mental  Retardation. 

The  role  of  the  residential  institution  in  mental  retardation 
research  has  been  superbly  discussed  by  George  Tarjan,  M.D,,  in  an 
address  entitled:  "Facilitation  of  Research  Through  Administration,"® 
Speaking  both  as  a hospital  administrator  and  as  an  active  research 
worker.  Dr.  Tar Jan  summarised  the  problem  as  follows: 

"Our  present  state  of  knowledge,  the  unique  assets  of 
institutional  settings,  the  needs  of  the  patient,  the  special 
motivation  of  the  staff,  the  maintenance  of  meaningful  in- 
service  training  programs,  and  the  support  of  intelligent 
program,  planning  all  mandate  the  administrator  of  a large 
hospital  for  the  mentally  retarded  toward  incorporating  re- 
search into  his  overall  program." 

He  goes  on  to  show  that  conpetent  research  personnel  can  be  trained  and 
developed  from,  the  m.anpower  available  in  state  schools  and  hospitals, 
that  research  need  not  interfere  with  service  efficiency  and  that  if 
good  ideas  are  initiated,  financial  support  will  be  available.  He 
points  out  the  conflict  of  interest  between  basic  research  (favored  by 


6 NARC  Conference,  Philadelphia,  May,  1961^, 
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national  granting  agencies)  and  applied  research  (favored  by  state 
legislators)  and  stresses  the  necissity  for  a balanced  portfolio.  The 
need  for  creating  a research  atmosphere,  adequate  personnel,  good 
record  keeping  and  for  identification  of  the  research  program  with  the 
institution  is  also  noted. 

Early  affiliation  with  an  institution  of  higher  leamj.ng  is  a prime 
requisite  for  the  state  school.  This  requires  close  collaboration 
between  the  two  institutions,  mutual  release  of  personnel  and  a sharing 
of  results.  We  do  not  subscribe  to  the  concept  of  ’’publish  or  perish"; 
however,  in  the  interests  of  communication,  for  the  awarding  of  research 
grants  and  for  a sense  of  team  accomplishment  meaningful  results  must  be 
published.  To  repeat  a portion  of  our  original  definition,  ’’research  in 
mental  retardation  must  be  well  planned,  adequately  financed  and 
conducted  by  qualified  personnel....’’ 

The  following  recommendations  are  presented  as  suggestions  to 
institutions  making  the  transition  from  good  clinical  research  to  a 
program  designed  to  deal  directly  with  the  problems  of  mental  retardation. 

1.  Each  institution  should  be  encouraged  to  develop  a research 
program  in  accord  with  its  needs  and  staff  coripetencies.  It  is  anti- 
cipated that  for  some  state  schools  this  program  would  be  primarily 
medical,  while  for  others  it  wo’ild  be  essentially  behavioral  and/or 
sociological  in  orientation. 

■ 2.  Specific  provisions  should  be  made  to  establish  research 
positions  within  the  state  school  and  hospital  system.  Such  positions 
should  be  subject  to  a periodic  review  to  determine  if  they  are  being 
utilized  in  a research,  and  not  service,  capacity. 

3.  Some  provision  should  be  made  to  enable  the  institutions  to 
hire  personnel  to  work  under  research  psychologists  and  other  research 
staff  members.  Such  personnel  might  be  college  students  seeking  summer 
employment  or  graduates  of  accredited  colleges  or  universities 
desiring  full-time  employment.  T-Jhile  it  is  presently  possible  to  employ 
summer  people  in  the  areas  of  recreation  and  nursing,  such  is  not  the 
case  in  those  departments  where  research  activities  could  presumably  be 
undertaken. 

In  line  with  our  desire  to  stimulate  research  in  mental  retardation 
whenever  and  wherever  possible,  this  recommendation  to  hire  research 
assistants  has  a twofold  purpose.  First,  it  would  serve  to  sell  the 
notion  of  doing  work  with  mentally  retarded  children  to  well  educated 
young  adults  who  might  otherwise  not  becom.e  interested  in  our  field. 
Secondly,  it  would  clearly  facilitate  the  institution’s  research  effort. 

U.  It  is  proposed  that  funds  should  be  made  available  for  a 
research  intern  program  in  mental  retardation.  Many  students  might  be 
interested  in  doing  a psychological  or  educational  thesis  on  som.e 
problem  in  mental  retardation  as  part  of  their  advanced  degree  require- 
ments. For  many,  if  not  the  majority  of  such  students,  the  prospect  of 
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coming  to  a residential  school  for  the  retarded  poses  a severe  financial 
hardship  especially  if  the  student  has  dependents,  which  is  so  often  the 
case  today.  While  it  is  true  that  some  do  their  research  as  part  of  an 
overall  Federal  grant-supported  program  and  can  therefore  be  paid  a 
salary  by  the  principal  investigator,  there  are  many  studies  waiting  to 
be  done  which  have  no  such  support. 

It  is  recommended  that  some  provision  be  made  to  enable 
institutional  research  staff  personnel  to  consult  with  specialists 
such  as  statisticians,  geneticists,  neurologists,  and  experimental  and 
clinical  psychologists  who  have  done  extensive  work  in  their  areas  and 
could  supply  information  and  services  needed.  It  is  further  suggested 
that  permanent  lines  of  communication  be  set  up  between  the  university 
staffs  and  those  of  the  state  schools  and  hospitals, 

6,  On  the  institutional  level,  in-service  training  of  attendant 
personnel  should  include  the  stimulation  of  a ’’research  attitude”  on 
the  part  of  the  trainees.  This  is  necessary  in  order  to  demonstrate 
the  importance  of  research  schedules  and  to  stimulate  cooperation 
throughout  all  levels  of  personnel.  Observations  by  attendants  and 
technicians  are  often  invaluable  to  a research  project, 

7*  Institution  research  people  should  be  encouraged  to  partici- 
pate in  community  affairs,  especially  with  respect  to  regular  and 
special  class  school  programiS.  ??ost  comm.unity  teachers,  parents,  and 
principals,  are  more  than  happy  to  exchange  ideas  and  suggestions  with 
individuals  who  are  also  interested  in  the  welfare  of  children,  and 
are  usually  willing  to  have  their  facilities  made  available  for 
educational  research  activities.  In  this  way  it  would  be  possible  to 
do  large-scale  comparative  studies,  as  well  as  to  promote  a stimulating 
and  productive  exchange  of  ideas, 

8,  Ideas  lead  to  projects  and  findings  lead  in  turn  to  more  ideas. 
To  prevent  loss  of  productive  material,  and  also  to  reduce  “duplication 
of  effort,”  the  following  proposal  is  offered:  assuming  state  funds 
are  available  for  research,  lists  of  projects  should  be  compiled  and  a 
summary  of  proposed  investigations  filed  at  some  central  point.  The 
research  money  would  then  be  awarded  to  investigators  on  the  basis  of 
the  proposal’s  overall  scientific  merit.  Such  a measure  might  also 
serve  to  bring  together  scientific  manpower  from  the  various  disciplines. 

Part  V,  Recoimiendations. 

The  incidence  of  m.ental  retardation  is  steadily  increasing  and 
actual  productive  research  in  the  Commonwealth  is  woefully  lacking. 
Recommendations  from  many  previous  studies  and  conferences  are  avail- 
able but  few  of  these  have  been  implemented.  In  general  they  have  been 
vague  and  too  modest  in  scope.  We  now  urge  that  a com.prehensive, 
concerted  and  vigorous  attack  on  this  problem  be  instigated.  Further- 
more, to  enjoy  the  benefits  of  large  cooperative  Federal  Projects  now 
in  operation,  the  Legislature  of  the  Commonwealth  must  embark  upon  a 
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new,  all-out  program  by  providing  staff  and  funds  specifically  earmarked 
for  research  in  mental  retardation  as  defined  in  this  report.  The 
following  recommendations  are  respectfully  submitted. 

1.  We  strongly  recommend  that  present  Bureau  of  Mental  Health 
Research  and  Training  be  expanded  to  an  Office  of  Mental  Retardation; 
included  should  be  a Staff  and  Bureau  devoted  exclusively  to  Research 
in  Mental  Retardation,  Such  a Staff  would  require  additional  Research 
Scientists,  well  qualified  in  the  discipline  of  mental  retardation 
(neurophysiology  and  biochemistry),  psychologists  having  special  pro- 
fessional skills  in  the  field  of  mental  retardation  and  an  adequate 
supporting  staff.  A beginning  would  include  an  Administrative  Officer 
I or  Director  of  Research,  a Management  Trainee,  a Clerk  Stenographer 
II,  an  additional  Clerk  Stenographer  I and  two  File  Clerks, 

The  Research  Bureau  should  be  prepared  to  evaluate  and  award 
research  grants,  maintain  liaison  among  all  participants  and,  by 
utilizing  competencies  across  the  board,  bring  about  both  consultation 
and  coordination  at  the  State  level, 

2.  It  is  strongly  recommended  initially  that  a minimum  central 
budget  of  one  million  dollars  for  research  in  mental  retardation  be 
established  by  the  Commonwealth  of  Pennsylvania;  that  this  budget  be 
partially  employed  to  provide  an  adequate  central  staff,  suitable 
offices  and  housing  and  a clearing  house  for  publishing  and  dissemi- 
nating the  research  findings. 

3.  The  central  budget  should  provide  as  a beginning  a minimum  of 
$25,000  for  each  of  the  State  Schools  and  Hospitals  which  volunteers 
to  embark  upon  a serious  program  of  Research  in  Mental  Retardation. 

Note  the  emphasis  on  volunteers.  We  feel  strongly  that  no  institution 
should  be  required  to  do  research.  However,  the  present  situation  in 
State  Schools  and  Hospitals  in  which  research  funds  are  non-existent  or 
literally  squeezed  out  of  general  institutional  budgets  is  intolerable. 

Funds  now  allocated  for  research  by  the  Legislature  go  primarily 
to  Eastern  and  Western  Psychiatric  Institutes,  However,  these  ’’research 
funds”  include  training.  We  feel,  therefore,  that  only  about  one  eighth 
of  the  actual  funds  appropriated  are  used  for  research  as  defined  in 
this  report.  The  total  amount  is  probably  somewhat  less  than  a million 
dollars  which  is  indeed  a very  modest  fraction  of  the  total  amount 
spent  by  the  Commonwealth  in  the  general  field  of  Mental  Health/Mental 
Retardation,  We  are  certain  that  unless  considerable  new  funds  are 
provided  Research  in  Mental  Retardation  in  the  Commonwealth  will 
eventually  cease, 

Lt.  Regional  Research  Consultants  should  be  appointed  throughout 
the  State.  Their  particiolar  task  should  be  to  coordinate  the  Mental 
Retardation  Research  program  in  their  geographical  area,  and  to  act  as 
Resource  Consultants.  They  should  also  be  available  to  the  Research 
Bureau  for  reports  on  current  on-going  projects  and  for  discussion  of 
a centralized  program  pertaining  to  research  needs  and  their  imple- 
mentation, In  other  words,  the  Regional  Consultant’s  function  would  be 
three -pronged.  He  would  be  available  for  the  immediate  needs  of  all 
institutions  in  his  area.  He  would  report  them  to  the  central  office. 


-157- 


and  he  would,  in  turn,  translate  central  office  policies  to  the  indivi- 
dual institutions. 

The  affiliation  of  State  Schools  and  Hospitals  with  regional 
academic  centers  should  be  implemented.  If  the  State  Schools  have  funds 
and  staff  to  initiate  projects,  we  feel  that  many  colleges  and  uni- 
versities will  make  available  part  of  their  own  staff,  equipment  and 
above  all  important  manpower  in  the  form  of  student  personnel,  both  in 
support  of  the  proposals  initiated  by  the  State  Schools  and  also  for 
further  collaboration  on  additional  projects  arising  from  the  merging  of 
the  academic  and  institutional  thinking. 

6.  The  lack  of  personnel  with  training  in  mental  retardation 
(psychiatrists,  psychologists,  research  workers,  social  workers, 
educators,  nurses,  etc.)  has  been  recognized  as  one  of  the  major  road- 
blocks or  bottlenecks  to  an  efficient  research  program  in  mental 
retardation.  Collaboration  between  State  Schools  and  academic 
institutions  constitutes  a potentially  rich  source  of  such  personnel. 

The  mnltidisciplinary  nature  of  the  problems  and  use  of  the  team 
approach  in  their  solution  is  particularly  efficacious  for  training 
and  experience.  In  the  academic  field  we  know  that  the  number  of 
volunteers  for  service  in  M^tal  Health/Mental  Retardation  is 
increasing.  Coordination  and  implementation  of  their  effort  at  the 
State  level  could  readily  lead  to  a flow  of  manpower  into  the  field 
of  Research  in  Mental  Retardation. 


Respectfully  submitted. 


Herbert  S.  Rhinesmith,  Chairman 

Frank  Varva,  Vice-Chairman 
Warren  J.  Muhlfelder,  Resource 
Consultant 

Mortimer  Garrison,  Jr. 

Marvin  Kivitz 
Leon  Gorlow 
Kathryn  Dice  Reier 
Alan  Howland 
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APPENDIX 


1,  Proposals  for  Group  Research  in  Mental  Retardation, 
A.  Medicine 


(a)  A controlled  study  of  the  methods  employed  by  Doman 

and  Associates  who  initiated  the  Institute  for  the  Achievement  of 
Human  Potential  at  Philadelphia,  This  program,  aimed  at  giving 
several  treatments  for  the  puroose  of  increasing  the  developmental 
level  of  the  brain-injured  child,  and  thus  enhance  his  '^neurological 
organization,”  is  in  need  of  systematic  study  since  it  is  not  known 
exactly  "^iiich  of  the  treatments,  if  any,  result  in  a given  child's 
imiprovement,  yet  it  is  knovrn  the  im.provement  does  occur.  An  initial 
investigation  might  set  up,  in  addition  to  a group  of  children  re- 
ceiving the  Doman  program,  two  additional  groups  of  similar  children, 
one  receiving  attention,  or  "TLC”  witnout  actual  treatment,  and  the 
other  no  treatment  or  additional  attention  beyond  that  which  they 
are  now  receiving.  Then  vre  would  compare  the  measured  increase  in 
develooment  level  over  a period  of  time  in  the  three  groups, 

(b)  An  investigation  should  be  made  of  chromosome  counts  and 
patterns  of  various  etiological  groups.  There  are  a great  number 
of  patients  who  are  currently  diagnosed  "unknovm  etiology”  or  'bin- 
specified,  ” If  the  chromosome  counts  of  patients  with  knot-m  etiology 
are  compared  t-rith  those  corresponding  to  the  unknovms,  some  similarities 
might  reveal  themselves  which  vrould  aid  in  establishing  a diagnosis 

and  treatment  regime  for  these  unclassified  patients, 

( c)  The  on-going  efforts  to  define  variables  involved  in 
phenylketonuria  and  the  recently  discovered  three  varieties  of 
mongolism  should  be  continued  and  encouraged. 

(d)  It  has  recently  been  found  that  lysergic  acid  diethylamide 
(LSD)  has  been  effective  in  reversing  some  of  the  autistic  behavior 
of  children  diagnosed  as  possessing  some  form  of  schizophrenic 
reaction,  A study  of  the  effectiveness  of  this  drug  with  retarded 
children  who  show  autistic  behavior  or  i-rhose  retardation  is  diagnosed 
'Mue  to  psychogenic  causes”  should  be  done  and  behavior  change,  if 
any,  noted  over  a period  of  time, 

(e)  Another  set  of  studies  should  be  undertaken  in  the  area  of 
nutrition.  At  the  Polk  State  School  and  Hospital,  the  Wetzel  Grid 
has  been  employed  to  measure  the  nutritional  state  of  patients  on 
admission.  Relatively  little  is  known  as  to  how  the  retarded  patient 
assimilates  vitamins,  minerals,  and  other  vital  food  substances.  It 
may  be  that  different  types  of  retardates  require  different  quantities 
of  these  materials  for  optimum  health.  In  other  words,  a diet  adequate 
for  one  type  of  patient  (or  that  based  upon  the  minimal  daily  require- 
ments for  a normal  individual  of  that  age  range)  may  not  be  adequate 
for  a retarded  patient.  It  may  be  found,  for  example,  that  certain 
patients  cannot  store  vitamins  as  well  as  normals. 
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B.  Psychology 


In  general,  our  proposals  in  the  area  of  behavioral  science 
T^culd  encompass  three  broad  research  areas;  pure,  fundamental, 
and  aoplied  investigations.  It  is  quite  possible  that  a ”pure'^ 
study  may  eventually  lead  to  one  which  falls  more  in  the  "'applied’^ 
category, 

(a)  A very  important  investigation,  and  one  that  has  implications 
for  the  continued  care  of  the  mentally  retarded,  would  be  the  systematic 
study  of  the  long-term  effects  of  institutional  environment  on  the 
personality  of  the  patient,  A significant  amount  of  deterioration 

in  personality  over  a period  of  time  has  been  noted  ty  many  individuals 
working  with  these  patients,  yet  so  far  there  has  been  no  systematic 
attempt  ma.de  to  determine  what  variables  produce  this  deterioration. 

(b)  Along  with  personality  and  environmental  variables,  we  need 
information  with  respect  to  how  learning  performance  and  retention 
vary  as  a function  of  time  in  institution.  Studies  of  the  performance 
of  elderly  norma.l  individuals  indicate  that,  while  general  information 
remains  high  in  old  age,  there  is  a decrement  in  performance  on  tasks 
related  to  response  speed,  analogies,  numerical  completions,  and 
general  motor  performance, 

( c)  It  is  proposed  that  studies  be  done  to  assess  the  effects 
of  possessing  mixed  dominance  (right  eye  dominant  with  left  hand 
dominant  or  converse  vs,  dominant  eye  consonant  with  dominant  hand) 
on  such  factors  as  eye-hand  coordination  tasks  (perceptual  motor 
learmng)  and  reading  and  computational  ability, 

(d)  A study  should  be  done  to  see  what  attendant  attitudes 
lead  to  successful  and/or  unsuccessful  attendant  patient  relations 
as  well  as  either  the  presence  or  lack  of  patient  well-being  and 
ad.iustm.ent, 

(e)  On-going  studies  of  the  variables  effecting  learning  set 
perfomance  in  mentally  retarded  children  should  be  encouraged 

and  expanded  to  include  patients  in  all  age  categories.  The  learning 
set  phenomenon  is  reallj/-  imiltiple-prcblem.  learning  in  which  the  child 
learns  a concept  wmich  then  may  function  as  a ’’set”  to  solve  sijnilar 
problem-s  emboc^'-ing  the  concept,  VTiile  this  theoretical  notion  has 
been  explored  in  younger  patients,  there  exists  as  yet  no  study  of 
this  learning  process  in  adult  institutionalized  retardates.  The 
learning  set  methodology  has  been  found  to  differentiate  betvreen 
’^organic”  etiological  classifications,  such  as  cerebral  pals;}'-, 
epilepsy,  birth  injury,  and  post-natal  cerebral  infection.  Results 
suggest  that  the  cerebral  palsied  patient  demonstrate  performance 
superior  to  that  of  ary  cf  the  above  etiological  categories,  Ilhether 
this  would  hold  true  for  older  patients  is  as  yet  unknown. 
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(f)  There  is  a need  to  establish  a measure  other  than  global 
TQ  as  an  indication  of  mental  ability,  since  '^mental  ability" 

is  known  to  be  a comoosite  of  several  specific  factors.  If  this 
is  true,  the  global  IQ  may  obscure  specific  abilities  which  some 
of  our  retarded  patients  may  be  found  to  possess  if  there  vrere 
•vrays  to  measure  them.  This  suggests  studies  aimed  at  statistical 
factor  analysis  of  tests  of  overall  ability, 

(g)  A program,  of  research  should  be  inaugurated  aimed  at 
studying  the  effect  of  incentives  (amount  of  reward  and  delay 
of  revrard)  on  the  learning  perfonr.ance  of  retardates.  Such  an 
initial  "pure  research"  program  might  lead  to  specific  techniques 

to  prepare  a patient  for  successful  ad,1ustment  to  ^ob  and  community. 

It  has  been  shown  that  job  satisfaction  may  depend  to  some  extent 
upon  incentive-related  factors, 

(h)  The  effect  of  success  and  failure  \ipon  subsequent  performance 
should  be  further  explored.  There  is  evidence  that  the  retarded 
patient  is  more  adversely  affected  by  failure  than  is  the  normal 
child. 


(i)  The  effect  of  task  interruption,  that  is,  preventing  a person 
from  completing  an  on-going  task,  needs  to  be  systematically  studied 
in  the  patients  with  respect  to  type  of  activity,  degree  of  com- 
pletion of  the  task,  and  the  type  of  activity  in  VThich  the  patient 
subsequently  is  involved, 

(j)  To  vrhat  extent  the  Perception  (both  auditory  and  visual) 
of  the  retarded  patient  differs  in  nature  from  the  normal  in- 
dividual should  be  investigated.  Such  factors  are  important 

in  terms  of  task  perfomance  where  ability  to  recognize  similarities 
and  differences  is  critical, 

(k)  The  extent  to  which  the  patient  learns  without  ary 
specific  intent  to  teach  him  (incidental  learning)  merits  study. 
Extensive  research  in  this  area  has  been  done  -vlth  normal  human 
subjects.  This  is  related  to  the  more  general  theoretical 
problem:  is  reward  necessar"/-  for  learning? 

(l)  Gan  p-'^tients  solve  problems  together  >Torking  in  small 
groups?  This  question  remains  to  be  investigated.  There  are, 
at  present,  procedures  available  for  studying  small  groups 
interaction  at  the  normal  level  and  evidence  suggests  that  groups 
pass  through  defined  states  in  gaining  a solution  of  a problem, 

^•/hether  such  studies  could  be  done  with  higher-grade  patients  re- 
mains an  open  Question, 

(m)  In  searching  for  ways  to  learn  more  about  the  thought 
processes  of  the  retarded  patient,  the  question  arises  as  to  what 
are  their  preferences  in  such  areas  as  music  and  art.  It  is 
suggested  that  these  variables  be  investigated  as  a function  of 
type  of  retardation  (cultural-familial  as  opposed  to  patients  with 
central  organic  involvement,  for  example,) 
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Social  Work 


In  this  area  are  recommended  studies  which  have  to  do  with 
problems  of  adjustment  which  the  paroled  patient  would  have  to 
handle  in  the  community.  There  is  also  the  problem  of  the 
cultural-familial  retarded  family, 

(a)  There  is  needed  a study  or  survey  of  employment  potential 
in  a representative  sample  of  large  and  small  communities  and 
rural  areas.  This  would  involve  collecting  data  reflecting 
emplcr'’’er ' s attitudes  tovrard  hiring  the  paroled  patient,  Hie 
preliminary  results  could  then  senre  as  a starting  point  for 
developing  ways  of  getting  more  emoloyers  interested  in  hiring 
these  patients, 

(b)  Studies  of  the  percent  of  families  in  the  community 
who  have  discord  as  a result  of  knoi-Tledge  that  they  have  a 
retarded  child,  both  in  terms  of  between  the  parents  (hoi^  they 
feel  about  each  other)  and  between  the  siblings,  if  any,  in 
the  family, 

( c)  Study  of  the  factors,  or  variables,  leading  to  the 
subcultural  family  which  yields  tne  cultural-familial  retarded 
child. 


(d)  Study  of  the  way  the  familial  retarded  child  is  treated 
tr^-'  family,  school,  community  prior  to  admission  to  a state 
school  and  hospital. 


P,  Education 


It  is  conceivable  that  much  educational  research  will  be 
the  result  of  the  application  of  results  gathered  from  ’’pure’’' 
medical  and  ps^/chologicai  research  efforts.  Other  studies  will 
be  based  upon  surveys  of  existing  methods  and  from  this  will 
evolve  specific  recommendations  for  change  where  earlier  methods 
have  proven  inadequate, 

(a)  There  should  be  investigations  of  the  effectiveness  of 
methods  currently  in  use  ’'Uth  the  mentally  retarded  in  the  special 
class  school  s;^, ’■stems  as  well  as  institutional  educational  programs. 

One  fact  vre  need  to  Icnov^  at  the  outset  is  the  general  attitude  of 
teachers  cf  the  retarded:  ^Jhat  aims  are  they,  as  a group,  trying  to  a 
plish  with  their  retarded  pupils? 

(b)  There  is  needed  a study  of  the  similarities  and  differences  i 
curriculum  content  between  special  classes,  private  institutions,  and 
state  institutions,  comparing  edu cable  ■'.•Tith  educable,  anh  trainable 
with  trainable. 
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(c)  Fundamental  research  is  needed  vrhich  T-dll  relate  the 
principles  of  behavioral  learning  theory  to  the  teaching  of 
specific  skills.  For  example,  it  has  been  found  that  retarded 
children  learn  to  choose  consistently  one  stiimilus  rather  than 
another,  ’’incorrect”  stimulus  paired  with  the  first  stimulus. 

The  correct  and  the  incorrect  stimulus  can  be  presented  together 
on  a series  of  trials,  and  the  child  will  learn  to  consistently 
choose  the  correct  one.  Learning  is  more  rapid,  the  more 
dissimilar  the  stimuli  are  from  one  another.  Such  a procedure 
might  be  extended  to  using  words  as  stimuli,  vhere  the  point 

is  ncf"  to  teach  the  child  the  correct  word  to  associate  v^ith  a 
given  object.  Such  a procedure  should  work  v^ell  vrith  trainable 
children,  who  have  difficulty  in  mastering  the  alphabet  when 
taught  by  more  conventional  means, 

(d)  There  should  be  some  investigation  made  of  the  optimum 
size  of  class  for  maximum  effectiveness  of  classroom  teaching, 

(e)  A study  of  the  before-and-after  attitudes  of  educational 
interns  tc^T^Tard  the  rehabilitation  of  institutionalized  patients 
should  be  made.  This  would  involve  getting  a measure  of  the 
intern’s  attitiide  prior  to  and  subsequent  to,  his  period  of 
internship, 

(f)  Closely  allied  to  the  above,  would  be  the  collection 

of  data  with  respect  to  the  intern’s  attitude  toward  institutional 
programs  now  in  existence  that  he  has  been  while  at  the  institution. 
For  example,  they  may  have  common  ideas  on  what  needs  to  be  im- 
proved, tnus  giving  a basis  for  suggesting  an  innovation  or  change. 


2,  Resource  lla  + erials 

(1)  The  Mental  Health  Act  of  19^1  as  amended  through  1963,  F.P.M,, 
Harrisburg,  1963. 

(2)  ^'liitc  House  Conference  on  Children  and  Youth,  Pennsylvania 
Citizens  Reoort,  Volume  IT,  I960, 

(3)  Pennsylvania’s  Program  for  Children  and  Youth,  Penna.  Citizen's 
Reoort,  Vol.  Ill,  March  1,  1961. 

(h)  Report:  Governor’s  Committee  for  the  Handicapped,  June  1962. 

(9)  Report:  The  President’s  Panel  on  Mental  Retardation,  Oct.  1962, 

(6)  Summary  of  Selected  Financial  Assistance  Programs  in  Mental 
Retardation,  M.S.H.E.M,,  1963. 

(7)  (Community  Mental  Health  Centers  Act  of  1963,  Title  II,  P.L. 
88-16U,  196U. 

(8)  Proceedings:  Fourth  Annual  Conference,  Committee  for  Handicapped 
and  the  Comm om-re alt h Conference  on  Human  Services,  P.  C.C.,  1963. 

(9)  Public  ^^elfarc  Report,  R.P.'‘M,  July  1962  - June  1963. 

(10)  Regis+er  of  Human  Resources,  Skills,  Facilities  and  Equioment 
in  I!ental  Retardation  Research,  PAR'’,  1961;. 
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(11)  Mental  Retardation,  Fiscal  Year  1965  Program,  Dept,  of  HE';7,  196ii. 

(12)  Renort  of  the  Task  Force  on  Rehavioral  and  Social  Research, 
President’s  Panel  or  Mental  Retardation,  196U. 

(13)  Rehabilitation  and  Research  jn  Retardation,  Conference 
Proceedings,  ST-RJ,  ’Dallas,  Texas,  I960, 

(lU)  A Manual  on  Program  Pevelopment  in  Mental  Retardation,  AM,  J. 
of  Mental  Deficiency,  1962,  vol,  66,  no.  U, 

(15)  An  Overview  of  Research  and  Training,  Office  of  Mental  Health, 

DPI,  1961. 

(16)  Annual  Report,  Nat,  Assoc,  for  Mental  Health,  1963, 

(17)  Mental  Disorders,  A guide  to  Control  Methods,  Am.  Pub.  Health 
Assoc.,  Inc.,  1962, 

(1?)  "That  Pennsylvania  is  Doing  for  the  Mentally  Retarded,  Office 
of  Mental  Health,  DH-J,  Fact  Sheet  )4-l5-6U. 

(19)  Mental  Retardation  and  NARC,  Fact  Sheet,  April  196U, 

(20)  Meekly  Action  Reoorts,  MARC,  1963-6)4. 

(21)  Mental  Health  Statistics  Available  from  Office  of  Program 
Research  and  Statistics,  DW,  April  I96I4, 

(22)  Movement  of  book  population  of  all  patients  of  Fli^/yn  School  - 
in  total.  Reports  for  July  1,  1962  - June  30,  1963  and  for 
March,  1961!., 

(23)  Patients  and  Number  per  100,000  population  residing  in 
schools  and  foster  homes  for  the  mentally  retarded  by  county 

of  residence  » in  total.  See  table  8 of  0MH-2,l!  dated  February 

2U,  I96I4. 

(2I4)  Patients  in  Elwyn  School  by  county  of  residence  - in  total. 

See  Page  56,  Table  3U  in  "Public  Welfare  Report'*  dated 
July  1,  1962  - June  30,  1963. 

(25)  Patients  of  other  licensed  schools  and  foster  homes  by  county  of 
residence  - in  total.  See  page  56,  Taole  3h  in  "Public  Welfare 
Report"  dated  July  1,  1962  - June  30,  1963, 

(26)  Expenditures  and  Commitments  - State  Mental  Hospitals,  1962- 
1963,  Office  of  Program  Research  and  Statistics, 

(27)  Expenditures  and  Commitments  - State  Schools  and  Hospitals, 
I962-I963,  Office  of  Program  Research  and  Statistics, 

(28)  MARC  Conference  on  the  Role  of  Residential  Institutions  in 
Mental  Retardation  Research,  Miay  196kf  Philrudelphia,  Pennsylvania; 
Wm,  P,  Hurder.  "Communication  and  Collaboration  Among  Investigators 
in  Institutions,  Universities  and  Other  Research  Settings" 

Joseph  J,  Parnicky,  "The  Unique  Characteristics  of  the  Residential 
Institution  as  a Setting  for  Resear-ch", 

George  Tarjan,  "Facilitation  of  Research  Through  Administration", 
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FOREWORD 


It  is  the  firm  conviction  of  Task  Force  #13,  ’’Public 
Awareness,"  that  effective  development  of  a comprehensive  plan 
to  combat  problems  of  mentally  retarded  persons  and  their 
families  directly  relates  to  the  amount  and  degree  of  public 
understanding  for  the  need  of  prevention,  treatment  and 
amelioration  of  mental  retardation. 

Our  willingness  to  participate  in  this  program  was 
based  primarily  on  the  belief  that  through  a public  relations 
program,  designed  to  alter  public  misconceptions  about  mental 
retardation,  present  services  could  be  either  expanded  or 
needed  new  services  initiated.  Fifteen  Task  Forces  were 
assigned  specific  problem  areas.  No  one  Task  Force  has  been 
infinitely  versatile  in  the  way  in  which  it  has  approached  the 
overall  problem  but  each  has  contributed  its  part. 

Unfortunately,  throughout  the  entire  period  of 
deliberation,  each  Task  Force  has  questioned  the  lack  of 
publicity  being  given  to  the  project.  Several  submitted 
recommendations  relative  to  the  need  for  this  service.  We, 
too,  cognizant  of  continued  staff  efforts  to  fill  the  void 
and  comply  with  the  terms  and  conditions  of  the  Federal  grant, 
brought  this  to  the  attention  of  appropriate  persons. 

Soon,  a total  report  of  Task  Force  activity  will  be 
submitted  to  the  Regional  Committees.  Unless  immediate  steps 
are  taken  to  publicize  its  contents,  no  matter  how  well  prepare 
or  how  exacting  its  emphasis,  erroneous  attitudes  about  mental 
retardation  will  not  alter;  the  public  will  continue  to  misunde 
stand  the  purpose  of  the  use  of  federal  and  state  funds  for  the 
study;  the  contribution  of  hundreds  of  citizens  may  have  been 
given  in  vain;  and,  administrative  and  legislative  changes  for 
improvement  in  services  to  retarded  may  very  well  be  postponed 
because  public  officials  and  legislators  have  not  been  properly 
advised  of  the  need  for  action. 

It  is  with  this  in  mind  that  our  outline  and  program  is 
being  respectfully  presented  for  inclusion  in  the  overall  repor 

This  chairman  would  be  remiss  at  this  time,  if  we  would 
not  take  the  time  to  thank  those  dedicated  individuals  who  gave 
of  their  time  and  thoughts  during  the  meetings  of  this  Task 
Force.  A very  special  thanks  must  go  to  Mrs.  Gweneth  Zarfoss 
for  her  assistance  and  advice  in  fulfilling  our  obligation. 
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I.  WORKING  DEFINITION  OF  TASK  FORCE  NO.  13 


PUBLIC  AWARENESS 


A.  Delineation 

The  definition  of  mental  retardation  is  that  officially 
approved  by  the  American  Association  of  Mental  Deficiency: 
"subaverage  general  intelligence  functioning  which  originates 
during  the  developmental  period  and  is  associated  with 
impairment  of  adaptive  behavior,”  This  Task  Force  is 
concerned  with  the  optimum  use  of  mass  media  to: 

(1)  Disseminate  information  designed  to  alter  public 
misconceptions  which  hinder  an  understanding  of 
mental  retardation. 

(2)  Provide  a foundation  for  state-wide  support  of  a plan 
for  improved  services  to  mentally  retarded  persons 
and  their  families. 

(3)  Expand  the  interest  and  cooperation  of  professional  an 
community  leaders  in  combatting  mental  retardation  and 
providing  services  for  the  mentally  retarded. 

B.  Limitations 


Only  approved  methods  of  mass  media  which  will  constitute  the 
greatest  economy  of  resources  and  provide  the  maximum  chances 
for  wide  distribution  of  information  will  be  considered  by 
this  Task  Force. 

C .  Exc eptions 


Responsibilities  of  the  Commonwealth  to  the  multiple  handi 
capped  retarded  such  as  cerebral  palsy  retarded,  blind 
retarded,  etc.,  will  be  included  in  the  development  of  the 
subject  matter. 


2.  IHE  PUBLIC  AND  MENTAL  RETARDATION 

Apathy  and  prejudice  about  mental  retardation  still  exists 
throughout  our  Commonwealth,  and  this  is  due  to  th  e fact  that 
the  average  American  citizen  knows  little  or  nothing  about  the 
problems  of  mentally  retarded  persons. 
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The  Late  President  Kennedy  proposed  stepped-up  local,  state 
and  federal  financial  aid  to  stimulate  and  speed  the  creation  of 
these  services.  But  this  alone  would  not  achieve  the  objective. 
Warning  that  the  entire  nation  must  deal  with  this  grave  problem, 
he  said:  "Itie  tradition  of  neglect  must  be  replaced  by  forceful 
and  far-reaching  programs  carried  out  on  all  levels  of  government, 
by  private  individuals  and  by  state  and  Local  agencies  in  every 
part  of  the  country.” 

In  1962,  the  Minnesota  Association  for  Retarded  Children  and 
the  Minnesota  Department  of  Public  Welfare  conducted  a survey  of 
public  information  and  attitudes  regarding  retardation  which 
might  well  apply  to  Pennsylvania.  Their  report  indicated  that 
only  one  person  in  ten  demonstrated  specialized  information  about 
retardation  as  compared  with  one-fifth  of  the  people  who  directly 
confused  retardation  with  other  mental  and  physical  disorders. 

Over  two-fifths  of  the  people  interviewed  related  retardation  to 
some  kind  of  mental  subnormality.  Some  understood  that  retarded 
persons  had  developed  physically  but  were  limited  mentally, 
however,  even  their  understanding  of  retardates  was  superficial. 
More  important,  over  half  of  the  900  people  interviewed  had  heard 
or  read  nothing,  or  were  unable  to  report  hearing  or  reading 
specific  information  about  mental  retardation  in  the  several 
months  preceding  the  survey. 

It  is  unthinkable  that  mental  retardation  with  its  myriad 
problems  should  continue  to  be  an  area  of  such  gross  neglect. 

It  is  , therefore,  imperative  that  an  intensive  and  well-planned 
program  of  public  awareness  be  initiated  at  the  earliest 
possible  moment  with  the  following  goals: 

A.  The  creation  of  a societal  climate  in  which  the  mentally 
retarded  are  respected  and  understood  and  their  needs 
are  of  genuine  concern  of  every  thinking  citizen. 

B.  The  establishment  of  an  effective  means  for  the  dissemin- 
ation of  current  information  about  retardation  to  those 
individuals  who  are  working  professionally  with  retarded 
persons  and  to  those  still  in  training. 


3.  PUBLIC  AWARENESS  PROGRAM  DEVELOPMENT 

To  create  a state-wide  climate  of  interest  in  and  concern 
for  the  mentally  retarded,  factors  which  must  be  considered  are 
as  follows: 
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A.  Elnphasis  on  the  principle  of  individual  rights. 

B.  Development  of  individual  and  group  responsibility  at  the 
community  level  for  the  care  and  training  of  mentally 
retarded  persons. 

C.  Explanation  of  the  ways  in  which  to  prevent  and/or 
ameliorate  retardation;  causes  of  retardation;  differences 
in  degrees  of  retardation  as  they  relate  to  the  ability  of 
the  person;  and,  services  now  available  to  retarded  person 
and  their  families,  etc. 

D.  Emphasis  on  performance  in  accordance  with  individual 
abil ity. 

E.  Elimination  of  discriminatory  practices  which  create 
financial  burdens  on  the  family  of  the  retarded,  prevent 
development  of  the  person  and  lower  the  prestige  of  all 
retarded  persons. 

F.  Awareness  that  no  one  agency  can  discharge  this 
responsibility  alone  because  each  is  concerned  only 
with  special  aspects  of  the  problem. 


4.  RECOMMENDATION 
A.  State 

1.  That  members  of  the  Task  Force  on  Public  Awareness, 
Chairmen  of  all  other  Task  Forces  on  Mental  Retardation, 
persons  competent  in  the  public  relations  field  and  others 
be  invited  to  assist  the  membership  of  the  Subcommittee  on 
Public  Awareness  of  the  Comprehensive  Mental  Retardation 
Plan  with  the  development  of  their  plan  for  Public 
Awareness . 

2.  That  the  Governor's  Council  for  Human  Services  employ  a 

a Public  Relations  Information  Specialist.  This  employee 
should  be  well  versed  in  mass  media,  given  authority  to 
work  on  an  inter-departmental  basis,  obtain  information 
frexn  any  and  all  agencies  serving  the  mentally  retarded 
and  be  responsible  for  general  dissemination  of  matters 
relating  to  the  improvement  and  extension  of  services  to 
the  mentally  retarded. 

3.  That  school  curricula  include  in  health  related  subjects 
information  regarding  problems  of  mental  retardation  at 
both  the  secondary  and  college  level. 
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4.  Ihat  the  voluntary  agency  primarily  responsible  for 
combatting  mental  retardation  at  the  state  level 
utilize  professional  Public  Relations  services* 

B.  Local 

1.  That  a Committee  for  Public  Relations  be  formed  at  the 
local  level  (on  a county-wide  basis,  if  feasible)  by 
Pennsylvania  Association  for  Retarded  Children  Chapters 
or  similar  organizations  to  use  mass  media  methods  on 
an  expanded  and  coordinated  basis  to  provide  a well 
rounded,  continuous  program  of  information,  understanding 
and  education  about  mental  retardation. 

2.  That  action  be  taken  by  the  Local  Committee  for  Public 
Relations  on  Mental  Retardation  consider  the  use  of  mass 
media  as  follows: 

a.  Use  of  Media 

1*  Daily  and  Weekly  Newspapers  - These  media  should 
receive  activity  reports  on  all  local  events 
relating  to  mental  retardation.  They  should  be 
encouraged  to  interview  local  and  visiting 
professional  experts  in  this  field.  Whenever 
possible,  stories  should  be  developed  stressing 
need  for  legislative  and  voluntary  support  of 
mental  retardation  programs.  Preventive  approaches 
such  as  articles  on  the  vital  necessity  for 
prenatal  care  should  be  included. 

2.  TV  and  Radio  - In  general,  press  public  information 
techniques  can  also  be  used  for  television  and 
radio.  In  addition,  films  covering  mental  retard- 
ation subjects  should  be  made  available  to  tele- 
vision stations  and  tapes  supplied  to  radio  stations. 

3.  Organizational  Activities  - A continuing  public 

information  effort  should  involve  civic,  social, 
fraternal,  religious,  and  other  organizations 
including  speaking  engagements;  use  of  films  and 
distribution  of  literature.  Specific  organizations 
should  be  encouraged  to  adopt  and  support  mental 
retardation  projects.  As  an  example,  tne  United 
States  Junior  Chamber  of  Commerce  program  to 
combat  mental  retardation. 

4.  Literature  - At  both  the  state  and  local  level 
booklets,  brochures  and  similar  printed  and 
illustrated  material  should  be  developed  for 
general  distribution  to  acquaint  the  public  with 
all  phases  of  mental  retardation,  and  efforts 
being  made  to  solve  the  problems  involved. 
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C.  Evaluation 

Public  information  activities  should  be  evaluated  continuous!; 
by  both  public  and  voluntary  agencies.  It  is  recommended  that 
public  agencies  establish  Advisory  Committees  of  knowledgeable 
persons  for  this  purpose  and  that  voluntary  agencies  perform  this 
function  through  their  Public  Relations  Committees. 


5.  MAJOR  RECOMMENDATIOJE 

1.  That  throughout  development  of  the  Comprehensive  Mental 
Retardation  Plan  the  public  be  kept  informed  of  program 
objectives  including  information  relating  to  all  those 
who  have  and  are  participating  in  its  progress. 

2.  That  provision  be  made  for  publication  of  the  final  repor 

3.  That  a summary  report  of  the  major  recommendations 
submitted  by  each  Task  Force  and  Regional  Committee  be 
given  wide  distribution  to  the  general  public  to  enhance 
public  understanding  and  support  of  the  place. 

4.  That  the  Governor  call  a special  news  conference  on 
Mental  Retardation  to  obtain  maximum  publicity  on  the 
final  report  of  the  Comprehensive  Mental  Retardation 
plan;  and  that  its  program  content  include  a thorough 
explanation  of  the  recommendations  and  long-range  goals. 


The  members  of  this  Task  Force  wish  to  express  concern  on  the 
absence  of  a Public  Information  unit  in  the  administrative 
structure  of  the  Comprehensive  Mental  Health/Mental  Retardation 
study. 


Respectfully  submitted. 


Richard  L.  Merk,  Chairman 
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Task  Force  No.  14 


DEPARTMENTS  OF  GOVERNMENT 


COMPOSITION; 

Hon.  Marian  E.  Markley 
Hon.  Richard  S.  Schweiker 
Senator  John  T.  VanSant 
John  E.  Morrow 
Warren  F.  Strawsnyder 
Paul  R.  Reed  - Chairman 

Much  credit  is  due  to  Mrs.  Gweneth  Zarfoss,  Special  Assistant  for 
Mental  Retardation  for  her  continual  interest  and  help. 

The  Task  Force  thanks  Mrs.  Margaret  Selah  who  voluntarily  gave 
her  services  as  the  recorder. 


"Time  does  not  stand  still  for  the  mentally  retarded 
while  those  who  control  his  destiny  quibble  about 
what  proportion  of  his  total  needs  they  are  going  to 
provide.  The  passage  of  time  will  only  make  more 
desperate  the  needs  of  the  retarded  that  are  not  being 
met  today.  For  it  is  now  that  the  Infant's  mother 
needs  care.  It  is  now  that  premature  births  must  be 
prevented.  It  is  now  that  research  grants  relating  to 
maternal  and  child  welfare  must  be  initiated." 


- The  Honorable  John  F.  Fogarty 
Congressman  from  Rhode  Island 
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FOREWORD 


It  is  with  a sense  of  great  privilege  that  the  members  of  Task  Force 
No.  14  submit  this  paper,  thereby  adding  their  combined  thinking  to 
that  of  the  other  Task  Forces  functioning  under  the  Comprehensive 
Mental  Retardation  Plan.  This  paper  reflects  the  position  taken  by 
this  Task  Force  following  its  perusal  of  source  material,  investigation 
and  deliberations  relative  to  the  topical  matter. 

The  scope  of  coverage  and  extent  of  exploration,  while  subjected  to 
time  limitations  are  reasonably  complete,  and  the  reactions  of  this 
paper  should  lend  themselves  to  ready  assimilation  into  the  overall 
plan.  In  this  connection,  it  is  to  be  noted  that  the  Task  Force 
considered  it  feasible  to  combine  sections  seven  and  eight  of  the 
outline  set  forth  in  the  memorandiam  of  Task  Force  Functions  dated 
April  22,  1964. 

The  attitude  of  the  Force  toward  the  task  has  been  positive  in  general, 
with  an  understanding  of  needs  and  a firm  belief  in  the  dividends  that 
realistic  application  of  the  plan  will  pay,  not  only  to  the  retarded, 
but  to  all  citizens.  This  attitude  has  prevailed  despite  a degree  of 
apprehension  concerning  the  implementation  required.  In  this  connec- 
tion the  Task  Force  emphasizes  the  valuelessness  of  the  plan  unless 
adequate  implementation  is  forthcoming. 

Exchange  of  Infomation  with  other  Task  Forces  has  been  free  and 
helpful. 

The  Task  Force  deplores  the  lack  of  publicity  which  has  attended  the 
entire  program  to  date.  The  Involvement  of  hundreds  of  citizens  on  a 
volunteer  basis  is  phenomenal,  and  the  all-out  effort  to  help  the 
retarded  is  unparalleled;  but  to  undertake  the  plan  with  no  publicity 
program  is  to  Ignore  one  of  the  greatest  possible  assets,  the  people 
of  the  Commonwealth. 
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1.  WORKING  DEFINITION  OF  TASK  FORCE  NO.  U, 


DEPARTMENTS  OF  GOVERNMENT 


a.  Delineation 


The  Task  Force  on  "Departments  of  Government"  is  concerned  with  the 
optimum  structure  of  the  State  Government,  its  laws  and  facilities 
to  best  serve  the  need  of  the  mentally  retarded  in  the  Commonwealth 
of  Pennsylvania  for  the  next  twenty  years. 

The  definition  of  mental  retardation  is  that  officially  approved  by 
the  American  Association  of  Mental  Deficiency:  "subaverage  general 
intelligence  functioning  which  originates  during  the  developmental 
period  and  is  associated  with  Impairment  of  adaptive  behavior." 

b.  Limitations 


Research  will  be  conducted  on  only  the  specific  items  generated  by 
this  Task  Force  for  Implementive  or  corrective  action.  Legislative 
recommendations  from  other  Task  Forces  will  be  considered  from 
the  jurisdictional  area  of  this  Task  Force  only.  Only  items  affecting 
the  future  well-being  of  the  mentally  retarded  will  be  considered. 

c.  Exceptions 


The  responsibilities  of  the  Commonwealth  to  the  multiple  handicapped 
retarded  (example:  cerebral  palsy  and  mental  retardation)  will  be 
accepted  for  consideration. 

2.  DESCRIPTION  OF  RESOURCES 


A.  Federal 


See  block  diagram,  following 
B.  State 


See  block  diagram,  following 

Prior  to  1923  very  little,  if  anything,  was  established  in  the  State  Govern- 
ment to  handle  the  mentally  retarded.  From  1923  to  1956,  care  for  the 
mentally  retarded  was  handled  by  a psychology  department  in  the  Depart- 
ment of  Welfare.  Following  the  Blaln  Report,  in  1956,  a Bureau  of  Mental 
Health  Services  for  Children,  which  Includes  services  for  retarded 
children,  was  inaugurated.  This  was  placed  under  the  charge  of  a Director. 
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Distribution  of  Responsibilities  for  Mental  Retardation  Programs  in  the  Department  of  Health,  Education,  and  Welfare,  1962 
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•pf  Member  of  Departmental  Committee  on  Mental  Retardation.  # Significant  program  now  underway.  *Area  of  concern  or  pKJtential  contribution 


178 


Effective  June  5,  1964  (Replacing  7-31-62)  DPW  MANUAL 


On  March  15,  1964,  incident  to  a reorganization  of  the  Office  of 
Mental  Health,  a new  Bureau  of  Services  for  Mentally  Retarded  was 
established.  This  new  Bureau  enables  the  administration  to  place 
greater  emphasis  on  providing  the  service  needed  by  retarded  children. 

Institutions  for  the  mentally  retarded  are  under  the  jurisdiction  of  the 
Bureau  of  Services  for  Mentally  Retarded. 


3.  STATEMENT  OF  NEEDS 

In  the  Commonwealth  of  Pennsylvania  all  of  society  shares  in  the 
obligation  to  provide  a climate  in  which  the  Individual  can  realize 
the  full  development  of  his  capacities.  While  it  can  be  demonstrated 
that  the  costs  to  society  of  education  and  providing  for  the  retarded 
child  are  greater  than  those  for  its  normal  counterpart,  financial 
considerations  should  not  be  valid  grounds  for  denying  such  care  and 
training  to  a large  segment  of  our  nation's  children. 

Such  considerations  eventually  prove  fallacious,  since  a society  which 
denies  to  any  of  its  members  the  basic  means  of  development  through 
care  and  training  will  have  to  suffer  the  destructive  social  effects  of 
wasted  human  resources  and  bear  the  infinitely  greater  costs  of  main- 
taining stunted  and  unproductive  lives. 

The  magnitude  and  profound  social  effects  of  mental  retardation  are 
making  a greater  impression  upon  public-minded  citizens.  There  is  also 
increased  recognition  of  the  fact  that  "mentally  retarded  children  can 
be  helped."  However,  this  two-fold  message  of  social  importance  and 
realistic  hope  is  still  far  from  the  point  of  gaining  the  recognition 
it  deserves. 

According  to  records,  the  number  of  mentally  retarded  in  the  Common- 
wealth of  Pennsylvania  in  1964  is  conservatively  estimated  to  be 
350,030.  The  mentally  retarded  population  is  increasing,  and  in  1970 
the  estimated  number  will  be  370,880.  The  special  needs  of  these 
citizens  and  those  yet  to  come  are  urgent,  and  without  adequate  facil- 
ities to  cope  with  them.  The  small  Bureau  within  the  structure  of  the 
Office  of  Mental  Health  cannot  handle  the  problems,  neither  at  the 
present  time  nor  in  the  foreseeable  future. 

The  welfare  of  the  mentally  retarded  in  Pennsylvania  requires  "Office" 
status  within  the  Department  of  Public  Welfare. 
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4.  EVALUATION  OF  RESOURCES 


A.  RECOMMMDATIONS 


That  an  Office  of  Mental  Retardation  with  the  same  status  as  the  Office 
of  Mental  Health  be  established  in  the  Department  of  Public  Welfare. 

5.  RESEARCH 


A.  Federal 


At  the  federal  level  there  are  two  prime  sources  of  research:  the 
National  Institute  of  Mental  Health  and  the  Public  Health  Service. 

1 . National  Institute  of  Mental  Health 


Between  1948  and  the  end  of  fiscal  year  1962,  the  National 
Institute  of  Mental  Health  supported  over  2,900  distinct 
research  projects  through  its  program  of  research  grants. 

These  projects — ranging  in  duration  from  one  year  to  four- 
teen— accounted  for  nearly  6,200  annual  grants  and  a total 
of  nearly  $122  million  in  awards.  Research  into  the  complex 
problem  of  schizophrenia  represents  roughly  one-fourth  of 
the  total  research  grant  to  date.  The  work  being  done  on 
schizophrenia  illustrates  very  well  the  diversified  approach 
necessary  to  approximate  or  gain  some  control  of  mental 
illness — studies  of  brain  and  body  biochemistry,  social 
and  cultural  factors,  epldeminological  studies  and  analysis 
of  treatment  methods.  The  research  of  psychopharmacologi- 
cal  treatment  of  mental  illness  has  for  the  past  few  years 
absorbed  an  additional  one-fourth  of  the  research  grant  funds, 
reflecting  in  some  measiu’e  the  sustained  Interest  in  the 
potentials  of  drug  therapy. 

(Source:  Robert  H.  Felix,  "Breakthrough  in  Mental  Illness," 
Health.  Education,  and  Welfare  Indicators,  November  1963.) 

2 . Public  Health  Service 


(Source:  "Mental  Retardation:  Activities  of  the  U.S.  Department 

of  Health,  Education,  and  Welfare",  pp.  26-34>  July  1963.) 

The  American  Public  Health  Association  and  the  National  Health 
Council  are  sponsoring  a $1.2  million  four-year  study  of  com- 
munity health  services  in  the  U.S.  The  Public  Health  Service 
provided  $400,000  in  funds,  with  the  remainder  to  come  from 
foundations . 
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The  National  Commission  on  Community  Health  Services,  established 
to  carry  out  the  study,  will  conduct  two  types  of  investigations 
on  health  service  problems,  trends  and  resources,  present  and 
future : 

a.  Person-centered  community  studies  in  about  20  selected 
communities . 

b.  Organization-centered  nationwide  studies  by  10  Task  Forces 
dealing  with  specific  aspects  of  the  total  study. 

Through  these  Investigations,  the  commission  plans  to  assemble 
expert  leadership  to  analyze  the  information  and  to  pinpoint 
possibilities  for  planning  action,  and  to  promote,  through 
diverse  communication  channels,  nationwide  consideration  of 
study  results,  recommendations  and  proposals. 

The  National  Association  for  Mental  Health  has  contracted  with 
the  Training  Branch  of  the  National  Institute  of  Mental  Health 
to  conduct  a nationwide  survey  of  psychiatric  aides.  Principal 
objective  of  the  study  is  to  secure  information  on  the  number, 
distribution  and  characteristics  of  psychiatric  aides  in  State 
and  county  hospitals  for  the  mentally  ill.  The  study  will  also 
be  concerned  with  obtaining  a clear  idea  of  the  role  and  functions 
of  psychiatric  aides  as  perceived  by  both  professional  nurses  and 
the  aides  themselves  in  order  to  assist  in  establishing  improved 
administrative  and  training  procedures. 

In  a joint  venture  with  the  National  Child  Welfare  Commission 
of  the  American  Legion,  the  National  Association  for  Mental 
Health  is  participating  in  a survey  of  facilities  and  services 
in  the  field  of  childhood  mental  illness. 

(Source:  "Highlights  of  Developments  in  Mental  Health  Programs: 

1962,"  U.S.  Department  of  Health,  Education,  and  Welfare,  p.7.) 

Public  Health  Service  sponsored  research  in  mental  retardation  is 
going  forward  in  hospital  laboratories,  universities,  and  other 
public  and  private  research  installations  from  coast  to  coast.  In 
its  own  facilities  the  Service  is  carrying  on  still  other  investiga- 
tions . 

Intelligence  as  a function  of  early  environment  is  being  studied 
through  a nimber  of  experimental  situations  involving  the  problem- 
solving behavior  of  animals.  One  aspect  of  the  present  investiga- 
tions has  centered  on  the  effects  of  the  immediately  preceding 
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environment  on  behavior  in  simple  and  complex  situations.  Wide 
behavioral  differences  have  been  found  and  reported  in  some  detail 
this  past  year.  Another  project  is  designed  to  assess  the  effects 
of  multiple  stresses  on  certain  adaptive-behavioral  deficiencies 
in  animals. 

As  intensive  study  to  identify  families  with  more  than  one  case  of 
mental  deficiency  or  mental  illness  yielded  sociological  and 
genetic  data  concerning  the  incidence  of  similar  or  unrelated  cases 
of  mental  dysfunction  in  these  families.  Review  of  data  has 
identified  cases  with  specific  metabolic  defects,  such  as  phenylke- 
tonuria, galactosemia,  and  other  inheritable  disorders  that  may 
cause  mental  impairment. 

Another  study  is  investigating  the  incidence  of  abnormal  electro- 
encephalograms in  a group  of  children  and  some  of  their  parents 
where  it  is  knovm  that  at  least  two  children  in  each  family  are 
mentally  retarded. 

Many  abnormalities  of  metabolism  associated  with  various  mental 
disorders,  including  mental  retardation,  are  being  investigated 
effectively  through  the  study  of  urine  metabolites.  Substances 
excreted  in  abnormally  large  amounts  by  patients  with  phenylke- 
tonuria are  being  studied  to  identify  abnormal  metabolites  in 
the  urine,  to  understand  the  manner  in  which  these  abnormal  metab- 
olites are  formed,  and,  thus,  gain  evidence  which  might  explain  the 
occurrence  of  mental  deficiency  in  phenylketonuria.  In  the  same 
vein,  laboratory  studies  are  being  undertaken  to  determine  the 
relationship  of  metabolites  derived  from  phenylalanine  and  those 
derived  from  tryptophane  in  phenylketonuria.  Experimental  pro- 
duction of  phenylketonuria  in  rats  have  permaitted  Investigation 
of  the  effect  of  dietary  phenylalanine  upon  several  aspects  of 
tryptophane  metabolism.  The  possible  significance  of  these 
phenomena  in  mental  deficiency  and  phenylketonuria  has  been 
reported . 

A multidisciplinary  approach  to  mental  retardation  has  been  the 
unique  feature  of  an  experimental  study  of  basal  nuclear  structures 
with  regard  to  motor  disorder,  metabolic  abnormality,  and  behavioral 
defect.  Considerable  clinical  evidence  relates  striatal  neuro- 
pathology to  behavioral,  physiologic  and  emotional  deterioration 
in  patients  with  certain  diseases  involving  mental  dysfunction. 

Perinatal  factors  affecting  mental  development  are  being  examined 
in  great  detail  through  a unique  Collaborative  (perinatal)  Project, 
a prospective  study  of  50,000  pregnant  women  and  their  offspring 
at  15  medical  centers  across  the  country. 
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The  Collaborative  Project,  now  in  operation  5 years,  collects  and 
uniformly  records  information  on  many  factors — environmental, 
biological,  genetic,  psychological — affecting  expectant  mothers 
which  might  possibly  have  a bearing  on  congenital  defects  and  dis- 
orders in  their  children.  Including  retardation. 

As  of  July  31,  1963,  some  37,300  pregnant  women  were  enrolled  in 
this  Project.  Based  on  the  present  enrollment  rate,  the  goal  of 
50,000  study  mothers  shculd  be  reached  in  early  1965. 

Clues  to  origins  of  prematurity,  perinatal  fetal  mortality,  and 
neurosensory  defects  have  begun  to  emerge  from  this  Project  in 
which  teams  of  physicians  and  allied  scientists,  nurses,  and 
specially  trained  lay  persons  are  participating.  For  example: 

A series  of  studies  undertaken  to  investigate  the  role  of  infections 
in  perinatal  damage  disclosed  that  symptomless  urinary- tract  and 
other  infections  in  the  mother  could  cause  premature  birth — an 
Important  cause  of  retardation.  Another  analysis  revealed  an 
association  between  anoxia  (oxygen  lack)  at  birth  and  the  child's 
abnormal  psychological  performance  at  8 months. 

It  is  well  known  that  viral  disorders  can  attack  the  fetus  in  early 
pregnancy,  producing  injury  and  interfering  with  normal  development. 
Infectious  diseases  such  as  syphilis,  rubella  (German  measles),  aid 
toxoplasmosis  are  recognized  for  their  harmful  effect  on  the  unborn 
child's  developing  nervous  system.  The  possible  connection  between 
other  viruses  and  fetal  damage  needs  to  be  established. 

In  an  important  step  toward  identifying  viruses  which  may  injure 
the  fetus,  the  serum  center  of  the  Collaborative  Project  is 
studying  the  relationship  between  some  one  hundred  viral  infections 
in  the  perinatal  period  and  various  forms  of  abnormal  pregnancy 
outcomes  by  blood  serum  is  stored  at  low  temperature  for  future 
testing  blood-serum  samples  from  the  50,000  mothers.  Mothers' 
blood  serum  is  stored  at  low  temperature  for  future  testing  for 
evidence  of  exposure  to  certain  viruses  during  pregnancy.  (infec- 
tion in  the  mother  will  be  indicated  by  a greater  number  of  anti- 
bodies in  her  blood.)  Should  abnormalities  appear  in  infants, 
months  or  even  years  after  their  birth,  scientists  will  be  able 
to  check  the  maternal  blood  for  clues  to  possible  infectious  factors 
present  at  the  time  of  birth. 

It  is  not  possible  to  diagnose  various  neurological  and  sensory 
disorders  at  a very  early  age.  If  proper  treatment  is  started  at 
once,  some  forms  of  mental  retardation  can  be  prevented.  For  this 
reason  the  Collaborative  Project  is  stressing  the  Importance  of  the 
neurological  examination  of  the  newborn  and  of  the  one-year  old. 
Films  depicting  these  examinations  have  been  shown  to  more  than  300 
professional  audiences  during  the  past  two  years. 
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Careful  examinations  aimed  at  detecting  disorders  of  vision  and 
communication  are  also  essential  to  assuring  normal  development. 

A child  whose  vision  does  not  function  normally,  or  one  who 
suffers  from  deafness  or  other  hearing  impairments,  may  experience 
learning  difficulties  sometimes  mistaken  as  symptoms  of  retardation. 

A speech  and  hearing  examination  for  the  three-year-old  was  developed 
this  year  under  the  Collaborative  Project.  Through  such  examinations, 
it  is  possible  to  detect  certain  progressive,  destructive  processes 
such  as  chronic  infections  of  the  ear  and  treat  them  before  permanent 
damage  is  done.  If  certain  major  hearing  defects  are  discovered,  it 
is  necessary  for  the  child  immediately  to  begin  using  a hearing  aid. 
This  enables  the  child  to  develop  language  at  the  normal  time  and 
not  lose  the  critical  three  years  before  school  age. 

A major  research  advance  in  virology  during  1962  was  the  isolation 
and  cultivation  of  the  virus  of  German  measles  or  rubella,  which 
can  cause  irreparable  brain  damage  to  a baby  if  contracted  by  the 
mother  in  early  pregnancy;  this  achievement  should  accelerate  the 
development  of  a preventive  vaccine.  Public  Health  Service  activi- 
ties have  confirmed  and  extended  the  methods  and  findings  of  scien- 
tists at  Harvard  University  and  Walter  Reed  Army  Institute  of  Research. 

The  importance  of  a vaccine  is  emphasized  by  a recent  report  that 
birth  defects  occur  in  some  50  per  cent  of  live-born  babies  whose 
mothers  had  rubella  during  the  first  month  of  pregnancy,  and  in 
about  20  per  cent  of  infants  whose  mothers  were  infected  during 
the  first  three  months  of  pregnancy. 

Studies  outside  the  Project  also  underscore  the  Importance  of 
understanding  viral  infection  during  pregnancy.  Last  year  one 
such  study  produced  additional  evidence  Indicating  that  the  common 
herpes  simples  virus  can  be  transmitted  from  an  infected  mother 
to  her  unborn  child,  causing  brain  damage  or  other  abnormalities. 

An  organ  vital  to  the  developing  baby,  but  about  which  relatively 
little  has  been  known,  is  the  placenta.  It  provides  for  the  efficient 
and  essential  exchange  of  materials  between  mother  and  fetus. 

Although  disturbances  in  the  functioning  of  the  placenta  can  have  a 
marked  effect  on  fetal  development,  our  knowledge  of  the  anatomy 
and  role  of  the  placenta  as  the  medium  for  maternal-fetal  exchange 
is  still  incomplete.  The  Project,  therefore,  is  studying  in  detail 
the  role  of  placental  physiology  and  pathology  in  pregnancy  outcome. 

Project  scientists  have  developed  some  new  methods  for  early  detection 
of  brain  damage  and  for  measuring  brain  maturation  at  birth.  Studies 
reported  by  one  of  the  collaborating  Institutions  this  year  are  demon- 
strating that  routine  electroencephalograms  of  newborn  babies  can  be 
valuable  for  this  purpose. 
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Many  other  studies  aimed  at  saving  children  from  mental  retardation 
are  being  conducted  by  Public  Health  Service  scientists  and  grantees 
outside  the  long-term  Collaborative  Project.  These  include  studies 
of  some  major  problems  of  the  perinatal  period,  such  as  prematurity, 
jaundice,  birth  injury,  and  asphyxia  (oxygen  lack).  Our  ability  to 
prevent  or  counteract  these  pregnancy  complications  will  go  far  toward 
lessening  the  occurrence  of  mental  retardation  and  other  chronic  child- 
hood disorders. 

A major  research  center  in  the  Western  Hemisphere  where  primate  studies 
are  shedding  light  on  the  developing  brain  and  nervous  system  is  the 
Public  Health  Service  Laboratory  of  Perinatal  Physiology  in  San  Juan, 
Puerto  Rico.  Since  rhesus  monkeys  and  humans  possess  similar  repro- 
ductive processes  and  nervous  systems,  scientists  are  hopefiil  that 
this  primate  testing  ground  will  help  clarify  some  of  the  obscure 
areas  of  the  pregnancy  process. 

Investigators  have  found  that  Infant  rhesus  monkeys,  subjected  to 
controlled  asphyxia  and  resuscitation  at  birth,  developed  various 
degrees  of  neuromotor  and  behavioral  handicaps,  including  symptoms 
of  mental  retardation,  cerebral  palsy,  epilepsy,  and  deafness. 

From  these  studies  the  evidence  strongly  indicates  that  anoxia, 
occurring  near  the  end  of  the  gestational  period,  can  cause  perm- 
anent damage  in  the  primate  brain. 

Although  newborns  have  demonstrated  capacities  for  tolerating  oxygen 
deprivation,  knowledge  of  the  effect — on  the  brain  or  other  tissues — 
of  anoxia  survival  is  Incomplete.  Experimental  evidence  is  accumu- 
lating in  the  Puerto  Rican  Laboratory  and  elsewhere  that  infants  can 
survive  anoxia  only  at  the  cost  of  injury  to  the  developing  brain. 

A study  by  Public  Health  Service  grantees  last  year  reports  experiments 
demonstrating  that  newborn  rats  and  mice,  deprived  of  oxygen,  showed 
ability  to  survive  anoxia  until  adult  life;  however,  examination  of 
their  cerebral  cortes  indicated  Injury  which  inhibited  proper  develop- 
ment of  nerve-cell  fibers  (dendrites).  Investigators  suggest  that 
these  experimental  studies  with  rodents  may  have  implications  concerning 
the  sensitivity  of  the  human  cortex  to  anoxic  injury. 

Possible  preventive  efforts  against  damaging  effects  of  asphyxia  are 
also  Indicated  by  grantee  studies  this  year.  These  studies  with 
guinea  pigs  suggest  that  lowering  the  body  temperature  may  be  helpful 
in  treating  newborn  babies  suffering  respiratory  distress  because  of 
sedatives  taken  by  the  mothers  during  the  birth  process.  The  lower 
body  temperature  acts  as  a protective  mechanism  by  temporarily  re- 
ducing oxygen  requirements  until  the  infant's  breathing  mechanism 
can  function  properly. 
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Prevention  of  prematurity,  a large  factor  in  brain  damage  and  in- 
fant deaths,  is  also  basic  to  lessening  the  risk  of  retardation. 

Among  surviving  infants,  prematiarity  can  be  associated  with  vary- 
ing defects  ranging  from  minor  neurological  impairments  to  severe 
intellectual  damage.  The  effects  of  extreme  prematurity  are  es- 
pecially deleterious.  This  year.  Service  grantees  reported  a study 
of  obstetrical  backgrounds  of  over  700  children  afflicted  with 
cerebral  palsy  compared  to  normal  children.  The  study  reinforces 
previous  findings  that  extreme  prematurity  is  an  important  factor 
in  the  cause  of  this  disorder. 

Problems  of  nutrition,  infection,  and  jaundice  are  being  investi- 
gated in  present  studies  of  the  causes  of  brain  damage.  Greater 
knowledge  of  these  areas  will  aid  in  reducing  infant  mortality  and 
injury.  Blood-type  incompatibility  (Rh  factor)  accoints  for  a large 
proportion  of  cases  of  neonatal  jaundice.  New  findings  concerning 
treatment  of  Rh  disease  in  newborn  may  help  prevent  brain  damage. 

An  investigation  of  jaundice  in  premature  Infants  revealed  that 
jaundiced  babies  with  respiratory  difficulty  tend  to  have  high  serum 
concentrations  of  bilirubin  and  are  more  likely  to  require  exchange 
blood  transfusions  to  survive  than  are  jaundice  infants  without 
respiratory  difficulty. 

Moreover,  the  albumin  in  the  um.bical  cord  blood  of  infants  with  Rh 
disease  was  found  to  have  a lower  billrubln-blndlng  capacity  than 
normal  infants.  This  finding  suggests  that  it  might  be  advantageous 
to  add  concentrated  human  serum  albumin  to  donor  blood  used  in 
exchange  transfusion,  thus  increasing  the  albumin  level  and  binding 
capacity  of  the  baby's  serum. 

At  the  same  time  that  research  emphasis  is  given  to  the  perinatal 
factors  causing  mental  retardation,  important  postnatal  factors 
which  may  impair  intellectual  development  must  also  be  studied. 

Because  mental  function  can  be  affected  by  a variety  of  forces 
which  operate  during  the  postnatal  period,  the  Public  Health  Service 
is  sponsoring  investigations  to  learn  more  about  the  effects  of  brain- 
damaging  factors  in  childhood.  Three  major  postnatal  factors  respon- 
sible for  retardation  to  which  an  increasing  research  focus  is  being 
given  are  accident  and  injury,  convulsive  disorders,  and  infectious 
disorders . 

Postnatal  accidents  and  Injury  constitute  the  most  common  single 
cause  of  hospitalization  in  our  childhood  population.  (In  a survey 
of  a group  of  Injured  hospitalized  children,  injuries  of  the  head 
and  brain  accounted  for  30  per  cent.)  Although,  head  injury  is 
not  usually  regarded  as  a cause  of  mental  retardation,  at  least  10 
per  cent  of  institutionalized  retarded  suffer  from  this  postnatal 
condition. 
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Automobile  collisions,  mishaps  during  sports  and  play  activities, 
and  accidents  in  the  home  account  for  a large  portion  of  head  injuries 
which  can  lead  to  permanent  neurological  impairment.  Many  of  the 
serious  permanent  residuals  of  such  injury  appear  to  develop  after 
the  event  during  a postconcussion  reactive  phase.  Various  studies 
at  the  Service's  Bethesda  laboratories  and  at  grantee  institutions 
are  attempting  to  understand  the  mechanism  of  brain  edema  which  often 
causes  serious  problems.  Increased  understanding  of  these  basic 
mechanisms,  coupled  with  prompt  and  definitive  surgical  management 
of  accident  victims,  could  greatly  reduce  the  severity  of  the  perma- 
nent damage  to  the  brain  and  nervous  system. 

Epilepsy  and  other  convulsive  disorders  during  the  early  develop- 
ment period  can  result  in  injury  to  the  brain.  An  understanding 
of  the  mechanisms  by  which  these  seizures  occur,  and  the  way  in 
which  permanent  brain  damage  may  take  place  is  important.  Extensive 
research  regarding  the  anatomical,  electrical,  or  chemical  factors 
responsible  for  seizures,  as  well  as  evaluation  studies  of  a variety 
of  anti-convulsants,  may  provide  answers  needed  to  prevent  retardation. 

A Public  Health  Service  study  which  attempted  to  relate  mental 
development  to  the  various  characteristics  of  epileptic  seizures 
showed  this  year  that  there  is  a significantly  higher  incidence  of 
mental  retardation  in  children  with  frequent  minor  epileptic  seizures 
as  compared  to  those  with  less  frequent  major  attacks.  This  evaluation 
is  based  on  a 4 year  follow-up  clinical  and  laboratory  study  of  110 
children  whose  epileptic  attacks  were  first  investigated  when  they 
were  under  2 years  of  age. 

Increasing  knowledge  of  infectious  disorders  of  childhood,  and  of 
the  numerous  viruses  which  can  attack  the  growing  child,  is  also  a 
field  of  vital  research  interest.  Measles,  for  example,  the  number 
one  childhood  disease,  can  lead  to  severe  Impairments,  including 
mental  retardation.  Release  of  the  two  types  of  measles  vaccines 
approved  recently  for  manufacture  underscores  the  need  for  mass 
immunization  programs  among  preschool  children,  as  well  as  among 
children  of  school  age.  In  many  instances,  serious  complications 
such  as  measles  encephalitis  have  resulted  in  permanent  injury  to 
very  young  children.  Relief  of  inflammatory  reactions  through 
effective  antibiotic  therapy,  in  the  case  of  mumps  and  spinal 
meningitis,  is  also  a way  of  saving  some  children  from  mental 
retardation. 

Discovery  of  additional  biochemically  caused  forms  of  mental  retar- 
datioft,  such  as  phenylketoniaria  and  galactosemia,  may  aid  in  pre- 
venting and  treating  more  cases  of  retardation.  In  these  genetically 
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determined  abnormalities,  an  absent  or  abnormal  enzyme  disrupts 
the  normal  metabolic  sequence,  with  the  biochemical  result  either 
in  the  absence  of  an  essential  material  or  the  accumulation  of  a 
substance  in  toxic  amounts.  Because  of  the  preventive  implications 
offered  by  greater  understanding  of  inborn  errors  of  metabolism, 
biochemical  studies  of  the  brain  play  a prominent  role  in  the  Ser- 
vice's total  research  effort.  Over  30  projects  related  to  inborn 
errors  of  metabolism  alone  are  being  supported  in  this  aspect  of 
the  mental  retardation  research. 

Studies  in  the  pathology  of  brain  tissue  represent  another  area 
that  may  ultimately  bring  understanding  to  the  problem  of  mental 
retardation.  Public  Health  Service  scientists  and  grant-supported 
investigators  are  seeking  clues,  through  postmortem  examinations, 
to  the  exact  stage  when  the  maldevelopmental  process  began  and  to 
the  location  and  severity  of  tissues  destruction.  Such  knowledge, 
when  correlated  with  clinical  observations  and  patient  histories, 
can  help  identify  previously  unrecognized  organic  causes  of  mental 
retardation. 

Continuing  research  and  analysis  of  the  effect  of  neonatal  and  infan- 
tile cortical  and  subcortical  lesions  on  learned  and  unlearned  be- 
havior is  a part  of  another  extensive  research  project  involving 
the  behavioral  changes  resulting  from  Induced  phenylketonuria  in 
primates  and  the  effects  of  interruption  of  other  enzyme  systems 
or  disease  entities  on  neonatal  primates  and  fetuses. 

A Mental  Retardation  Clinical  Research  Center,  the  first  of  its  kind, 
has  been  established  at  the  University  of  Nebraska.  The  Center 
brings  together  contributions  from  medicine,  biochemistry,  genetics, 
psychology,  physiology,  anthropology,  sociology,  speech  pathology, 
and  special  education  in  studying  the  genetic,  social,  psychological, 
and  somatic  aspects  of  mental  retardation. 

Closely  allied  with  the  Center  is  a project  referred  to  as  a Pilot 
Screening  Treatment  Unit  for  Mentally  Retarded.  This  facility  was 
designed  as  an  evaluation  and  intensive  treatment  unit  for  all  pre- 
school children  in  the  State,  under  six  years  of  age,  who  were  con- 
sidered retarded.  The  age  limit  was  subsequently  raised  to  twelve 
years,  and  the  scope  of  the  evaluation  program  has  been  broadened 
to  include  children  with  speech  and  hearing  problems  associated 
with  retardation. 

Investigations  of  the  effects  of  psycholparmacologlcal  agents  in 
children,  particularly  in  regard  to  mental  retardation,  are  seeking 
to  determine  such  things  as  effects  of  certain  drugs  on  reading  skills. 
Comparisons  have  been  made  of  the  patterns  of  perceptual,  cognitive. 
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and  motor  skills  in  retarded  and  nonretarded  readers.  A detailed 
report  was  presented  this  past  year  concerning  the  use  of  psycho- 
active agents  as  adjuncts  in  remedial  reading. 

Several  studies  are  imderway  of  some  of  the  factors,  other  than  I.Q., 
which  may  influence  the  extent  to  which  a mentally  subnormal  child 
is  seen  as  mentally  subnormal. 

The  first  phase  has  been  completed  of  a study  concerned  with  over 
two  hundred  institutionalized  mildly  retarded  children.  Attention 
was  focused  upon  family  background,  family  structure  and  familial 
incidence  of  mental  retardation  among  mildly  retarded  and  the 
relevant  factors  predisposing  institutionalization.  The  significant 
finding  is  that  the  immediate  precipitating  factor  leading  to  admis- 
sion in  sixty  per  cent  of  the  cases  was  the  child's  behavior. 

A study  of  self-attitudes,  emotional  adjustment,  and  learning  in 
the  mentally  retarded  is  increasing  understanding  of  the  dynamics 
of  their  behavior,  both  institutionalized  and  non-institutionalized. 
Findings  of  a part  of  this  study,  relating  to  patterns  of  hostility 
may  serve  different  functions  for  different  mentally  deficient  in- 
dividuals. 

A study  of  relationships  between  parental  attitudes  and  the  social 
development  of  pre-school  retarded  children  is  contributing  to  the 
understanding  of  the  attitudes  of  parents  toward  retarded  children. 

The  focus  of  a related  project  is  on  the  aspects  of  the  family  re- 
lationship which  appear  to  have  consequences  for  the  mental  health 
of  the  intellectually  normal  brothers  and  sisters  of  a severely 
retarded  child.  One  of  the  several  aims  of  the  study  is  to  determine 
the  effects  of  placement  of  the  retarded  child  in  an  institution  on 
parents'  dissatisfaction  with  the  normal  children  in  the  family. 

Research  activities  in  this  area  are  directed  toward  exploring 
abilities  starting  with  basic  sensory  and  motor  tasks,  continuing 
through  perceptual  functions,  to  reasoning,  memory  and  integrative 
functions.  One  objective  is  to  then  compare  the  development  of 
abilities  in  retarded  children  with  that  of  normal  children.  It  is 
hoped  that  the  findings  will  contribute  to  the  improvement  of 
classification,  treatment,  and  training  procedures. 

Investigations  to  develop  improved  training  methods  for  mental 
defectives  constitute  the  product  of  principles  derived  from  a 
number  of  studies  with  animals  and  normal  humans.  For  example, 
it  has  been  found  that  both  high  and  low  level  retarded  individuals 
can  readily  learn  to  operate  an  arithmetic  teaching  machine,  usually 
within  a single  short  session.  The  testing  and  improvement  of  this 
device  and  technique  continues. 
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It  is  well  known  that  cognitive  functioning  in  the  brain-injured 
and  the  mentally  defective  individual  shows  distinct  limitations 
in  resources  for  handling  novelty  and  change.  Visual  perception 
is  an  area  which  lends  itself  to  the  study  of  these  phenomena 
through  altered  conditions  of  binocular  vision,  such  as  artifically 
induced  antiseikonia — a condition  in  which  the  image  seen  by  one 
eye  is  different  from  that  seen  by  the  other. 

One  of  the  recommendations  of  the  President's  Panel  on  Mental 
Retardation  was  that  high  priority  be  given  to  development  of 
additional  research  centers  on  mental  retardation.  The  Public 
Health  Service  plans  to  begin  developing,  in  conjunction  with 
outstanding  universities,  a small  number  of  major  centers  for 
research  and  research  training  in  human  development,  during  1964 
and  1965.  These  centers  will  provide  for  broadly-based  research 
and  training  activities  involving  a number  of  scientific  disci- 
plines, and  initially  would  be  focused  on  problems  of  mental 
retardation  and  perinatal  biology. 

B.  State 


Slow  progress  is  being  made  in  the  development  of  research  pro- 
grams in  State  mental  health  agencies.  Some  of  the  large,  urban, 
wealthy  States  support  substantial  research  programs,  but  in  most 
States  there  is  little  or  no  State-financed  research. 

An  important  forward  step  during  the  year  was  the  establishment 
of  MISSOURI'S  Institute  of  Psychiatry,  a training  and  research 
facility  for  the  Missouri  Division  of  Mental  Diseases.  The  new 
institute  is  located  on  the  grounds  of  the  St.  Louis  State  Hospital 
and  is  affiliated  with  the  Department  of  Psychiatry  and  Neurology 
of  Washington  University  School  of  Medicine.  The  institute  will 
train  psychiatric  residents,  psychiatric  nurses  and  aides,  clinical 
psychologists,  psychiatric  social  workers  and  adjunctive  therapists. 
It  also  provides  post-doctoral  training  in  research  for  psychologists 
and  physicians.  The  first  major  study  of  the  institute  will  be  on 
pharmacological  rehabilitation  of  hospitalized  mental  patients. 

C . Private 


Little  Information  has  been  assembled  regarding  the  role  of  private 
organizations  in  the  field  of  mental  research.  In  a study  prepared 
by  Jeanne  L.  Brand,  Ph.D.,  it  was  found  that  seventy-nine  of  the 
participating  organizations  offered  funds  for  research.  Grants  in 
support  of  service  activities  constituted  the  second  most  frequent 
form  of  available  support.  Many  local  organizations  give  the  major 
share  of  their  funds  to  assist  in  the  operations  of  hospitals, 
clinics,  and  community  programs. 
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(Source:  "Private  Support  for  Mental  Health:  A study  of  the 

Support,  by  Foundations  and  Other  Private  National  Granting 
Agencies,  for  Mental  Health  and  Related  Disciplines,"  U.S. 

Department  of  Health,  Education,  and  Welfare,  1961.) 

6.  PROBLEM  AREAS 

The  problems  faced  in  the  attempt  to  improve  the  welfare  of  the  mentally 
retarded  are  legion,  and  in  no  sense  is  this  section  of  the  Position  Paper 
to  be  considered  all-inclusive.  The  following  problems,  the  solutions 
of  which  are  considered  to  be  critical  to  the  success  of  the  overall  pro- 
gram, are  those  for  which  no  apparent  remedy  is  known.  In  some  cases, 
they  are  the  product  of  mal-functloning  Departmental  Machinery  set  up 
to  adequately  handle  them. 

A.  Postponements  and  Excusals  in  Public  Schools 

There  is  at  present  no  suitable  Commonwealth  supported  program  in  local 
communities  for  children  of  legal  chronological  school  age  who  are  ad- 
judged uneducable  and  untralnable  by  the  county  supervisor  or  school 
psychologist. 

The  Pennsylvania  School  Code  stated  in  PL  30,  Art.  13,  Sec.  1327: 

"'Every  child  of  compulsory  school  age  ...  is  required  to  attend  a 
day  school  in  which  the  subjects  as  prescribed  by  the  State  Council  of 
Education  are  taught.  . . .'  Sec.  1326  of  said  law  states  that  the 
term  "compulsory  school  age"  shall  mean  the  period  of  a child's 
life  from  the  time  the  child's  parents  elect  to  have  the  child  enter 
school  which  shall  not  be  later  than  at  the  age  of  eight  years  until 
the  age  of  seventeen  years." 

"As  a general  rule,  a child  must  attend  school  and  the  school  district 
provide  education  from  the  age  of  eight  to  the  age  of  seventeen  years. 

This  is  subject  to  the  provisions  of  Sec.  1330  under  said  law  which 
provides  that  the  provisions  requiring  regular  attendance  shall  not 
apply  to  any  child  who,  (2)  has  been  examined  by  an  approved  mental 
clinic  or  by  a person  certified  to  be  a school  psychologist  or  psycho- 
logical examiner  and  has  been  found  to  be  unable  to  profit  from  further 
school  attendance  . . . ." 

Sec.  1375  of  said  law  states  that  the  "State  Council  of  Education  shall 
establish  regulations  for  temporary  or  permanent  exclusion  from  the 
public  school  of  children  who  are  found  to  be  uneducable  and  untralnable 
. . . ."  Any  child  who  is  reported  ".  . . by  a person  certified  as  a 
public  school  psychologist  as  being  uneducable  and  untralnable  in  the 
public  schools  . . . shall  be  certified  to  the  Department  of  Welfare 
as  a^ child  who  is  uneducable  and  untralnable  in  the  public  schools.  When 
a child  is  thus  certified,  the  public  schools  shall  be  relieved  of  pro— 
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viding  education  or  training  for  such  child.  The  Department  of  Wel- 
fare shall  . . . arrange  for  the  care,  training  and  supervision  of 
such  child  in  a manner  not  inconsistent  with  the  laws  governing 
mentally  defective  individuals  . . . 

It  is  obvious  that  local  school  authorities  do  have  the  prerogative  in 
this  matter.  However,  in  a letter,  the  Director  of  the  Bureau  of 
Special  Services  for  Pupils  Department  of  Public  Instruction  states: 

"The  problem  seems  to  be  that  certain  communities  adhere  to 
a strict  Interpretation  of  these  matters.  When  such  local- 
ities are  identified  to  us  this  Bureau  makes  every  attempt 
to  interpret  the  situation  to  such  districts  and  seek  their 
cooperation  in  a more  liberal  Interpretation." 

"In  other  words,  there  is  legal  provision  for  the  education 
in  public  schools  of  mentally  retarded  children  of  school 
age,  and  we  are  interested  in  this  Bureau  seeing  to  it  that 
such  facilities  are  provided  wherever  and  whenever  children 
can  utilize  them.  It  would  help  us  in  our  aspects  of  com- 
munity education  with  school  boards  and  school  districts  to 
know  specific  areas  in  which  children  are  being  denied  these 
opportunities . " 

It  would  seem  that  with  compulsory  education  requirements,  the  Depart- 
ment of  Public  Instruction  would  take  positive  steps  to  determine  what 
children,  if  any,  are  not  attending  school  and  the  reasons  therefore; 
however,  in  another  letter  the  Director  states: 

"It  is  not  a case  of  refusing  to  accept  responsibility;  rather 
it  is  a case  of  regulation  and  law.  The  action  on  regulations 
in  regard  to  inability  to  attend  public  schools  is  assigned  by 
State  Council  to  the  local  school  districts,  and  without  a 

change  of  law  and  regulation,  all  the  Department  of  Public 

Instruction  can  do  is  to  transmit  to  the  Department  of  Welfare 
those  papers  which  are  filed  with  us." 

"There  may  be  two  reasons  why  the  school  districts  have  no  files 

on  all  of  the  children.  . . . The  first  reason,  which  I hope  is 

the  real  reason,  is  that  the  children  may  be  out  of  school  under 
the  provisions  of  "postponement"  which  makes  them  eligible  for 
reconsideration  up  to  their  12th  birthday.  This  means  that  the 
child  is  really  known  to  the  school  district  and  the  county  board 
and  awaiting  appropriate  action.  The  second  reason  is  that  the 
papers  have  just  not  been  filed." 
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"It  is  necessary  that  we  have  the  names  of  specific  children  and 
their  district  of  residence  before  any  action  in  behalf  of  any 
specific  children  can  be  Instituted." 

"To  operate  classes  for  children  who  do  not  conform  to  the  stan- 
dards of  public  school  classes  as  passed  by  the  State  Board  of 
Education,  would  require  an  amendment  to  the  present  law  cover- 
ing special  education." 

"The  use  of  the  legal  device  of  transferring  responsibility  to 
DPW  is  usually  irreversible  and  puts  the  child  on  a waiting  list 
for  institutionalization,  since  this  course  of  action  is  about  the 
only  one  available  to  DPW  at  present.  There  is  a need,  it  would 
seem,  for  cooperation  between  DPW  and  DPI  to  establish  in  local 
communities  some  kind  of  facility  for  the  care,  hopefully  temporary, 
of  school  age  children  who  have  some  potential  for  a school  program 
but  need  more  special  attention  than  is  now  provided." 

While  the  applicable  sections  of  Public  Law  30  are  very  clear,  imple- 
mentation breaks  down  all  along  the  line.  First,  there  is  a play  on 
words  as  to  the  correct  definition  of  "Education";  secondly,  the  child  is 
merely  excused  from  school  and  the  parent  must  take  steps  to  follow  up 
the  certification  angle  (if  the  parent  is  versed  in  the  School  Code),  and 
should  the  individual  go  through  the  entire  series  and  be  certified  to 
the  Department  of  Public  Welfare,  the  final  answer  is  a State  School 
and  Hospital  which  does  not  fit  the  spirit  of  the  school  Code.  The 
latter  specifically  states  "care,  training  and  supervision,"  and  common 
sense  would  dictate  that  this  should  be  to  the  limits  of  the  child's 
ability. 

B.  Harrassment  of  Administrative  Officers  by  Local  Politicians 

It  would  seem  that  in  the  treatment  and  care  of  the  retarded,  purely 
political  pressures  would  have  no  place.  Administrative  Officers, 
particularly  Superintendents  of  State  Schools  and  Hospitals  know  that 
such  pressure  is  sometimes  evident  to  a degree  that  it  can  Interfere 
with  the  normal  functioning  of  the  activity. 

Admissions,  special  considerations  and  the  hiring  of  employees  should 
take  place  in  accordance  with  the  rules  and  regulations  established  to 
govern  such  procedures. 

Nonetheless,  it  is  recognized  that  a person  in  public  office  has  a cer- 
tain degree  of  responsibility  to  his  constituents,  and  certainly  cannot 
be  censored  for  an  honest  attempt  to  expedite  the  alleviation  of  suffering 
by  a family  with  a retarded  child,  or  for  responding  to  any  other  reason- 
able appeal  for  help. 

This  is  a very  real  problem  which  can  have  serious  consequences. 
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C.  Vocational  Rehabilitation 


The  Federal  and  State  grants  for  the  establishment  and  augmentation  of 
sheltered  workshops,  together  with  the  passage  of  Act  85A  seemed  to 
signal  a recognition  of  value  of  rehabilitation,  or  more  correctly, 
habilitation  to  the  country  and  the  community  as  well  as  the  retarded. 

An  overview  of  the  Rehabilitation  Setup  for  the  retarded  in  the  Common- 
wealth could  instill  serious  doubts  as  to  its  effectiveness  in  the  voca- 
tional rehabilitation  of  the  retarded.  Measuring  the  success  of  this 
venture  by  the  number  in  percentage  of  retardates  who  have  actually  been 
graduated  into  relatively  permanent  and  remunerative  work  situations 
would  point  up  a serious  dilemma,  which  if  not  solved,  will  be  fatal 
to  the  entire  project. 

In  the  Commonwealth,  there  are  a goodly  number  of  sheltered  workshops 
which  are  non-state  operated  but  which  are  subsidized  by  state  monies 
in  the  form  of  remuneration  for  training,  etc.  The  fact  that  no  actual 
training  program  is  in  operation  at  many  of  these  activites,  some  of 
which  do  not  have  sufficient  personnel  of  the  proper  calibre  and  neces- 
sary scholastic  attainments  to  carry  out  an  effective  training  program, 
seems  to  be  unimportant.  It  is  sad  but  true  that  many  such  activities 
are  custodial  in  nature,  with  the  workers  accomplishing  some  simple 
repetitive  tasks,  with  no  program  in  effect  for  normal  progression  to 
more  complex  items.  The  same  individuals  continue  year  after  year,  and 
the  energies  of  the  Commonwealth  continue  to  be  expended  in  doing  more 
and  more  of  the  same  thing  without  receiving  the  dividends  of  rehabili- 
tated retardates  gainfully  employed.  In  this  connection,  a certificate 
of  training  completion  by  the  retardate  must  not  be  considered  the  end 
product.  The  determination  of  an  acceptable  result  should  depend  on 
whether  or  not  the  vocational  rehabilitation  services  have  rendered 
the  retardate  able  to  perform  work  at  a higher  level. 

The  knowledge  of  how  to  attack  the  myriad  of  problems  incident  to  the 
rehabilitation  of  the  retarded  is  limited  at  its  best,  and  many  questions 
are  unanswered. 

It  seems  that  a step  in  the  right  direction  would  be  for  the  Common- 
wealth to  make  the  first  moves  toward  the  assumption  of  its  responsi- 
bility to  supervise  and  implement  the  rehabilitative  efforts  currently 
in  effect  in  the  Commonwealth.  This  should  entail  the  establishment 
of  criteria  which  could  be  used  as  a standard  for  all  workshops  and 
activity  centers,  particularly  those  operating  outside  of  State  control 
which  receive  a subsidy  from  the  Commonwealth.  The  establishment  of 
such  criteria  will  carry  with  it  the  responsibility  of  seeing  that  it 
is  carried  out.  This  operation  should  be  considered  as  the  preliminary 
phase  in  the  eventual  absorption  of  all  rehabilitation  activities  by  the 
Commonwealth. 
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NOTE:  When  such  activites  were  started  by  Chapters  of  PARC  within 
counties,  it  was  with  the  thought  that  each  activity  was  "pilot"  in 
nature,  and  would  eventually  come  under  State  operation. 

Along  with  this  program  should  go  better  training  programs  for  staff  per- 
sonnel. This  training  should  Include  rehabilitation  counselling  in  the 
vocational  and  social  adjustment  of  the  mentally  retarded,  operation 
of  workshops  and  research  centers  to  determine  competencies  needed,  out- 
line policies,  and  formulate  evaluation  procedures. 

Along  with  the  determinations  should  be  that  of  minimum  acceptability 
of  those  placed  in  a supervisory  and  a teaching-training  position.  The 
processes  Involved  in  vocational  rehabilitation  should  be  thoroughly 
investigated  with  particular  reference  to  their  effectiveness  in  the 
rehabilitation  of  the  retarded. 

It  should  be  the  responsibility  of  Vocational  Rehabilitation  Programs  to 
provide  the  retarded  with  opportunities  for  social  adjustment  and  voca- 
tional training  which  will  prepare  them  for  later  life. 

The  Bureau  of  Vocational  Rehabilitation  should  have  the  responsibility 
to  provide  leadership  and  to  encourage  rehabilitation  agencies  to  develop, 
expand  and  improve  rehabilitation  programs  for  the  retarded. 

Such  programs  should  include: 

1.  Training  courses  in  appropriate  vocational  areas 

2.  School-work  experience 

3.  Sheltered  workshops 

4.  On-the-job  training 

5.  Supportive,  placement  and  other  related  services 

Long  term  sheltered  employment  opportunities  should  be  available  to  the 
retarded  who  cannot  be  placed  in  competitive  employment  after  a reasonable 
period  of  training. 

The  Bureau  of  Vocational  Rehabilitation  has  the  responsibility  to  strive 
to  establish  high  standards  of  operation  in  rehabilitation  programs  for  the 
retarded,  including  their  staffing  by  fully  qualified  personnel. 

Activity  programs  for  Independent  living  are  essential  for  retarded  adults 
who  have  great  difficulty  in  adapting  themselves  to  work  production  programs, 
and/or  need  assistance  in  performing  the  routine  tasks  of  dally  living 
(grooming,  travel,  manners).  These  programs  should  be  a part  of  comprehensive 
community  rehabilitation  programs  for  the  retarded. 
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7.  EVALUATION  AND  RECOMMENDATIONS  INCLUDING  LEGISLATIVE 

RECOI4MENDATIONS 


A.  Implementation  of  the  Comprehensive  Mental  Retardation  Plan 

It  is  obvious  that  implementation  of  whatever  plan  is  finally  adopted 
that  it  be  long  range  in  nature.  Consequently,  in  order  to  assure  care- 
ful consideration  and  needed  legislation,  it  is  essential  that  some  figures 
be  set  up  to  accomplish  this.  It  is  vitally  important  that  public  and  pri- 
vate funds  used  in  the  financial  Implementation  of  the  plan  be  used  effi- 
ciently. 

Experience  has  shown  that  this  can  best  be  accomplished  by  a commission 
established  by  an  Act  of  the  Legislature  rather  than  by  Executive  Order. 

RECOMMENDATIONS 


It  is  recommended  that  legislation  be  enacted  to  appoint  an  on-going  perm- 
anent Commission,  comprising  members  of  the  legislature,  members  of  the  State 
Government  and  private  citizens  appointed  by  the  Governor  to  assure  implemen- 
tation of  the  Comprehensive  Mental  Retardation  Plan. 

B.  Standardization  of  Rules  and  Regulations  Governing  State  Schools 

and  Hospitals 

Repeated  visits  to  State  Schools  and  Hospitals  for  the  mentally  retarded 
with  observations  of  patients  from  a lay  point  of  view  brings  into  sharp 
realization  the  exceeding  fine  line  between  relative  normality  and  sub- 
normality.  At  each  facility  is  found  the  mildly  retarded  who  play  in  the 
band,  play  baseball,  serve  in  the  dining  rooms  and  accomplish  a thousand 
other  tasks  in  a fairly  efficient  manner.  These  tasks  are  counterpart  to 
the  everyday  tasks  found  in  any  community,  and  the  degree  of  perfection 
obtained  is  comparable.  In  fact,  when  weighing  the  abilities  of  indi- 
viduals within  and  outside  residential  care  who  work  as  boot  blacks,  bus 
boys,  etc.,  those  in  residential  care  have  the  edge;  at  least  their  capa- 
bilities are  on  a par  and  their  personalities  are,  on  the  whole,  more 
pleasing. 

The  disturbing  fact  is  that  those  in  residential  care  are  long  term,  with 
little  if  any  hope  of  ever  having  the  chance  to  live  a normal  life  in  a 
normal  world.  They  are  the  recipients  of  residential  care  which  they  do 
not  need,  and  no  residential  program  to  help  them  beyond  their  present 
status  is  available.  As  a matter  of  fact,  the  cards  are  stacked  against 
them  to  the  extent  that  opportunities  to  meet  the  outside  world  in  a social 
sense  are  forbidden.  It  is  Ironical  that  these  mildly  retarded  are  denied 
the  opportunity  to  mingle  with  and  take  a wage  earning,  self-supporting 
place  in  society,  while  the  waiting  lists  with  their  urgent  cases  for 
entrance  are  viewed  with  horror  and  alarm. 
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These  mildly  retarded  have  demonstrated  ability  to  perform  some  tasks  of 
society,  but  are  denied  association  with  that  society.  They  have  no  out- 
side friends  because  visitors  other  than  immediate  relatives  are  dis- 
couraged. Their  opportunities  to  meet  people,  other  than  those  of  the 
residence,  are  non-existent.  For  all  practical  purposes,  they  live  within 
the  confines  of  a penal  institution  rather  than  a State  School  and  Hospital. 
Such  environment  stems  directly  from  the  rules  and  regulations  promulgated 
in  each  activity  by  the  superintendent. 

In  direct  contradiction  to  the  foregoing  are  items  from  "Report  to  the 
President"  made  by  the  President's  Panel  on  Mental  Retardation.  Following 
are  condensed  excerpts  from  that  Report: 

(a)  The  goal  of  every  residential  program  should  be  the  elimin- 
ation or  amelioration  of  as  many  symptoms  as  possible  and 
the  achievement  of  independent,  semi-dependent  or  even  a 
sheltered  extramiaral  life  for  every  person  under  care  in 
accordance  with  his  potential.  This  can  be  accomplished 
only  by  a devoted  staff  with  a variety  of  professional 
skills  and  a competent  administration.  Both  can  be 
rendered  impotent,  however,  without  the  support  and  leader- 
ship of  a competent  and  interested  State  Department  or 
Board  of  Trustees.  In  ard  outdoor  recreation,  social 
activities,  programs  of  physical  fitness,  opportunities 
for  self-expression  through  music,  painting,  worship, 

and  other  creative  outlets  are  essential  aspects  of  a 
sound  institutional  program. 

(b)  No  child  or  adult  should  remain  in  residential  care  any 
longer  than  necessary.  Regular  and  frequent  re-evaluations 
must  be  scheduled  to  reveal  any  possibilities  that  may  have 
been  developed  in  his  community  and  to  determine  whether 
the  individual  himself  has  reached  the  point  where  he  may 
profit  by  some  other  form  of  care. 

The  foregoing  report  items  stress  the  enhancement  rather  than  repression 
of  the  usual  elements  of  a normal  environment.  This  concept  is  based  upon 
the  anticipated  result — the  retarded  individual  leading  a reasonably  normal 
life  in  a normal  society.  It  is  recognized  that  all  State  Schools  and 
Hospitals  have  moved  in  this  direction  to  some  degree,  with  some  taking 
the  lead  in  what  is  called  the  "relaxation"  of  regulations. 

RECOMMENDATIONS 


It  is  recoiranended  that  uniform  r'ules  and  regulations  covering  all  State 
Schools  and  Hospitals  be  issued  by  the  Department  of  Public  Welfare  in  the 
areas  of: 


Admissions 
Discharges 
Vacation  Periods 
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Visiting 

Visiting  Days  and  Hours 
Community  Involvement,  such  as  Sunshine 
Clubs,  Community  Sponsored  Recreation, 

Athletics,  etc. 

In  addition  to  the  foregoing  uniform  rules  and  regulations,  the  Depart- 
ment should  announce  a basic  policy — and  encourage  superintendents 
to  solicit  community  help,  particularly  in  the  socio-recreational  field. 
Augmented  social  relations  between  the  slightly  retarded  and  the  sur- 
roijndlng  community  will  promote  acceptance  by  both  parties  and  will  cer- 
tainly lighten  if  not  eliminate  the  role  of  the  halfway-house.  More 
important,  it  will  take  many  from  the  rosters  of  the  State  Schools  and 
Hospitals,  who  possibly  should  not  have  been  situated  there  in  the  first 
place . 

C.  Transfer  the  Functions  of  Family  Financial  Ability  Investigation, 

Fees  Fixing  and  Collections  for  Patients  in  State  Schools  and 

Hospitals  from  the  Department  of  Revenue  to  the  Department  of 

Public  Welfare. 


There  is  no  large  Income  group  which  can  afford  large  charges  for  resi- 
dential care  in  a State  School  and  Hospital,  and  only  a relatively  small 
group  which  has  income  sufficient  to  pay  any  charges  at  all.  Consequently, 
the  full  statutory  charge  is  paid  by  only  a very  small  percentage  of  the 
residents  (parents).  The  rest  come  under  some  sort  of  administrative 
procedure  which  sets  a rate  of  payment  according  to  their  "means"  or 
"ability  to  pay",  taking  into  consideration  the  income  of  the  parent, 
the  number  of  other  persons  supported  ty  the  parent  and  the  other 
financial  obligations  of  the  parent. 

In  accordance  with  the  Mental  Health  Act  of  1951,  the  Department  of 
Revenue  is  responsible  for  the  evaluation  of  the  family's  ability  to  pay, 
make  collections,  etc.  This  feature  injects  a third  party  into  the  com- 
munications taking  place  between  the  State  School  and  the  parents  placing 
their  child.  The  Department  of  Revenue  is  acting  merely  as  a collection 
agency,  it  is  considered  that  this  function  should  be  handled  by  the 
Department  of  Public  Welfare  which  is  familiar  with  this  case,  and  will 
be  in  a position  to  deal  with  the  parents. 
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Following  is  listed  the  various  persons,  agencies  or  authorities  which 
make  the  ability  to  pay  determination  and  the  number  of  States  where 
each  is  used: 


Person  or  Agency 
Hospital  or  Superintendent 
County  or  County  Board 
Court 

Welfare  Agency 

Department  of  Mental  Ifygiene  or 


Health,  or  claims  agency  thereof.  12 

State  Comptroller  or  Department 

of  Revenue  3 

No  Charge  3 

No  Institution  2 

No  Information 

50 


No.  of  States 

6 

4 

9 

6 


RECOMMENDATIONS 


That  legislation  similar  to  House  Bill  I6l6,  Session  of  1957,  amending 
the  Act  of  June  12,  1951  (PL  533)  be  introduced  to  transfer  certain 
functions  from  the  Department  of  Revenue  to  the  Department  of  Public 
Welfare. 


D.  Charges  for  Residential  Care  of  the  Mentally  Retarded 

The  matter  of  the  responsibility  for  charges  and  the  ability  to  pay  them 
is  a very  complex  matter  with  many  factors  to  be  considered. 

On  one  side  stands  the  retarded  child  in  need  of  residential  care.  He  is 
handicapped  through  no  fault  of  his  own,  forever  dependent,  or  at  least 
semi -dependent.  His  need  for  expensive  institutionalization  may  be  due 
to  his  own  limitations,  those  of  his  family,  or  those  of  his  community. 

On  the  other  side  stands  the  community  or  the  state.  Traditionally,  the 
burden  for  vital  services  which  are  too  costly  for  citizens  to  handle  on 
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an  individual  basis  is  accepted  by  the  community  through  taxes.  The 
community,  however,  faces  the  continuous  problem  of  finding  funds  for 
the  ever-increasing  demand  for  services. 

In  the  middle  stands  the  parent.  He  is  not  responsible,  either,  for  the 
fact  that  his  child  is  mentally  retarded  and  that  residential  care  is 
necessary.  His  retarded  child  is  only  one  of  his  responsibilities.  He 
must  also  shoulder  his  responsibilities  as  a member  of  his  community, 
his  responsibilities  to  raise  and  educate  his  other  children,  and  his 
responsibility  for  preparing  adequately  for  his  own  retirement. 

In  considering  the  impact  of  institution  charges  upon  the  family,  it 
should  be  remembered  that  the  charges  may  come  into  the  family  budget 
after  this  budget  has  been  strained  for  years  by  extra  expenses  in 
connection  with  the  retarded  child.  Also,  the  institution  charges  may 
continue  for  many  years,  perhaps  for  the  lifetime  of  the  parents,  or 
longer . 

In  the  American  Journal  of  Mental  Deficiency  published  in  I960,  a study 
by  Dr.  Edward  Eagle  into  the  matter  of  charges  for  care  concludes  with 
the  statement  that  "One  in  thirty  mentally  retarded  children  . . . will 
require  full  time  care  for  life.  This  major  calamity  is  the  problem 
not  only  of  the  parents,  but  of  society  as  well." 

It  is  bitter  irony  to  tax  parents  for  the  unavoidable  misfortune  of 
having  a retarded  child.  We  must  wonder  if  it  is  consistent  with 
American  social  philosophy  to  require  that  parents  of  mentally  retarded 
children  pay  taxes  to  support  public  education  facilities  which  exclude 
their  children,  when  there  is  a price  tag  on  their  attempts  to  obtain 
equal  benefits  for  their  children  in  State  Schools  and  Hospitals. 

The  maximum  statutory  charges  for  maintaining  a child  in  a State  School 
and  Hospital  have  increased  precipitously  in  the  past  few  years.  These 
charges  now  exceed  in  some  cases  the  cost  of  maintaining  a child  in 
college . 

Because  of  its  elusive  nature,  the  "ability  to  pay"  standard  is  subject 
to  considerable  manipulation,  frequently  resulting  in  unfairness.  In 
application  of  this  method  of  charge,  there  exists  no  standard  of  deter- 
mination . 

RECOMMENDATIONS 


That  legislative  action  be  taken  to  amend  the  Mental  Health  Act  of  1951 
to  establish  a charge  system  embodying  the  following  principles,  limdta- 
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tions,  and  procedures; 


a.  The  maximimi  responsibility  of  parents  for  the  cost  of  care 
of  the  retarded  in  State  Schools  and  Hospitals  shall  be 
limited  to  the  cost  of  rearing  a normal  child  at  home. 

b.  Other  than  provision  of  clothing  and  incidentals,  no  charges 
for  State  School  and  Hospital  care  shall  be  made  for  families 
whose  incomes  are  below  those  described  as  "modest  but  adequate" 
by  the  Bureau  of  Statistics,  U.S.  Department  of  Labor. 

c.  For  families  with  incomes  above  the  minimum  level,  criteria 
and  procedures  shall  be  developed,  based  primarily  upon  net 
taxable  income. 

d.  Responsibility  of  parents  for  charges  shall  be  reduced  or 
cease  if  the  period  of  residential  care  is  very  prolonged 
or  when  the  child  reaches  age  twenty-one,  or  over,  after 
having  been  in  the  State  School  and  Hospital  for  five  years. 

e.  No  charges  or  debt  shall  accrue  for  other  than  the  charges 
set  by  the  foregoing  procedures.  There  shall  be  a statute 
of  limitations  to  provide  that  no  charges  can  be  recovered 
which  are  past  due  for  more  than  five  years, 

f.  Assets  of  entitlements  of  individuals  residing  in  State  Schools 
and  Hospitals  may  be  applied  toward  reimbursement  to  the  extent 
of  average  per-capita  cost,  with  full  consideration  of  his  needs 
upon  rehabilitation  and  release. 


E.  Salaries  and  Complement  of  Employees  at  State  Schools  and  Hospitals 

In  early  1962,  in  the  Attendant  classification,  two  of  the  large  Pennsyl- 
vania Institutions  had  the  following  distribution  of  positions: 


Emnloyee  Classification 

SellnsCTOve 

Polk 

Attendant  I 

362 

303 

Attendant  II 

49 

105 

Attendant  Supervisor  I 

3 

12 

Attendant  Supervisor  II 

4 

0 

Attendant  Supervisor  III 

2 

0 
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Two  interesting  items  immediately  arouse  attention;  Selinsgrove  with 
411  Attendants,  has  9 supervisory  positions!  Polk  with  4O8  Attendants, 
has  12  supervisory  positions.  Consider  that  both  institutions  operate 
on  a 24“hour  basis  involving  3 shifts  and  the  dearth  of  supervisory 
personnel  is  obvious. 

In  the  Attendant  Classification,  by  far  the  largest  number  are  in 
Class  I.  88.5^  in  Selinsgrove  and  12%  in  Polk. 

In  other  words,  to  talk  about  the  typical  attendant  as  being  in  Class  I, 
is  entirely  justified. 

This  'typical  attendant  to  whom  the  State  of  Pennsylvania  entrusts  the 
largest  share  of  the  care  of  mentally  retarded  children  and  adults  is 
valued  so  low  by  the  state  that  the  exterminator,  who  goes  after  insects 
and  rodent  pests,  and  the  boiler  room  helper  who  is  low  man  in  the  boiler 
room,  are  both  in  a higher  classification  and  both  receive  higher  wages. 

How  is  this  possible?  How  can  the  State  of  Pennsylvania  put  such  a low 
value  on  what  in  other  publications  of  The  Department  of  Welfare  is 
called  "treatment”  of  mentally  retarded  "patients"? 

To  be  sure,  the  Attendant  I requires  as  Minimum  Experience  and  Training, 
"such  training  as  may  have  been  gained  through  completion  of  the  tenth 
grade  of  school  or  any  equivalent  combination  of  experience  and  training! 
whereas,  for  the  boiler  room  worker  and  the  exterminator,  only  eighth 
grade  completion  is  required,  but  the  boiler  room  helper  must  have  beyond 
eighth  grade,  six  months  of  experience  at  manual  labor!  the  exterminator, 
one  year  of  experience  in  extermination  beyond  eighth  grade.  The  catch, 
however,  is  that  in  all  three  classifications,  the  phrase  "or  equivalent 
combination  of  experience  and  training"  appears,  which  means  that  the 
attendant  by  no  means  needs  to  have  a tenth  grade  education  as  long  as 
he  is  an  older  person  who  can  claim  "experience,"  as  a substitute  to 
high  school  education. 

It  is  not  necessary  to  dwell  on  the  work  of  the  boiler  room  helper  who 
runs  coal  into  the  coal  silo,  scoops  coal  into  bins,  takes  or  assists 
in  taking  out  ashes,  cleans  and  scrubs  floors,  walls,  handrails,  etc. 

Nor  is  there  anything  special  about  the  work  of  the  exterminator.  It 
is  interesting,  however,  to  compare  their  responsibilities  with  those 
of  Attendant  I.  The  Attendant  I "takes  and  records  temperat'ure , p'ulse 
and  respiration!  passes  out  simple  oral  medications  and  applies  simple 
dressings,  observes  the  behavior  and  attitude  of  patients  and  reports 
any  deviations  from  normal  behavior!  maintains  amicable  relations  among 
patients  in  the  ward!  watches  over  a ward  or  cottage  while  on  night  duty 
oversees  patients  while  at  work  about  the  b'uildings,  grounds  and  fields. 
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Under  "required  knowledges,  skills  and  abilities,"  the  Attendant  I is 
supposed  to  show  "ability  to  develop  and  maintain  a sympathetic  attitude 
toward  the  mentally  ill,  the  mentally  defective  and  physically  disabled 
and  to  develop  an  appreciation  of  the  importance  of  practical  psycho- 
therapy in  the  restoration  of  the  health  of  the  mentally  ill  and  physically 
disabled. " 

The  Compensation  Plan,  as  amended  by  the  Executive  Board  through  January 
22,  1964,  includes  the  following  pay  range  number  and  the  minimum  and 
maximum  salary  for  these  various  classifications: 

Pay  Range 


Job  Title 

No. 

Minimum 

Maximum 

Attendant  I 

11 

$2,934 

$3,925 

Exterminator 

12 

$3,077 

$4,121 

Boiler  Room  Helper 

12 

$3,077 

$4,121 

Attendant  II 

13 

$3,234 

$4,329 

Psychiatric  Technician  I 

16 

$3,742 

$5,007 

Attendant  Supervisor  I 

16 

$3,742 

$5,007 

Dairyman  I 

17 

$3,925 

$5,268 

Psychiatric  Technician  II 

18 

$4,121 

$5,529 

Psychiatric  Technician  III 

20 

$4,551 

$6,090 

Guard  Attendant  II 

19 

$4,329 

$5,803 

Attendant  Supervisor  II 

19 

$4,329 

$5,803 

Dairyman  II 

20 

$4,551 

$6,090 

Guard  Attendant  Supervisor  I 

21 

$4,773 

$6,390 

Psychiatric  Technician  IV 

22 

$5,007 

$6,716 

Attendant  Supervisor  III 

22 

$5,007 

$6,716 

Psychiatric  Technician  V 

25 

$5,803 

$7,772 

Guard  Attendant  Supervisor  II 

25 

$5,529 

$7,407 
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As  noted  in  the  Attendant  Supervisor  I position,  the  only  supervisoiy 
attendant  position  existing  at  Polk  State  School,  Attendant  Supervisor  I, 
is  in  Pay  Class  16,  but  Dairy  Man  I is  in  the  next  higher  classification, 
17. 

The  Attendant  Supervisor  I does  "Supervisory,  sub-professional  nursing 
work  in  the  care  of  the  mentally  ill  or  the  mentally  deficient  and  the 
maintenance  of  their  quotas  in  a group  of  wards  at  a state  institution." 
"Work  Involves  the  responsibility  of  making  of  rounds  in  wards  to  review 
the  work  of  subordinates  and  give  required  Instruction.  Responsibilities 
are  undertaken  with  considerable  independence  but  in  accordance  with 
prescribed  procedures." 

The  Attendant  Supervisor  is  required  to  have  considerable  knowledge  of 
practical  nursing  and  custodial  care  of  physically  and  mentally  ill 
patients.  Dairy  Man  I is  required  to  have  considerable  knowledge  of 
modern  dairy  farm  practices,  the  maintenance  of  dairy  equipment  and 
of  the  feeding,  testing,  breeding  and  general  care  of  dairy  cattle. 

Attendant  Supervisor  I must  have  knowledge  of  common  physical  and  mental 
illnesses,  their  obvious  symptoms  and  have  appropriate  medical  terminology. 

Dairy  Man  I must  have  knowledge  of  common  cattle  diseases,  their  symptoms 
and  treatment.  The  Attendant  Supervisor  I must  have  ability  to  Instruct 
subordinates,  to  prepare  and  sign  work  schedules  and  to  prepare  and  review 
ward  and  patient  reports.  The  Dairy  Man  I must  have  ability  to  plan  and 
lay  out  and  supervise  the  work  of  subordinates  and  patients  or  "inmates." 

There  are  other  requirements  which  are  similar  but  there  is  one  particular 
additional  one  for  the  Attendant  Supervisor  I:  Ability  to  maintain  a 
sympathetic  attitude  toward  the  mentally  and  physically  ill  and  to  Instill 
this  attitude  in  attendants.  No  such  requirement  is  made  of  the  dairy 
man  as  far  as  his  charges  are  concerned. 

For  the  dairy  man,  the  State  of  Pennsylvania  wants  to  have  in  addition, 
two  years  of  experience  in  dairy  farm  work  involving  supervisory  experience 
graduation  from  a standard  high  school,  supplemented  by  college  level  cours 
in  dairy  husbandry  (or  any  equivalent  combination  of  experience  and  trainin 
Since  the  attendant  supervisor  is  not  working  with  "A  valuable  herd  of  daii^ 
cattle"  but  only  for  the  residents  in  a large  building,  cottage  or  multiple 
ward,  the  State  of  Pennsylvania  requires  besides  the  two  years  of  exper- 
ience, including  one  year  of  supervisory  experience,  only  tenth  grade 
education. 
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It  is  believed  that  many  civic  organizations  and  civic-minded  indi- 
viduals in  Pennsylvania  woiild  be  outraged  if  they  would  become  ac- 
quainted with  this  state  of  affairs.  To  revise  State  Schools  and 
Hospital  employees'  salaries  upward  to  their  rightful  level,  commen- 
surate with  the  responsibilities  will  increase  the  efficiency  of  the 
State  Schools  and  Hospitals  by  permitting  the  Superintendents  to  hire 
personnel  of  a much  higher  standard  and  who  will  fit  an  adequate  job 
description. 

RECOMMENDATIONS 


That  a complete  and  detailed  survey  be  made  of  the  wage  system  for 
employees  at  State  Schools  and  Hospitals,  and  that  salaries  be  in- 
creased to  an  amount  consistent  with  responsibilities.  That  a figure 
of  upward  revision  be  included  in  the  ensuing  budget. 

F.  Reimbursement  for  Pre-School  Classes 

The  Commonwealth  purchases  full  services  and  pays  full  cost  for  the 
blind  and  deaf  children  in  residential  institutions  for  children  from 
5 to  6 years  of  age.  This  is  based  on  a very  elaborate  study  of  the 
educability  of  a child  at  this  age.  Considering  their  life  span,  the 
mentally  retarded  should  never  be  without  education.  A mentally 
retarded  child  should  be  brought  in  an  institution  with  a definite 
prognosis.  Working  with  the  parents,  through  day-care  hospitals 
might  enable  the  child  to  be  taken  home  again.  The  parents  would  be 
ready  to  accept  the  child  as  he  is,  and  if  the  child  has  possibilities 
for  training,  he  can  be  returned  and  become  a part  of  the  community. 
This  would  help  break  down  the  concept  that  everyone  who  has  certain 
limitations  needs  placement  in  an  institution. 

Pre-school  programs  for  the  mentally  retarded  at  the  age  of  4 in  the 
public  schools  should  be  considered  an  educational  function  rather 
than  a welfare  function.  Such  programs  should  be  reimbursed. 

RECOMMENDATIONS 


Prepare  and  introduce  legislation  to  provide  for  the  reimbursement  of 
Public  School  Programs  for  the  mentally  retarded  children  at  age  4 in 
the  same  way  as  programs  for  the  blind  and  deaf  children. 


G.  Establish  Employment  Agency  Facilities  for  the  Mentally  Retarded 

As  more  and  more  retarded  teenagers  from  special  education  classes  are 
dropped  from  class  enrollment,  the  problem  of  employment  will  increase. 

The  employment  agency  should  work  cooperatively  with  the  evaluation  centers 
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and  the  work  centers,  to  insure  that  the  applicant  has  received 
thorough  indoctrination  in  work  habits,  and  has  been  systematically 
helped  to  accept  most  of  the  setbacks  incident  to  normal  occupation. 
In  many  cases,  a halfway  house  may  be  indicated  to  provide  the  handi- 
capped person  with  some  semblance  of  home  life  during  his  time  away 
from  work.  In  addition,  this  would  provide  an  excellent  opportunity 
for  the  counsellor  to  function.  However,  the  employment  agency  is 
most  important  to  stand  as  the  liaison  between  the  retardate  and  the 
world  during  a great  part,  if  not  all  of  his  or  her  employment. 

RECOMMENDATIONS 


Provide  employment  specialists  within  the  Pennsylvania  State  Employ- 
ment Agency  to  handle  employment  and  employment  problems,  including 
counselling  for  the  rehabilitated  mentally  retarded. 


H.  Retroactivity  of  Act.  No.  6A8.  Amending  the  Act  of  June  12,  1931 

(P.L.  533). 

Prior  to  passage  of  Act  No.  64S,  amending  the  Mental  Health  Act  of  1951, 
the  person  liable  for  the  support  of  a patient  in  a State  School  and 
Hospital  was  required  to  pay  the  full  cost  of  the  patient's  care,  or  a 
part  thereof,  according  to  the  financial  ability  of  the  person  liable 
as  determined  by  investigation  by  the  Department  of  Revenue.  If  the 
person  liable  for  payment  of  costs  was  able  to  pay  only  a part  thereof, 
the  difference  between  the  amount  paid,  and  the  full  cost,  accumulated 
as  a charge  against  the  estate  of  the  person  liable,  and  upon  the  decease 
of  the  person  liable,  a lien  could  be  entered  against  the  estate  to 
satisfy  the  accumulated  charges. 

Act  No.  648  amended  the  Mental  Health  Act  of  1951  to  the  effect  that 
payment  of  the  costs  in  the  amount  of  the  court  order,  or  the  agreement 
constituted  payment  in  full  and  relieved  the  person  liable  for  payment 
of  all  further  liability  for  payment  of  costs  of  care. 

Act  No.  648  offered  relief  to  all  those  whose  financial  ability  would 
not  permit  payment  of  more  than  a part  of  the  full  cost  for  a patient 
in  a State  School  and  Hospital,  FOR  THE  PERIOD  FOLLOWING  THE  PASSAGE 
OF  THE  ACT.  All  those  persons  who  had  been  paying  the  amount  of  the 
court  order  or  the  agreement  for  the  years  previous  to  the  passage  of 
the  Act,  had  accumulated  a debt  against  their  estate  which  is  still 
held  valid  by  the  Commonwealth,  and  which  will,  upon  the  decease  of  the 
persons,  be  the  cause  for  a lien  to  be  entered  by  the  Commonwealth 
against  the  estate  of  the  deceased  who  dioring  his  lifetime  obeyed  the 
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order  of  the  court  or  the  language  of  the  agreement  and  paid  the  amount 
levied  against  him  for  a condition  which  was  imposed  upon  him  through  no 
fault  of  his  own. 

RECOMMENDATIONS 


That  the  provisions  of  the  Act  648  be  made  retroactive  to  the  effect 
that  all  accumulations  of  debt  against  those  persons  liable  for  the  cost 
of  a patient  in  a State  School  and  Hospital,  AND  WHO  PAID  THE  AMOUNT  OF 
THE  COURT  ORDER  OR  AGREEMENT  be  cancelled. 


I . Perpetual  Guardianship 

Considering  that  a minimum  of  % of  the  population  is  retarded  and  that 
of  the  retarded  the  greater  percentage  comprises  mild  and  borderline 
cases,  a question  is  raised  as  to  the  eventual  destiny  of  retarded  adults. 
After  skimming  off  the  percentages  of  those  in  State  Schools  and  Hospitals, 
Private  Residential  Care  Centers,  Sheltered  Employment  Centers  and  those 
who  have  been  habilitated,  there  remains  a sizable  group  for  whom  no 
accounting  has  been  made.  Where  are  they  and  under  what  circumstances 
are  they  existing?  Are  they  being  exploited?  Do  the  skid  row  populations 
comprise  some  mentally  retarded  persons  who  have  gravitated  there  as 
society  discards? 

In  the  Philadelphia  Sunday  Bulletin  of  June  21,  1964,  an  article  by 
Robert  Adleman  stated  that  20^  of  skid  row  population  has  a drinking 
problem.  This  strengthens  the  possibility  that  the  remaining  80^,  many 
of  whom  do  not  drink,  may  contain  retardates  who  have  lost  their  way, 
or  more  probably,  who  never  had  a way. 

By  correspondence,  Mr.  Robert  H.  Adleman  commenting  on  his  article  in  the 
Sunday  Bulletin  June  21,  1964,  "Where  Will  Larry  Go?"  said  that  it  is 
his  impression  that  there  is  an  absence  of  the  retarded  on  skid  row  simply 
because  they  could  not  exist  there.  Dr.  Leonard  Blumberg  and  Dr.  Walter 
S.  Stanger  of  the  Rehabilitation  and  Relocation  Project,  402  Arch  Street, 
Philadelphia,  do  not  agree  with  Mr.  Adleman.  Their  estimate  of  the  per- 
centage of  the  skid  row  population  which  has  a drinking  problem  is  from 
20^  to  30^,  leaving  at  least  70^  which  are  moderate  drinkers,  light 
drinkers  or  who  do  not  drink  at  all.  They  believe  there  is  a good 
possibility  that  retardates  comprise  a part,  if  not  a great  part  of  the 
remaining  70^  who  are  not  hard  drinkers.  They  point  to  the  fact  that 
life  on  skid  row  is  easy;  it  is  the  only  place  where  one  can  exist  with 
no  means.  Drs.  Blumberg  and  Stanger  are  most  interested  in  pursuing 
this  further,  and  urge  that  steps  be  taken  to  contact  Mr.  Irving  Shandler, 
Director  of  the  Rehabilitation  and  Relocation  Project,  with  a view  toward 
setting  up  a meeting  with  them  and  Mr.  Shandler  to  discuss  this  concept. 
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NOTE;  The  Task  Force  covering  alcoholism  may  be  interested  in  this. 
RECOMMENDATIONS 


Legislation  be  prepared  and  introduced  which  will  require  registration 
with  the  Commonwealth,  of  a retarded  child  at  birth  or  upon  initial 
determination.  Further  - that  such  registration  will  require  the 
guardian  to  maintain  a current  record  in  the  Commonwealth  of  the  resi- 
dence location  of  the  retardate,  and  place  upon  the  Commonwealth  the 
responsibility  of  conducting  periodic  checks  on  the  whereabouts  and 
well  being  of  the  retardate. 


J.  Accomplish  Periodic  Updating  of  a Digest  of  Pennsylvania  Laws 

Relating  to  the  Handicapped 

The  Digest  of  Pennsylvania  Laws  Relating  to  the  Handicapped,  being 
non-technical  in  nature,  is  a valuable  aid  to  those  in  volunteer 
agencies,  public  officials  and  the  general  public.  The  present  Digest 
was  prepared  in  I960  by  the  Governor’s  Committee  for  the  Handicapped. 
The  value  of  the  Digest  warrants  periodic  updating. 

RECOMMENDAHONS 


That  means,  legislative  or  other,  be  provided  to  periodically  update 
the  Digest  of  Pennsylvania  Laws  Relating  to  the  Handicapped. 
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Task  Force  Number  15 


RELIGION  AND  THE  RETARDED 


1.  DEFINITION  OF  TASK  TITLE 


The  total  needs  of  every  man  are  the  legitimate  and, 
indeed,  the  inevitable  concern  of  all  religious  groups  of 
the  Judaeo-Christian  tradition. 

As  such,  this  Task  Force  on  Religion  and  the  Mentally 
Retarded  will  try  to  deal  with  all  the  services  that  organized 
religious  groups  make,  or  may  make  available  for  the  benefit, 
in  any  manner,  of  mentally  retarded  persons  and  their  families. 
This  Task  Force  also  has  a vital  interest  in  any  work  done  by 
any  agency,  religious  or  secular,  which  offers  assistance  to 
such  persons. 

Because  it  deals  with  man  both  as  a material  and  as  a 
spiritual  being,  organized  religion  is  in  a unique  position 
to  initiate;  to  evaluate;  and  to  stimulate  all  and  any 
projects  which  may  minister  toward  the  greater  well-being 
of  the  mentally  retarded. 

2.  HISTORICAL  EXPERIENCE 


A.  Philosophical: 

It  is,  in  our  opinion,  unthinkable  that  any  adequate 
treatment  of  this  vast  subject  should  fail  to  include  the 
religious  aspect  with  which  we  are  primarily  concerned  in 
this  Task  Force.  A careful  reading  of  this  report  will  show 
that  the  religious  aspect  covers  a wide  area  and  supri singly 
more  than  most  persons  think  of  as  the  scope  of  the  religious 
aspect.  In  the  past,  religious  groups,  along  with  society 
generally,  exhibited  an  attitude  of  neglect  and  unconcern 
towards  mental  retardation.  However,  they  have  shared  in 
the  general  awakening  of  concern  for  retardates  and  the 
problems  retardation  poses.  Many  religious  groups  are  now 
actively  engaged  in  this  field. 

The  motive  for  such  activity  is  the  increasingly 
realized  fact  that  although  a child  may  be  retarded,  he  is 
still  deserving  of  every  consideration  due  to  the  dignity 
of  a divinely  created  person. 


B.  Functional: 

One  of  the  nation's  earliest  efforts  to  train  retarded 
children  was  begun  by  a Methodist  minister,  the  Reverend  Mr. 
S.  Olin  Garrison,  at  Vineland,  New  Jersey. 

Today  there  are  eight  church-related  institutions  servi 
the  needs  of  retarded  persons  in  Pennsylvania.  A list  of  su 
together  with  certain  requirements  for  each  is  attached  unde 
Appendix  "A". 

The  past  decade  has  seen  a considerable  increase  of  att 
of  local  churches  and  synagogues  to  develop  pre-school  class 
special  religious  education  courses;  camps  for  retarded  chil 
training  courses  for  teachers  and  workers  with  retarded  chil 
and  a general  desire  to  provide  through  membership  in  church 
synagogue  a more  vital  sense  of  "belonging.” 

A considerable  body  of  literature  dealing  with  religion 
and  religious  teaching  for  retarded  children  has  evolved.  A 
list  of  such  material  arranged  for  use  with  Protestant,  Roma 
Catholic,  and  Jewish  groups  has  been  arranged  by  and  may  be 
secured  from  the  National  Association  for  Retarded  Children, 
386  Park  Avenue,  South,  New  York  16,  N.  Y. 

There  is  provision  for  religious  training  and  worship  i 
many  institutions  otherwise  termed  "secular."  Some  of  this 
teaching  is  being  done  by  ordained  personnel.  Some  is  done 
by  trained  lay  persons.  In  many  cases  members  of  institutio 
staffs  minister  in  this  area  in  addition  to  their  specified 
and  not  infrequently  on  what  would  otherwise  be  their  free  t 

3.  RELEVANCY 

We  have  stated  at  the  outset  that  religion  is  concerned 
with  the  total  needs  of  the  total  person.  These  needs  vary 
with  the  individual  in  what  we  are  pleased  to  call  "normal" 
society.  This  is  equally  true  of  the  needs  of  the  retarded. 
But  the  fact  cannot  be  too  strongly  emphasized  that  they  HAV 
needs,  and  that  among  these  needs  is  the  satisfaction  of 
religious  instincts.  We  would  hold  that  there  is  an  absolut 
relationship  between  all  life  and  the  Source  of  its  creation 
The  religious  dimension  is,  therefore,  basic  to  the  wholenes 
of  any  person. 

By  virtue  of  their  relationship  with  families  and  indiv 
uals  with  problems  of  retardation,  church  and  sjmagogue  are 
unique  position  to  minister  to  such  needs  long  before  the  ne< 
ever  reach  the  more  conventional  channels. 
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The  1961  Report  of  the  President’s  Joint  Comnission  on 
Mental  Illness  and  Health  states  that  a survey  shows  that 
forty- two  percent  of  the  people  with  problems  come  to  a clergy- 
man before  anyone  else.  The  clergsnnan  can  thus  make  referrals 
to  proper  helping  agencies  at  the  earliest  possible  time  and 
when  assistance  might  be  given  with  optimum  chance  for  success- 
ful or  at  least  adequate  treatment. 

Religious  groups  can  make  positive  contributions  by 
education  of  their  membership.  Pastoral  visitation  and 
consultation  with  persons  who  have  had  similar  experience 
with  retardation  can  do  much  to  alleviate  guilt  feelings  which 
so  often  plague  parents  of  children  with  mental  retardation, 
many  of  whom  feel  they  are  being  punished  for  some  real  or 
imagined  sinfulness.  Such  groups  can  also  render  invaluable 
service  in  helping  the  community  to  accept  persons  with  mental 
retardation.  They  can  furnish  the  impetus  to  society  to 
provide  more  adequate  means  to  deal  with  these  and  kindred 
problems. 

Religious  groups  can  also  take  the  lead  in  creating 
community  acceptance  of  methods  of  early  recognition  and 
treatment  of  retardation.  They  may  also  encourage  fuller  use 
of  remedial  social,  medical  and  rehabilitative  processes. 

Not  least  in  the  area  of  prevention  as  well  as  treatment 
is  the  role  of  the  religious  groups  in  working  for  more  adequate 
programs  for  the  retarded  and  the  elimination  of  social  and 
economic  conditions  in  our  society  which  are  suspected  of 
contribution  toward  retardation. 

Despite  severely  limited  financial  means  some  church- 
related  institutions  have  been  in  the  vanguard  of  progressive 
treatment  for  the  retarded  and  have  had  exemplary  influence 
on  programs  of  public  institutions.  The  institution  at 
Vineland  which  was  Methodist-related,  and  the  Quaker  concern 
from  which  Elwyn  School  emerged  are  cases  in  point. 

In  the  face  of  these  instances , which  are  by  no  means 
exhaustive,  the  relevancy  of  religion  in  this  field  is  obvious. 

4.  PRESENT  PRACTICE 


The  present  practices  of  religious  groups  with  reference 
to  mental  retardation  is  generally  described  in  section  2.  B. 
of  this  report,  q.v. 
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Most  major  seminaries  in  which  clergymen  are  trained  are 
placing  increased  emphasis  on  the  recognition  of  emotional 
problems.  There  still  remains  a great  deal  to  be  done  in  the 
field  of  mental  retardation,  however,  and  to  deal  with  this 
more  adequately,  some  religious  groups  have  made  or  are  making 
plans  for: 

Appointing  staff  to  handle  problems  of  the  mentally 
retarded.  Assigning  committees  at  the  national  and 
local  denomination  levels  to  work  in  this  field. 

Providing  for  religious  courses  in  seminaries  which 
include  some  clinical  training  under  approved 
supervision. 

It  should  also  be  noted  here  that  a high  percentage  of 
the  personnel  in  the  various  helping  professions  working  in 
mental  retardation  has  come  from  religious  groups.  Religion 
has  played  a major  role  in  their  motivation  to  become 
involved  in  a serving  profession.  Religious  groups  will 
continue  to  encourage  their  young  people  to  enter  the  helping 
professions. 

Religious  groups  provide  education  for  the  helping 
professions  through  the  educational  institutions  they  sponsor. 
Foundation  and  government  scholarship  funds  have  expanded  the 
possibilities  for  providing  more  adequate  education  to  larger 
numbers  of  candidates  for  the  helping  professions.  However, 
present  practices  are  not  sufficient  enough  to  provide  the 
number  of  personnel  needed  to  staff  an  adequate  program  of 
services  for  the  retarded.  Services  continue  to  be  limited 
by  lack  of  properly  trained  personnel. 

The  organization  for  carrying  out  present  services  for 
the  retarded  varies  according  to  the  practices  of  the  various 
religious  groups  sponsoring  the  service.  In  some  instances 
all  property  is  owned  by  the  diocese  and  the  program  is 
administered  by  the  diocese.  In  other  instances  a local 
committee  owns  all  facilities,  establishes  policy  and  hires 
an  administrator  to  administer  policy.  Various  combinations 
of  these  organizational  patterns  exist. 

Present  programs  are  financed  by  a combination  of  incomes 
from  the  families  of  the  persons  served  and  contributions  from 
individuals,  foundations,  and  religious  groups.  In  many 
instances  where  families  do  not  have  adequate  means,  public 
assistance  funds  are  a source  of  financial  support. 
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5. 


NEEDS 


Under  ’’Needs”  there  are  considerable  numbers  of  areas 
which  require  attention.  Certainly  there  is  great  need  for 
the  appointment  of  a suitably  qualified  committee  to  explore 
in  depth  the  various  needs  of  the  mentally  retarded  and  to 
explore  and  eevelop  programs  to  deal  with  them  more  effectively. 

Pre-requisite  to  this  would  be  better  training  of  clergy 
in  seminaries  to  make  them  more  helpful  counsellors  in  this 
area  both  in  terms  of  their  acquaintance  with  resources  avail- 
able for  the  retarded  person  and  to  deal  with  the  stresses  and 
anxieties  of  the  parents. 

Thus  trained,  the  clergy  could  do  a far  better  job  of 
preparing  their  people  and  communities  for  realistic  acceptance 
and  better  treatment  of  retarded  persons. 

Better  curriculum  materials  must  be  developed  for  the 
special  religious  instruction  of  retarded  persons.  While  a 
start  has  been  made,  we  must  confess  that  we  are  still  in  a 
largely  uncharted  area.  However,  as  we  go  we  are  encouraged 
at  what  can  be  done  with  what  we  have.  Experience  gained 
each  year  helps  us  move  more  adequately  in  this  area. 

There  is  also  need  for  budgetary  legislation  to  reduce  the 
gap  between  the  recognition  of  the  need  for  specific  remedial 
action  for  a particular  person  and  the  provision  of  treatment 
to  deal  with  it.  (3,000  persons  are  reported  awaiting 
admission  to  institutions  for  retarded  in  Pennsylvania  alone.) 

Parishes  and  synagogues  should  be  encouraged  to  use  their 
existing  facilities  to  provide  day  care  centers  for  retarded 
children.  They  would  serve  the  double  purpose  of  assisting 
the  parent  and  of  acquaiting  an  increasing  number  of  persons 
within  the  community  both  of  the  needs  of  retardates  and  how 
they  themselves  can  contribute  through  personal  involvement  in 
working  with  such  persons.  In  such  planning  adult  retardates 
should  not  be  forgotten,  as  they  often  tend  to  be.  These 
adults  could  {perhaps  find  even  more  personal  satisfaction  and 
help  from  such  a church  centered  program  than  younger  ones* 

There  is  need  also  for  the  creation  of  some  concerned 
agency  within  the  community  to  see  to  continued  care  for  the 
well-being  of  retarded  persons  whose  parents  or  guardians 
are  dead  - or  no  longer  able  to  provide  this  protective  ser- 
vice. It  would  seem  that  this  is  a natural  area  for  religious 
groups . 
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Finally,  there  is  a need  for  conferences  for  clergy  and 
legislators  to  acquaint  them  with  the  needs  of  the  retarded. 

It  is  suggested  that  the  Bureau  of  Mental  Retardation,  Divisior 
of  Mental  Health,  Department  of  Public  Welfare  be  responsible 
for  such  conferences. 

6.  FUTURE  PRACTICES 


Almost  every  religious  group  has  the  physical  structure 
and  manpower  resources  which  could  be  better  utilized  than 
they  are  in  the  cause  of  mental  retardation.  What  holds  back 
a good  deal  of  progress  is  the  fact  that  religious  groups 
simply  do  not  have  the  funds  to  implement  the  programs  they 
might  carry  out. 

For  instance,  IF  FUNDS  WERE  AVAILABLE,  here  are  a few 
things  that  might  be  undertaken: 

a.  Using  existing  facilities,  pre-school  religious 
education  mignt  be  extended  on  a week-day  basis. 

b.  Training  could  also  be  extended,  in  existing 
buildings . which  could  help  retarded  children 
of  school  age  who  are  not  permitted  to  attend 
regular  public  school  classes. 

c.  Setting  up  camps  for  retarded  children  and  family 
camps  for  families  with  retarded  children. 

d.  Day  care  centers  for  adult  retardates  could  use 
existing  facilities  wherein  they  might  be  trained 
in  simple  skills;  such  as  hand-crafts,  housekeeping 
and  sewing.  Both  the  buildings  and  the  volunteers 
to  do  this  work  are  NOW  available  if  funds  were 
given  to  implement  such  work. 

e.  Foster  care  for  selected  retardates  might  well  be 
found  among  members  of  religious  groups.  We  know 
of  cases  in  which  persons  with  no  children  of  their 
own  have  found  great  joy,  and  given  more  by  taking 
selected  retardates  into  their  homes  for  week-ends 
or  even  longer. 

f.  Two  types  of  sheltered  boarding  homes  might  be 
established  by  religious  groups  for  selected 
retardates.  (1)  For  gainfully  employed  retardates 
who  cannot  manage  amidst  the  complexities  of  modem 
life  without  the  protection  of  a sheltered  boarding 
home  and  its  staff.  (2)  A place  where  retardates 
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who  are  not  gainfully  employed  but  do  not  need  the 
continual  care  of  a highly  professional  staff  might 
be  given  sheltered  boarding  care. 

g.  Three  types  of  residential  care  institutions  might 
be  established,  if  funds  were  available:  (1) 
Residential  home  and  school  for  pre-school  and  school 
age  retardates.  Such  a home  and  school  would  require 
a highly  professional  staff.  (2)  Residential  homes 
for  retarded  adults.  A rehabilitative  training 
program  designed  to  move  the  retardate  from  home  to 
community  as  well  as  a place  prepared  to  house  for 
life  the  retardate  who  will  always  require  residential 
care.  (3)  Residential  nursing  care  facility  for 
those  retardates  who  will  require  rather  constant 
nursing  care. 

h.  A crying  need  is  a place  where  parents  of  retarded 
children  might  be  able  to  leave  them  for  temporary 
periods  for  the  sake  of  the  mental  and  emotional 
well-being  of  parents  and/or  other  members  of  the 
family  of  retarded  persons.  The  constant  anxiety 
and  tension  under  which  parents  of  retarded  persons 
often  live  and  from  which  under  existing  conditions 
there  is  little  or  no  relief,  has  to  be  lived  through 
to  be  adequately  assessed. 

i.  Existing  hospitals  of  religious  groups  might  well  be 
used,  if  funds  were  available,  as  diagnostic  centers, 
and  within  such  places  there  might  well  be  established 
practical  training  centers  for  effective  pastoral 
work  with  retardates  and  their  families. 

j.  Existing  facilities  might  be  used  by  families  of 
retardea  persons  who  might  meet  together  for  mutual 
discussion  of  their  problems  and  where  they  might 
find  help  through  a kind  of  ^roup  counseling  session 
under  the  leadership  of  qualified  persons. 

k.  In  every  community  there  is  a percentage  of  retarded 
persons.  A meeting  of  clergy  in  the  area  could 
determine  the  number  of  such  persons  and  might  well 
lead  to  a cooperative  program  for  ministering  to 
them  religiously,  and  in  other  related  ways. 
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APPENDIX  "A" 


Name  and  Location 

Capacity  Type  of  Care 

Roman  Catholic: 

Don  Guanella  School 

Sproul  Road 

Broomall,  Pennsylvania 

Rev.  Paul  Saltarin,  Director 

Residential: 

200  Educable 

Ambulatory  Boys 

7 to  18 

St.  Joseph’s  Children  and 
Maternity  Hospital 

2010  Adams  Avenue 

Residential: 

125  non-ambulatory 

Scranton,  Pennsylvania  not  older  than  seven 

Sister  Maria  Dolora,  Administrator 

St.  Mary  of  Providence  Institute,  Residential: 

Inc.  180  Girls  - 6 years 


E Iverson,  Pennsylvania 

Sister  Rose,  Local  Superior 

and  up 

Trainable  and  Educable 

McGuire  Memorial 

Mercer  Road 

New  Brighton,  Pennsylvania 

Residential: 

150  up  to  seven  years 

Our  Lady  of  Confidence  Day-School 


10th  and  Lycoming 

Philadelphia,  Pennsylvania 

Day  School 

St.  Barbara's  Day-School 

Georges  Lane  & Lebanon  Avenue 
Philadelphia,  Pennsylvania 

Mother  Superior 

Day  School 
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Lutheran:  Church  of  America 


River  Crest 

Mont  Clare,  Pennsylvania 
Mr.  and  Mrs.  Donald  Wallace, 

Adminis  tr a t or s 


Residential: 

60  Ambulatory 
up  to  12  years  (*) 


Kensington  Dispensary 
157  West  Susquehanna  Avenue 
Philadelphia,  Pennsylvania 


19122 


Day  School: 

38  trainable  ambulatory 
Ages  4 to  8 


(*)  It  is  the  policy  of  the  institution  to  seek  other 
placement  for  childem  over  age  12. 


7.  LEGISLATIVE  RECOMMENDATIONS 


1.  That  health  and  welfare  monies  be  administered  to  as 
to  encourage  religious  groups  to  expand  their  services  to  the 
retarded.  As  it  is  now,  there  is  often  too  long  a period 
between  the  admission  of  a person  to  a religious  facility  and 
the  pasnnent  of  such  religious  organization  for  care  given. 

This  situation  tends  to  militate  against  the  taking  in  of 
needy  persons,  financially  impoverished,  but  legally  qualified 
for  assistance. 

2.  That  existing  Child  Labor  Legislation  be  reviewed  so 
that  there  shall  be  nothing  which  prevents  the  constructive  use 
of  retarded  children  in  specific  work  situations  such  as 
domestic  service,  gardening  and  others. 

3.  That  investigation  be  made  of  legislation  now  being 
prepared  which  relates  to  minimum  wages  so  that  nothing  in 
it  shall  be  construed  to  prevent  the  hiring  of  retarded 
persons  in  sheltered  workshops  and/or  similar  work  placements. 

It  will  be  obvious  from  the  scope  and  detail  of  this 
report  that  there  is  a tremendous  job  to  be  done  by  religious 
groups.  It  cannot  be  done  by  them  in  isolation,  but  it  can  be 
done  by  cooperation  of  not  only  all  religious  groups,  but  also 
every  agency  involved.  Surely  the  need  is  large  enough  to 
elicit  the  best  efforts  of  us  all. 

Respectfully  submitted. 


(Rev.)  William  J.  Alberts,  Chairn 

(Rev.)  Donald  Donica,  Special 
Consultant 

Rev.  Harold  R.  Eaken 

Rev.  Ernest  McMillan 

Rev.  Thomas  Cook 

Rabbi  Alex  J.  Goldman 

Father  John  Manning  (Deceased,  R. 

Miss  Joanne  Heffley 
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COMPREHENSIVE  RENTAL  HEALTH/MENTAL  RETARDATION 
PLANNING  PROGRAM  • REGION  I 
1001  STATE  OFFICE  BUILDING,  PITTSBURGH,  PA.  15222 

FOREUORD 

In  preparing  this  report  and  series  o£  recommendations,  the 
Region  I Committee  has  attempted  to  keep  in  clear  perspective  at 
least  five  sometimes  varying,  yet  intermeshing,  aspects  of  its 
assignment.  These  are: 

1.  Developing  ^ theory  a plan  of  community  mental  health 
centers  and  retardation  facilities  uhich  would  provide  adequate 
service  for  all  persons  throughout  the  region. 

2.  At  the  same  time  assembling  a series  of  practical , 
comnon  sense  reconmtendations  which  may  possibly  be  achieved  now, 

or  in  the  next  two  to  five  years,  or  in  the  next  five  to  ten  years. 

3.  Relating  both  these  theoretical  plans  for  the  future,  and 
the  practical  recommendations  for  the  next  decade,  to  the  Community 
Mental  Health  Center  Construction  Act  where  this  is  appropriate. 

4.  Suggesting  methods  for  co-ordinating  existing  services  and 
facilities  with  each  other  and  with  those  ^^ch  may  result  from 
the  theoretical  plans  or  the  practical  recommendations. 

5.  Keeping  in  mind  that  our  ultimate  goal  is  adequate  and 
continuing  service,  whether  achieved  through  better  use  of  present 
facilities,  development  of  new  ones,  or  a cotobination  of  both. 

Iihen  at  times  this  five-factor  assignment  has  seemed  somewhat 
over^elming,  the  committee  members  have  relied  for  guidance  on  the 
plain,  concise  instructions  in  the  November  10  Plan  Outline,  vhich 
said  that  the  Regional  Coimnittees  are  to  focus  on: 

1.  The  services  and  needs  in  each  region,  and  the  committee’s 
recommendations . 
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2.  Suggestions  for  the  developntent  and  location  of  mental 
health/mental  retardation  centers. 

ue  shall  make  such  recommendations  and  suggestions,  with 
various  others  which  seem  logical  to  us  as  a result  of  our  study* 
life  do  not  plan  to  submit  proposals  on  the  sid>jects  covered  in 
the  task  force  position  papers  on  retardation,  mental  illness  in 
adults,  mental  illness  in  children,  and  problem  areas*  To  do  so 
would  only  be  a duplication  of  material  prepared  by  professional 
and  lay  experts  in  those  fields,  and  their  many  subdivisions, 
material  «tiich  vdll  be  incorporated  in  the  state  plan  as  the  broad 
base  for  the  combined  eight  Regional  Committee  reports. 

It  should  be  enough  to  state  that  the  Region  I Committee  mem- 
bers concur  with  the  task  force  recommendations  and  express  our 
admiration  of  the  thorough,  penetrating,  and  highly  constructive 
reports . 

Finally,  it  is  the  sincere  hope  of  the  Regional  Committee 
that  from  the  efforts  of  the  Comprehensive  Mental  Health/Mental 
Retardation  Planning  Program  there  will  ensue  a meld  of  Federal, 
State,  and  Community  participation  which  will  bring  much  closer 
the  goal  of  adequate  services  and  facilities  for  the  mentally  ill 
and  the  retarded. 

Leaders  of  the  Pittsburgh  Neuropsychiatric  Society  have  assured 
the  coonittee  that  members  of  their  organization  «/ill  be  urged  to 
give  their  full  co-operation*  Similarly,  new  opportunities  roust 
be  accepted  by  the  allied  professions,  and  by  informed  laymen  as 
well,  to  omke  these  cooimjnity  programs  successful. 
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REGION  I — A STUDY  IN  CONTRASTS 

Now  — about  our  Region  — 

Region  I is  truly  a ’’study  in  contrasts,” 

In  population,  its  counties  range  all  of  the  way  from  Greene, 
with  37,000,  to  Allegheny  with  some  1,630,000. 

In  economic  status  it  includes  such  deprived  areas  as  the  worked- 
out  coal  fields  of  Fayette  County,  with  their  accompanying  high  rate 
of  unemployment,  to  the  b\istling  mill  areas  of  Butler  and  Beaver 
coxinties  • 

And  in  mental  health  and  retardation  services  and  facilities  it 
has  a major  (but  still  highly  inadequate)  concentration  in  the  City 
of  Pittsburgh,  areas  such  as  Kittanning  where  — in  proportion  to  the 
population,  the  mental  health  facilities  are  admirable  — and  other 
sections  in  which  there  is  absolutely  no  service  available. 

General  characteristics,  as  we  have  been  asked  to  describe  them, 
are  as  follows; 

Region  I consists  of  ten  counties  in  Southwestern  Pennsylvania: 
Allegheny,  Armstrong,  Beaver,  Butler,  Fa3rette,  Greene,  Indiana, 
X«awrence,  Washington,  and  Wbstmoreland. 

In  Allegheny^  a second-class  county,  there  are  129  incorporated 
minor  civil  divisions  including  the  second-class  city  of  Pittsburgh; 
three  third-class  cities,  Clairton,  Dtiquesne,  and  McKeesport;  81 
boroughs;  and  44  toMishi]^. 

Armstrong,  a sixth-class  county,  has  45  incorporated  minor 
civil  divisions  including  the  third-class  city  of  Parker  City; 

17  boroughs;  and  27  townships. 

Beaver,  a fourth-class  county,  has  the  third-class  city  of 
Beaver  Falls,  30  boroxighs,  and  23  townships  as  its  incorporated 
minor  civil  divisions. 

In  Butler,  a fifth-class  county,  56  incorporated  minor  civil 
divisions  arc  the  third-class  city  of  Butler,  22  boroughs,  and  33 
toMiships. 

In  Fayette,  a fourth-class  county,  there  are  43  divisions  in- 
cluding two  third-class  cities,  Connellsville  and  Uniontown;  16 
boroughs;  and  25  toMiships. 

Greene,  a sixth-class  county,  has  six  boroughs  and  twenty  town- 
ships. 
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Indiana  County,  also  sixth-class,  has  12  boroughs  and  26  town- 
ships. 


Lawrence,  a fifth-class  county,  contains  the  third-class  city 
of  New  Castle,  nine  boroughs,  and  16  townships. 

In  W&shington  County,  fouirth-class,  the  66  incorporated  minor 
civil  divisions  include  two  third-class  cities  , Monong^hela  and 
Washington;  32  boroiighs;  and  21  townships. 

Wfestmoreland  County,  third-class j has  63  incorporated  minor 
civil  divisions:  six  third-class  cities  — Arnold,  Greensburg, 
Jeannette,  Lower  Burrell,  Monessen,  and  New  Kensington  — 

35  boroughs;  and  21  townships. 
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Part  of  the  Appalachian  Mountain  system  and  the  Allegheny 
Plateau,  the  southwestern  area  of  Pennsylvania  is  drained  by  the 
Ohio  River,  which  is  formed  at  Pittsburgh  by  the  junction  of  the 
Allegheny  and  the  Monongahela,  with  its  tributary,  the  Youghiogheny. 
Vast  bituminous  deposits  are  characterized  by  easily  accessible 
horizontal  seams  that  have  been  worked  extensively  by  heavy  machinery 
in  Allegheny,  Armstrong,  Fayette,  Greene,  Indiana,  Washington,  and 
Wbstrooreland  counties.  Strip  mining  has  scarred  much  of  the  natural 
beauty  of  foothills  and  river  valleys  which  characterize  the  area. 

Petroleum  production  is  important  in  Butler  and  Washington  as 
well  as  many  northern  coimties;  natural  gas  and  gasoline  are  associ- 
ated. 

Generally,  the  area  has  abundant  fuel  resources,  good  river  and 
rail  transportation,  a large  labor  supply,  and  near-by  urban  markets. 

Pittsburgh,  at  the  confluence  of  the  Allegheny  and  Monongahela 
rivers,  is  the  center  of  one  of  the  world’s  largest  steel -producing 
areas  which  includes  McKeesport,  Braddock,  Homestead,  Hmhall, 
Duqxiesne,  Carnegie,  Aliquippa,  and  Monessen. 

The  region’s  present  population  amounts  to  some  three  million 
fifty-eight  thousand,  with  an  increase  of  some  two  hundred  thousand 
expected  within  ten  years.  Concentrations  of  population  are  in 
Allegheny  County,  with  more  than  604,000  people  in  the  city  of 
Pittsburgh;  45,000  in  McKeesport;  18,000  in  Clairton;  and  15,000  in 
Duquesne.  In  order  of  population  totals,  the  other  counties  are 
Ifestmoreland,  Washington,  Beaver,  Fayette,  Butler,  Lawrence, 

Armstrong,  Indiana,  and  Greene.  Projections  indicate  that  decreases 
will  be  seen  in  Greene,  Fayette,  Indiana,  and  Armstrong;  moderate 
increases  (up  to  ten  per  cent)  in  Allegheny,  Washington,  Whstn^reland, 
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and  Lawrence,  and  large  increases  (ranging  from  10  to  more  than 
53  per  cent)  in  Butler  and  Beaver, 

Transportation,  probably  because  of  mountainous  terrain  inter- 
spersed by  river  valleys,  presents  a major  problem  throughout  the 
region.  Bus  and  rail  transportation  is  generally  infrequent,  not 
geared  to  utilization  of  distant  facilities  operating  on  a nine-to- 
five  schedule.  Even  by  automobile,  travel  can  be  slow  on  winding, 
two-  or  three-lane  roads.  Principal  north-south  routes  are  8,  19, 
28,  and  51,  most  of  which  proceed  at  snail *s  pace  through  one  small, 
traffic-congested  town  after  another.  East-west  routes  are  the 
Pennsylvania  turnpike  (northwest  to  southeast),  routes  21,  22,  30, 
40,  new  Interstate  70,  and  422.  In  Allegheny  County,  those  who  are 
familiar  with  them  may  find  the  blue,  green,  yellow,  orange,  and 
red  belt  routes  — which  utilize  smaller,  inter-connecting  side 
roads  in  ever-widening  concentric  patterns  --  a boon  toward  by- 
passing congested  major  routes.  Like  other  directions,  however,  the 
unfamiliar  may  find  ’’you  can^t  miss  it”  instructions  for  their  use 
misleading, 

’’CATCHMENT  AREAS” 

One  of  the  requirements  of  the  planning  program,  based  on 
Federal  restrictions  as  to  grant  eligibility,  is  that  the  region  be 
divided  into  ’’catchment  areas,” 

Basically  these  arc  to  be  geographically  logical  areas  with 
from  75,000  to  200,000  population,  each  to  be  served  by  a Community 
Mental  Health  Center, 

In  four  cases  in  Region  I,  the  counties  were  such  logical  areas 
in  themselves.  This  was  true  for  Beaver,  Butler,  Lawrence,  and 
Ukshington. 
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Fayette  and  Greene  seemed  to  form  one  logical  area.  The  same 
was  true,  temporarily  at  least,  for  Armstrong  and  Indiana. 

Wfestmoreland  County’s  central  and  eastern  section  is  a logical 
area,  but  the  northwest  comer  seems  to  make  an  appropriate  area 
when  combined  with  the  northeast  comer  of  Allegheny  County.  Fur- 
ther, it  is  quite  probable  that  the  southwest  section  of  this 
county  would  fit  more  properly  with  l^shington  County. 

Allegheny  County  presented  an  unusual  problem:  other  than 
aligning  the  northeast  corner  with  Westmoreland  County,  and  separat- 
ing the  southeast  area  (McKeesport  district),  there  seemed  no  logi- 
cal geographical  divisions. 

This  belief  was  enhanced  by  the  nature  of  service  offered  at 
present. 

Mayview  State  Hospital  serves  the  C^ty  of  Pittsburgh  almost 
exclusively,  and  Wbodville  State  Hospital  serves  the  remainder  of 
the  County. 

St.  Francis  Hospital,  with  315  beds,  is  by  far  the  largest 
short  term  psychiatric  facility  in  the  county,  drawing  its  patients 
from  all  corners  of  the  county  and  beyond. 

western  Psychiatric  Institute  & Clinic,  the  next  largest 
in-patient  facility,  the  teaching  hospital  of  the  University  of 
Pittsburgh,  receives  patients  not  only  from  all  sections  of  the 
county  but  from  the  entire  tri-state  area  as  well. 

The  point  is  that  Allegheny  County  has  what  might  be  termed 
"layers”  of  sersrice  which  spread  over  the  entire  county  and  beyond. 
Only  the  general  hospitals  with  small  psychiatric  units  tend  to 
receive  patients  from  somewhat  limited  geographical  areas,  and  this 
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is  by  no  means  universally  true. 

Thus,  the  concept  of  dividing  Allegheny  County  into  catchment 
areas  seemed  to  some  of  the  committee  to  be  lacking  in  logic.  And 
yet,  it  is  a requirement  which  must  be  fulfilled  if  applicants  for 
construction  funds  are  to  meet  Federal  specifications.  WLth  this 
in  mind,  the  Committee  has  worked  out  five  such  areas  within  the 
county,  with  a sixth  as  part  of  a Ubstmoreland  County  area.  The 
areas  represent  largely  consolidations  of  county  health  department  I 
districts  and  hospital  planning  association  districts. 

A more  precise  delineation  of  these  catchment  areas  will  be 
found  in  the  maps  and  lists  which  comprise  Appendix  A. 

Every  effort  has  been  made  to  observe  in  the  establishment  of 
these  areas  known  patterns  of  travel  and  commerce  and  accessibility 
of  roads  or  bridges,  as  well  as  present  or  future  feasible  group- 
ings of  service.  Many  of  the  facilities  will,  of  necessity,  serve 
for  at  least  several  years  far  greater  geographic  and  population 
areas  than  are  indicated  by  the  catchment  areas  assigned  to  them. 

It  is  not  the  intention  of  the  Region  I Committee  that  these  be 
permanent  boundaries,  but  rather  that  they  should  serve  as  a start- 
ing point  — a tool  to  be  utilized  and  changed  as  future  develop- 
ments indicate. 

These  areas  have  been  ranked  — in  accordance  with  known  needs, 
availability  of  resources,  vulnerable  groups,  and  socio-economic 
factors  as  indicated  in  the  data  included  in  Appendices  ^ ^ 
as  follows: 


#1  — 4 


#4  — 5 


#7  — 2 


ni  — 7 


#5  — 3 


#8  — 8 


#3  — 6 


#6  — 1 


#9A  through  E — 9 


The  five  areas  of  Allegheny  County  have  been  ranked  equally 
for  reasons  already  mentioned  in  addition  to  the  fact  that  each  sub 
division  includes  parts  of  the  City  of  Pittsburgh  (with  its  aging, 
declining  population)  and  suburban  growth  and  expansion  areas. 
Although  higher  concentrations  of  socio-economic  problem  groups  are 
found  primarily  in  the  second,  third,  fifth,  eighth,  twelfth,  and 
thirteenth  wards  of  the  city  — which  are  p)arts  of  catchment  areas 
9B  and  9C  — urban  renewal  and  city  planning  are  spreading  those 
groups  throughout  other  parts  of  the  city  and  county. 

Before  outlining  our  area-by-area  recommendations,  it  seems 
advisable  to  describe  our  concept  of  the  implementing  mechanism, 
kithout  it,  or  some  variation  which  will  be  proposed  statewide,  no 
co-ordinated  progress  can  be  achieved, 

COMMUNITY  MENTAL  HEALTH  & RETARDATION  BOARDS 

It  is  the  Regional  Committee's  opinion  that  the  single  most 
important  advance  vhich  can  come  from  the  Comprehensive  Plan  will 
be  creation  of  strong,  authoritative,  on-going  Boards. 

These  would  be  state-sponsored,  and  vrould  be  the  channels  for 
state  and  federal  funds  distributed  in  the  communities,  but  would 
exercise  no  actual  control  and  direction  over  the  operation  of 
existing  or  future  community  facilities. 

The  composition,  functions,  procedures,  and  other  aspects  of 
such  boards  have  been  discussed  at  length  with  many  informed  people 
In  general,  the  opinion  is  that  there  should  be  a separate 
mental  health  board  for  Allegheny  County,  because  of  the  great  com- 
plexity of  its  problems,  the  need  for  co-ordination  of  present 
services,  and  the  necessity  of  avoiding  unnecessary  duplication  in 
the  future. 


-2?0- 


In  addition,  there  should  be  a Regional  Board  for  the  remainder 
of  the  area.  If  one  Board  for  all  nine  counties  proved  un wieldly,  itj 
might  be  proper  to  divide  the  responsibility  among  one  or  two  addi-  j 
tional  Boards, 

Third,  there  should  be  a separate,  lO-county  Mental  Retardation  | 
Board,  for  the  problems  involved  in  retardation  are  different  from 
those  associated  with  mental  illness.  Again,  additional  retardation 
boards  — for  Allegheny  County  and  possibly  for  groupings  of  other 
counties  --  may  prove  more  workable.  Our  intention  is  to  prevent, 
wherever  possible,  fragmentation. 

These  would  be  separate  Boards,  but  obviously  their  work  would 
be  related,  and  it  might  be  practical  to  have  their  base  headquarters 
the  same,  and  possibly  the  same  professional  executive  and  staff  serv- 
icing all  of  them. 

The  Region  I committee  recognizes  that  in  some  areas  the  tend- 
ency would  be  to  have  such  boards  city  or  county  sponsored,  rather 
than  state  sponsored.  It  is  our  opinion  that  city  and  county  repre- 
sentation are  vital,  but  the  state  should  be  the  sponsoring  govern- 
mental authority.  First,  because  the  responsibility  for  the  mentally 
ill  and  for  the  retarded  rests  primarily  with  the  state (although  the 
county  and  the  community  also  have  responsibility),  and  secondly,  be- 
cause the  funds  to  be  disbursed  are  either  state  funds  or  federal  fundj 
which  flow  through  the  state, 

(The  phrase  "state-sponsored"  refers  to  Boards  of  broad  community 
representation,  as  noted  in  following  paragraphs,  but  with  the  official 
appointments  made  by  the  state  and  confirmed  by  the  Legislature,  How^ 
ever,  whether  or  not  the  state  plan  establishes  this  type  of  structure 
or  takes  a different  approach,  the  comprehensive  community  participa- 
tion is  essential.) 
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A summary  of  the  Boards  and  responsibilities: 

1.  Allegheny  County  Mental  Health  Board 

To  be  composed  of  city  and  county  government 
representatives,  preferably  one  of  the  comnisaioners 
and  the  mayor  of  Pittsburgh;  lay  and  professional 
citizens  representing  major  mental  health  facilities. 
County  Health  Department,  and  the  University  of 
Pittsburgh. 

2.  Nine-county  Mental  Health  Board 

To  be  composed  of  at  least  one  representative  from 
each  county  if  possible;  plus  representatives  of 
key  psychiatric  facilities. 

3.  Ten-county  Mental  Retardation  Board 

City,  county,  lay  and  professional  representation: 
all  10  counties. 

The  responsibilities  of  these  boards  would  follow  the  pattern 
recommended  in  the  (Allegheny  Coimty  Health  and  I^lfare  Associa- 
tion’s) McGibbony  report: 

1.  To  convert  program  ideas  and  recommendations  of  the 
committee,  and  proposals  which  emerge  in  the  future, 
into  specific  plans  for  service. 

2.  To  develop  and  assist  in  development  of  needed  new 
programs . 

3.  To  receive  and  disburse  public  funds  for  the  above 
purposes,  for  the  purchase  of  community  services,  for 
the  purchase  of  psychiatric  in-patient  or  out-patient 
care  from  private  sources. 

4.  To  develop  a local  program,  related  to  state,  national, 
and  other  local  activities,  in  recruiting,  training, 
education,  etc. 

5.  To  serve  as  a clearing  house  for  local  research  in 
these  fields. 
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As  to  the  composition  of  the  various  Boards,  the  Ccmanittee 
recognizes  that  this  depends  on  the  duties  which  are  assigned 
under  the  state  plan.  If  the  functions  of  the  Boards  include 
being  the  channels  for  State  and  Federal  funds,  as  recommended, 
it  may  not  be  appropriate  for  representatives  of  agencies  which 
are  recipients  of  such  funds,  as  part  of  their  operating  income, 
to  be  Board  members.  On  the  other  hand,  if  the  duties  of  the 
Boards  should  be  largely  in  the  area  of  coordination,  with  no 
voice  in  distribution  of  funds,  it  would  be  imperative  that 
representatives  of  major  mental  health  agencies  be  members.  In 
either  case,  of  course,  broad  community  representation  is  essential 
The  Regional  Committee  wishes  to  make  very  clear  its  belief 
that  the  County  and  Regional  Boards  would  in  no  way  supplant  tlie 
functions  of  Health  and  l^lfare  Associations.  An  extremely  close 
working  relationship  with  Health  and  lOslfare  is  implicit  in  this 
concept,  as  with  County  Health  Departments,  Regional  Offices  of 
the  State  Health  Department,  hospital  planning  associations,  the 
direct  service  agencies,  the  county  and  municipal  governments,  and 
state  agencies  in  all  ten  co\inties. 
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COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION 
PLANNING  PROGRAM  - REGION  I 
LOOl  STATE  OFFICE  BUILDING,  PITTSBURGH,  PA.  15222 


MENTAL  RETARDATION 


1.  The  members  of  the  Regional  Committee  believe  that  a 
Comprehensive  Mental  Retardation  Plan  should  provide  for  necessary 
care,  services,  education,  and  training  for  all  ranges  of  retarded 
persons  to  the  degree  and  for  the  duration  that  services  are  needed. 
Simply,  this  may  mean  a lifelong  variety  of  services  for  some  and  a 
gradually  diminishing  range  for  others!  The  ultimate  aim  is  to 
enable  each  individual  to  function  at  the  highest  level  of  which  he 
is  capable  (and  to  avoid  setting  arbitrary  limits  on  what  that  level 
may  be ) . 

The  members  of  the  committee  also  believe,  parenthetically, 
that  it  is  impossible  to  develop  in  little  more  than  a year  a plan 
which  is  truly  comprehensive.  This  series  of  recommendations  will 
be  just  a beginning. 

2.  Plans  for  co-ordinating  existing  facilities  including  the  use 
of  community  mental  health  centers  will  be  no  more  than  words  on 
paper  until  a strong,  authoritative  administrative  structure  is 
developed.  Recommendations  about  that  structure  have  already  been 
made  in  the  foreword  to  this  report. 

Briefly,  our  intention  is  to  make  full  use  of  existing  resources 
to  the  extent  that  they  can  logically  meet  the  needs  of  the  retarded. 


Appropriate  supportive  services  for  families  of  the  retarded  must 
accompany  all  of  them. 
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Included  is  the  thought  that  the  diagnostic  and  evaluation  services 
of  mental  health  centers  should  be  available  to  those  suspected  of 
be ing  retarded. 

Community  recreation  programs,  community  education  programs, 
vocational  guidance,  religious  activities  — these  and  others 
should  be  freely  available  to  the  retarded.  Where  special  needs 
must  be  met,  special  facilities  may  have  to  be  developed  — but 
not  until  the  potential  of  what  exists  has  been  explored  and 
utilized. 

3.  Construction  proposals  listed  separately  in  the  Mental 
Retardation  Construction  Plan  will  complement  the  proposals  cited 
below  only  to  the  extent  that  they  meet  a small  portion  of  an 
immense  need.  The  Regional  Board  described  in  the  foreword  must 
be  responsible  for  evaluating  facilities  and  services  as  they 
develop  during  the  years  to  come.  Then  a revised  Construction 
Plan  must  be  developed. 

4.  Geographic  and  demographic  complexities  of  the  Region  have 
been  described  in  the  foreword,  along  with  catchment  areas  as  they 
are  proposed  at  this  time.  These,  too,  may  need  to  be  revised  after 
programs  have  been  initiated. 

I.  REGIONAL  PLAN  REQUIREMENTS 

A.  Federal  forms.  See  Appendices. 

B.  Preventive  services. 

To  describe  current  services  — pre-natal,  natal,  and 
post-natal  — as  though  they  were  equally  available  to 
all  would  be  misleading.  Briefly,  all  are  available  as 
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desired  to  private  patients  of  private  physicians. 

Clinic  patients  are  restricted  by  ability  to  pay  or 
by  attitudes,  or  both,  at  many  hospitals.  More  are 
deterred  by  lack  of  knowledge  from  seeking  necessary 
services. 

Wfe  concur  with  the  recommendations  of  the  mental 
retardation  task  force  on  prevention  and  would  start 
by  making  local  or  state-sponsored  pre-natal  clinics 
readily  available  to  those  who  wish  to  use  them. 

Concurrent  programs  of  education  --  especially  for  physi- 
cians, nurses,  social  workers,  educators,  and  psychol- 
ogists — as  well  as  for  other  professional  and  technical 
workers  who  serve  the  retarded;  of  PKU  and  other  metabolic 
disorder  detection  programs  at  hospitals  and  clinics;  and 
more  extensive  and  realistic  family  life  education  programs 
in  the  public  schools  should  be  instituted.  Also,  a re- 
search project  in  development  of  a special  unit  about 
retardation  for  use  in  the  high  schools  should  be  estab- 
lished. 

An  aspect  of  prevention  v^ich  deserves  more  than 
passing  mention  is  that  of  programs  for  the  culturally 
deprived.  Inasmuch  as  pre-school  classes  for  children  in 
the  "deprived"  areas  are  being  developed  by  the  Pittsburgh 
schools  under  the  auspices  of  the  Economic  Opportunity  Act, 
and  hop)e fully  will  be  developed  in  all  parts  of  pur  Region 
in  the  near  future,  we  urge  merely  that  the  Regional  Board, 
as  it  begins  to  function,  investigate  the  stage  of 
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development  of  the  program  in  each  catchment  area 
of  the  Region  and  help  to  tie  it  in  with  other 
developing  services  for  the  retarded, 

SERVICES  FOR  THE  RETARDED 

A statement  preliminary  to  recommendations  for  service  seems 
necessary.  In  many  areas  of  service,  recommendations  will  con- 
centrate on  expansion  and  intensification  of  what  already  exists. 
Recommendation  of  a desired  practice  in  all  cases  implies  more 
than  adding  to  the  duties  of  already  overburdened  professionals. 

It  means  increased  salaries  and  better  personnel  policies  which 
will  attract  and  help  to  retain  competent  people;  vigorous  recruit- 
ment of  such  people;  fellowship,  scholarship,  and  other  subsidy 
arrangements  to  encourage  pre-service,  in-service,  and  release- 
time training;  utilization  of  apprentices  and  ’’helpers”  wherever 
possible;  and  part-time  working  arrangements  suitable  to  attract 
professionals  who  have  temporarily  left  the  field  or  have  retired. 

The  recommendations  which  follow  apply  to  each  catchment  area 
except  in  those  cases  where  specific  places  or  facilities  are 
designated. 

1,  Detection  and  Case  Finding  --  at  this  time,  for  children  not 
obviously  retarded,  case  finding  is  primarily  a function  of  the 
public  schools,  believe  this  should  be  continued  and  intensified. 

Recommended  ’’home  contact  with  high  risk  individuals”  after 
hospital  discharge  (those  with  a history  of  genetic  diseases  in 
relatives,  premature  infants,  children  with  an  abnormal  pre-natal 
or  neo-natal  course,  those  with  head  traumas,  and  infants  from 
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slum  areas)  would  obviously  be  primarily  the  province  of  public 
health  or  visiting  nurses.  The  device  of  adding  a public  health 
liaison  nurse  to  the  staff  of  any  hospital  (or  group  of  hospitals) 
providing  obstetrical  services  might  well  be  utilized  to  assure 
immediate  follow-up  in  the  home  as  well  as  arrangements  for  continued 
medical  supervision  either  by  private  physician  or  in  a well  child 
conference  (well-baby  clinic). 

The  need  for  increased  sophistication  of  medical  and  other 
professionals  in  detection  of  faulty  developmental  and  behavior 
patterns  is  known  and  need  not  be  further  delineated  here. 

2.  Diagnostic  Facilities  — for  this  region,  tfestern  Diagnostic 
and  Evaluation  Center  should  continue  to  provide  diagnosis  and 
evaluation  services  at  present,  but  additional  diagnostic  and 
evaluation  services  should  be  developed  and  utilized  within  the 
next  five  years.  The  suggested  pattern  follows: 

Polk  State  School  and  Hospital  — to  serve  (in  addition  to 
Region  II)  our  catchment  areas  1,  3,  and  4 (Armstrong,  Indiana, 
Butler,  and  Lawrence  counties); 

the  Child  Development  Center  — a proposed  grouping  and 
expansion  of  existing  psychiatric  services  for  children  in  the 
Pittsburgh  area  (described  in  detail  in  the  Mental  Health  Plan)  -- 
to  serve  catchment  areas  2,  8,  and  9 (the  northwestern  tip  of 
kfestmoreland , all  of  Allegheny  and  Beaver  counties); 

Western  State  School  and  Hospital  — to  serve  catchment  areas 
5,  6,  and  7 (.Wfestmoreland , Fayette,  Greene,  and  Washington  counties). 
Inasmuch  as  our  concept  of  diagnosis  and  evaluation  includes 
counseling  for  families,  periodic  re-evaluation,  and  continuing 
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foULow-up  to  assure  continuity  of  care  and  provision  of  additional 
services  as  they  are  needed,  a gradual  shift  in  patterns  of  service 
can  be  predicted.  ML  thin  ten  years,  assuming  concurrence  with 
this  concept,  newly-developing  mental  health  centers  throughout 
the  Region  should  be  able  to  offer  at  least  initial  screening 
services  in  diagnosis  and  evaluation,  and  transfer  to  more  special- 
ized retardation  facilities  for  on-going  supervision  and  follow-up 
those  who  are  likely  to  need  prolonged  and  varied  services. 

One  approach  which  may  have  application  to  problems  of  diag- 
nosis and  evaluation  in  Region  I may  be  found  in  the  demonstration 
project  being  conducted  in  northern  California  by  Children’s 

Hospital  of  the  East  Bay  in  Oakland.  It  is  called  the  Northern 

* 

California  Regional  Child  Development  Center.  It  is  described 

as  follows:  "A  traveling  clinic  ...  will  provide  examinations  by 
pediatricians,  neurologists,  and  psychiatrists  in  the  communities 
themselves.  The  clinic  will  also  have  a laboratory  and  will  perform 
hearing,  speech,  and  sight  tests.  Social  workers  will  interview 
children  and  their  families  and  make  recommendations  for  occupational 
and  physical  therapy. 

’’Children  vkio  need  additional  treatment  or  tests  will  be 
referred  to  Children’s  Hospital  A center  team  will  be 

stationed  in  Oakland  (California)  at  the  Hospital  ...  and  a travel- 
ing team  will  cover  ...  northern  California  ....  The  center  team 
will  provide  comprehensive  diagnostic  evaluation  for  individual 
patients.  In  addition  to  the  varied  specialties,  there  will  be 
available  psychological,  hearing,  speech,  vision,  physical,  and 
occupational  therapy,  interviews  with  a social  worker,  and  laboratory 
studies  as  needed. 

’’The  traveling  team  will  have  at  least  a pediatrician  or 
pediatric  neurologist,  a psychologist , a public  health  nurse,  and 
a social  worker.  Emphasis  of  the  traveling  team  will  be  on 
diagnosis,  and  the  team  will  be  augmented  by  other  specialists 
from  other  communities. 

"Initially,  the  project  will  focus  on  the  pre-school  child  .... 


* "ComHiunity  Health,"  Vol.'  3,  No,  6,  National  Commission  on 

Community  Health  Services,  Inc.,  Bethesda,  Maryland,  March,  1965. 
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As  the  center  increAses  its  services  preference  will  be  given 
to  children  in  the  primary  grades,  and  service  could  eventually 
be  given  to  patients  up  to  19  years  old, 

’’The  child  development  center  will  also  coordinate  community 
programs  and  collect  and  pass  out  information.  It  will  establish 
a training  program  for  interns,  residents,  and  professional  pezrsocis 
in  the  diagnosis  and  management  of  children  with  developmental 
retardation  or  neurological  disorders.  It  will  promote  and  oondiict 
clinical  research  in  developmental  retardation  and  will  provide 
clinical  material  for  basic  research,” 

Such  a plan,  if  it  could  be  woiiced  out  as  part  of  the 
Child  Development  Center  proposed  for  the  Pittsburgh  area,  could  — 
with  appropriate  modifications  — provide  services  where  none  exist 
in  our  Region  and  could  also  supplement  the  activities  of  dis^^nostic 
and  evaluation  services  of  Community  Mental  Health  Centers  as  they 
develop, 

3.  Parent  Counseling  Services  are  currently  offered  by  P,A,R,C, 
chapters,  some  hospitals,  some  clinics,  some  workshops,  some  family 
agencies,  by  pastoral  counseling  centers,  and  by  individual ’gate- 
keepers,” The  extent,  the  degree,  and  the  quality  of  the  counseling 
cannot  be  assessed.  Such  services  should  develop  in  conjxinction 
with  diagnostic  and  evaluation  facilities  as  described  above. 

Rather  than  restricting  any  of  the  aforementioned  groups  in  their 
provision  of  counseling  services,  we  recommend  that  those  who 
counsel  families  should  be  provided  with  opportunity  for  training 

by  specialists  and  encouraged  to  avail  themselves  of  it, 

4,  Pre-school  Day  Care  Services  — are,  again,  provided  largely 
where  they  do  exist  by  P.A.R,C,  chapters,  A summary  of  known 
classes  is  appended  to  this  report.  Economic  Opportunity  Act  funds 
should  be  used  to  help  develop  pre-schools  where  they  do  not  exist 
and  v^re  there  is  a need.  Future  classes  should  be  established 
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on  the  basis  of  projections  of  the  hypothetical  community  or  on  a 
minimum  basis  of  2 per  1,000  kindergarten  enrollment.  They  should 
be  established  within  public  school  systems.  Ordinarily,  they  should 
be  limited  to  10  per  class.  As  the  schools  meet  this  responsibility, 
voluntary  agencies  will  be  able  to,  and  should,  relinquish  it. 

The  maximum  benefit  of  the  pre-school  class  can  be  realized  only 
when  parent  education  and  counseling  are  an  adjunct  of  the  program. 
Social  group  workers,  psychologists,  child  care  workers,  and  others 
trained  in  child  development  might  most  appropriately  augment  the 
work  of  the  teacher  or  function  in  a teaching  capacity. 

5.  Trainable  Classes  — those  known  in  the  Region  will  be  found 
appended  to  this  report.  Future  classes  for  retarded  students  with 
I.Q.^s  under  50  should  be  based  on  hypothetical  community  projections 
of  moderately  retarded  school-age  children  or  on  a minimum  of  2 per 
1,000  total  school  enrollment.  It  is  recommended  that  there  should 
be  no  more  than  10  children  per  class. 

6.  Educable  Classes  — Summaries  of  known  classes  are  appended. 
Future  classes  for  retarded  students  with  I.Q.*s  from  50  to  75 
should  be  planned  for  2 to  2.5  per  1,000  total  school  enrollment  or 
based  on  projections  of  mildly  retarded  school-age  children  in  the 
community.  Average  enrollment  should  be  15  per  class. 

A type  of  class  not  mentioned  in  our  outline,  but  utilized  with 
great  success  in  tjfestmoreland  County  in  our  Region,  as  in  some 
other  school  systems,  is  occupational  education.  In  kfestmoreland , 
students  with  I.Q.^s  from  about  50  up  have  one-half  day  in  school 
and  spend  one-half  day  working  for  local  business  or  industry,  for 


-240- 


pay.  The  program  has  helped  them  stay  in  school  and  benefit  from 
their  schooling,  as  well  as  helping  them  adjust  more  readily  to  a 
work  situation.  It  is  reconanended  that  such  classes  be  developed 
in  each  community  or  catchment  area.  They  should  be  related  to 
workshops  and  to  technical -vocational  high  schools, 

7,  (a)  Day  Care  Centers — should  be  established  for  one  child  per 

2,000  school  enrollment  or  based  on  projections  of  severely  retarded 
school-age  children  (with  I.Q,*s  about  20  or  less)  in  a county  or 
catchment  area. 

NOTE;  Ue  urge  that  school  boards  and  school  administrators  become 
fully  informed  about  the  school  law  as  it  concerns  the  mentally 
retarded.  Many  school  districts  continue  to  deny  education  to 
significant  numbers  of  eligible  mentally  retarded  children,  presum- 
ably because  of  incorrect  interpretation  of  the  school  law.  Nowhere 
in  the  law,  for  example,  is  there  any  reference  to  the  fact  that 
retarded  children  may  be  excluded  from  the  public  schools  until*  the 
age  of  eight  years.  And  yet,  many  school  systems  seem  to  believe 
that  they  are  not  responsible  for  retarded  children  below  the  age  of 
eight  and,  on  that  basis,  deny  them  their  right  to  attend  public 
schools. 

The  only  reference  to  the  age  of  eight  is  the  requirement  that 
all  children  must  be  enrolled  in  school  by  the  age  of  eight  years. 

Many  school  officials  persist  in  an  apparent  unawareness  of  the  laws, 
not  only  in  this  specific  instance,  but  also  in  relation  to  the  pro- 
vision of  transportation  to  special  schools,  and  to  the  dismissal  age. 

Inasmuch  as  retarded  children,  like  normal  ones,  are  entitled 
to  the  benefits  of  education,  and  are  in  addition  in  dire  need  of  all 
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they  can  get,  we  urge  that  special  classes  be  made  available  to  them 
at  least  by  the  time  they  are  6 (preferably  yoimger)  and  extended  to 
those  who  can  benefit  by  them  until  they  are  21, 

(b)  Short~term  Residential  Care  — is  offered  to  limited  numbers 
at  McGuire  Memorial  Home,  a residential  center  in  Beaver  County  for 
those  up  to  age  seven.  Emergency  and  interim  placement  are  other- 
wise extremely  difficult  to  obtain,  !ithin  the  next  few  years,  the 
Lawrence  County  Chapter,  P.A.R.C.,  in  conjunction  with  other  inter- 
ested groups,  hopes  to  apply  for  construction  funds  for  an  emergency 
and  interim  placement  facility,  for  a wider  age  grouping , which  might 
serve  catchment  areas  1,  3,  4,  and  8 (Armstrong,  Indiana,  Butler, 
Lawrence,  and  Beaver  counties).  Its  size  vi.ll  depend  on  a number 
of  factors  including  the  geographic  area  served.  Such  a facility 
appears  to  be  needed  and  should  be  seriously  considered  by  the 
Regional  Board  when  application  is  made. 

A similar  facility  should  be  available  in  the  southern  part  of 
the  region,  Fayette  County  would  be  a logical  location,  to  serve 
catchment  areas  5,  6,  and  7 (Westmoreland,  Fayette,  Greene,  and 
Washington).  Another  alternative  would  be  special  facilities  as 
part  of  western  State  School  and  Hospital. 

Allegheny  County  should  utilize  the  facilities  of  western  State 
School  and  Hospital  for  emergency  placement  while  developing  commu- 
nity facilities  for  short-term  placement, 

NOTE : Wiere  emergency  placement  of  retarded  children  is  presently 

effected  and  administered  by  juvenile  courts,  it  should  be  trans- 
ferred immediately  to  child  welfare  services. 
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(c)  Lon^-term  Residential  Care  Including;  Foster  Homes  and 
Community-Based  Sheltered  Residences  --an  unmet  need 

throughout  the  Region,  except  for  the  county  homes  for  the  aged  which 
provide  only  custodial  care  for  indigent  adults  including  the  re- 
tarded. (Allegheny  County  has  no  home  for  the  aged.  Some  sick, 
retarded  adults  get  into  Kane  Hospital,)  Many  other  retarded  adults 
are  misplaced  in  the  state  mental  hospitals, 

■,^stern  State  School  and  Hospital,  in  I^jhshington  County,  serves 
some  480  retarded  children  and  adults  from  l^stern  Pennsylvania. 
Facilities  for  another  600  are  planned.  They  will  meet  another  small 
segment  of  need. 

Private  residential  facilities  for  the  retarded  follow: 

Allegheny  Valley  School  for  Exceptional  Children,  in  Allegheny 
County,  provides  care  for  85  children  up  to  age  16,  and  is  expanding 
to  serve  100  more. 

Pry  Home,  in  Butler  County,  provides  custodial  care  for  44 
children  up  to  age  16, 

McGuire  Memorial  Home,  in  Beaver  County,  has  already  been  men- 
tioned. It  has  accomodations  for  150  children  up  to  age  seven. 

Clelian  Heights  School  for  Exceptional  Children,  in  Westmoreland 
County,  provides  education  and  training  for  twenty-five  children  from 
five  counties.  It  has  a new,  expanded  facility  planned  to  serve  100 
more  on  the  drawing  boards  and  has  applied  for  construction  funds, 

St.  Anthony's  School  for  Exceptional  Children,  in  Allegheny 
County,  provides  education  and  training  for  about  100  children  in 
residence  as  well  as  education  and  workshop  experience  for  some  100 
day  students. 

Foster  homes  are  sometimes  secured  by  child  or  adult  welfare 
services,  or  by  family  agencies.  The  numbers  and  locations  vary 
too  widely  to  be  described  accurately. 

Needed  are  expanded  and  coordinated  residential  services  for  all 
ages,  particularly  community-based  sheltered  residences  for  retarded 
adults.  A pattern  such  as  that  suggested  in  an  Economic  Opportunity 


Act  fund  application  for  developing  transitional  living  arrangements 
for  returning  mental  patients  might  well  be  used  as  a guide  for 
development  of  mental  retardation  residences  in  each  catchment  area, 
(The  proposed  sheltered,  supervised  residence  for  returning  mental 
patients  in  Allegheny  County  might  also  be  used  for  some  retarded 
adults.)  A copy  of  the  proposal  is  appended  to  this  report. 

NOTE : A potential  resource  which  has  been  largely  overlooked  in 
planning  is  the  county  home.  In  many  homes,  it  has  been  estimated 
that  as  many  as  half  of  the  residents  are  retarded  in  actuality  or 
in  their  functioning.  With  changed  staffing  and  financing  patterns 
and  the  addition  of  programmed  activities,  these  homes  could  serve 
a variety  of  purposes  beneficial  to  the  retarded  specifically  and 
the  community  generally: 

1,  emergency  placement, 

2,  transitional  living, 

3,  community -based  sheltered  residences  serving  a 
variety  of  purposes. 

The  committee  recommends  that  this  possibility  be  investigated 
by  the  Regional  Board  in  every  county  which  has  established  a county 
home , along  with  the  possibility  of  purchase  of  care  from  adjacent 
counties  by  any  county  without  its  own  home. 

8.  Institutional  Care  — the  committee  believes  that  institutional 
care  will  be  available  in  sufficient  number  at  presently-established 
facilities  as  the  services  outlined  above  become  available.  Rather 
than  recommending  the  establishment  of  new  facilities,  the  committee 
recommends  that  steps  be  taken,  with  all  prudent  haste,  to  upgrade 
the  numbers  and  quality  of  staff  and  to  provide  to  any  which  lack 
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them  the  supplies,  equipment,  and  operational  support  necessary  to 
do  their  work  well, 

9.  Sheltered  Wbrkshops  — 

The  sheltered  workshop  must  be  regarded  first  and  foremost  as 
another  tool  to  help  the  retarded  person  achieve  and  utilize  his 
maximum  potential  for  self-realization.  Productivity  is  secondary 
to  this  goal. 

Included  as  part  of  the  services  offered  by  a workshop  should 
be  intake,  evaluation,  training,  counseling,  placement  — either  in 
the  community  or  within  a long-term  workshop  — and  follow-up. 

All  existing  workshops  (a  list  of  those  in  the  Region  is 
appended)  should  be  helped  to  expand  and  upgrade  services  to  include 
in  sufficient  quantity  and  desired  quality  all  of  the  services  listed 
above , 

Two  existing  vrorkshops  have  submitted  construction  fund  appli- 
cations: Lintz  Sheltered  Wbrkshop  in  Beaver  County  and  the  P.A.R.C. 
Sheltered  Iwbrkshop  in  Butler  County,  The  former  has  developed  a 
plan  for  co-operation  with,  and  utilization  of,  existing  community 
services  (primarily,  although  not  exclusively,  with  the  Mental 
Hygiene  Clinic  of  Beaver  County)  which  makes  its  application  a strong 
one.  The  latter  may  be  strengthened  after  details  of  planned  loca- 
tion and  tie-in  with  available  services  have  been  developed. 
Specifically,  a close  relationship  with  the  Mental  Health  Guidance 
Clinic  of  Butler  County,  which  has  indicated  eagerness  to  develop 
such  a relationship, might  well  be  established  contingent  on  the  pro- 
vision of  specialized  services  for  the  retarded. 

Several  catchment  areas  within  the  Region,  1 and  6 (Armstrong 
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and  Indiana;  Fayette  and  Greene  counties),  have  no  sheltered  work- 
shops. 5*)rkshops  should  be  developed  to  serve  each  area,  based  on 
services  for  one  retarded  person  for  every  1,000  population,  (The 
200-some  retarded  persons  in  Region  I state-aided  workshops  represent 
a group  which  should  be  served  by  workshops  in  one  area  of  200,000 
population.) 

In  area  6,  the  P.A.R.C.  chapter  of  Fayette  County  would  appear 
to  be  the  logical  group  through  which  a workshop  could  be  developed. 
It  is,  indeed,  currently  woricing  to  establish  a workshop  and  should 
receive  help  to  do  so. 

In  Armstrong  and  Indiana  counties,  there  is  no  P.A.R.C,  chapter. 
In  the  absence  of  a local  chapter,  one  possibility  is  that  the  state 
association  might  be  able  to  develop  services  as  follows : there 
could  be  exploration  with  local  existing  groups  v*iich  already  provide 
or  could  develop,  sheltered  workshop  services  (e.g.,  blind,  cerebral 
palsy).  Such  groups  shoiild,  where  feasible,  develop  additional  work- 
shop services  for  retarded  adolescents  and  adults. 

In  order  to  facilitate  the  development  of  adequate  workshop 
services  throughout  the  Region,  the  following  suggestion  (in  view 
of  personnel  shortages)  is  made:  The  State  should  revise  standards 
for  establishing  workshops.  E.g,,  where  academically  qualified 
personnel  who  lack  the  required  two  years  of  paid  experience  are 
available,  provisional  appointments  should  be  possible.  Inhere  quali- 
fied persons  are  not  available,  a program  of  in-service  training 
should  be  established  which  will  enable  interested  and  capable 
persons  to  attain  desired  skills  and  experience.  In  all  instances. 
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a time  limitation  should  be  required  for  the  attainment  of  the 
necessary  education  and  experience. 

10.  Employment  Services  — as  indicated  above,  employment  services 
for  retarded  adults  should  be  one  of  the  services  of  sheltered  work- 
shops. Included  as  a vital  part  of  employment  service  is  employment 
counseling,  which  should  be  the  specific  responsibility  of  a staff 
person  prepared  and  experienced  in  it. 

Close  co-ordination  is  necessary  with  Pennsylvania  Employment 
Service  and  with  the  Bureau  of  Vocational  Rehabilitation.  Liaison 
activities  with  both  should  be  developed  by  all  existing  workshops 
where  they  do  not  already  exist,  and  should  be  an  integral  part  of 
future  ones.  VJiere  Bureau  of  Vocational  Rehabilitation  funds  help 
to  support  workshops,  standards  for  training  should  be  established 
co-operatively  and  observed. 

Involvement  and  development  of  community  employment  sources 
should  also  be  a focus  of  workshop  activity.  As  mentioned  earlier 
in  the  section  on  Occupational  Education,  both  workshop  and  employ- 
ment services  should  be  developed  and  initiated  for  the  retarded 
adolescent  before  he  leaves  school.  The  importance  of  adequate 
preparation  in  p\iblic  and  private  schools,  as  well  as  feedback  from 
those  agencies  and  industries  training  and  employing  the  mentally 
retarded,  cannot  be  overemphasized.  Continuity  in  both  training  and 
employment  will  thus  be  assured  as  part  of  over-all  planning, 

11,  Community  Services  of  all  kinds,  including  medical,  psychiatric, 
and  recreational,  should  be  available  to  the  retarded  person  as  to 
any  other  citizen  of  the  community.  All  services  seem  to  be  needed 
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in  ever-increasing  supply  by  everyone  — the  needs  of  the  retarded 
are  no  less  urgent, 

D.  Research  and  Program  Evaluation 
1.  Research:  Priority  Areas 


It 


Causes  and  prevention 

Treatment 

Data  collection: 

Standardization  of  terms 


Guides  for  standards  of 
record-keeping 


New  uses  of  manpower 


Effects  of  retardation  on 
family  members 


New  ways  to  educate 
the  retarded 


Results  of  special  education 
programs 


Auspices  Financing 
Primarily  a 
public  responsibility. 
Demonstration  and 
experimental  programs 
may  be  best  initiated 
in  the  ’’more  flexible” 
private  domain,  although 
the  increasing  availability 
of  public  funds  for  both 
should  also  be  encouraged 


1 


and  utilized. 

2,  Program  Evaluation  — no  specific  recommendations  have  emerged 
other  than  building  in  to  new  programs  provisions  for  evaluation. 
Ivhere  feasible,  on-going  programs  should  be  encouraged  to  incorporate 
a research  and  program  evaluation  component. 

E.  Public  and  Professional  Information  services  are  available 


through  all  public  media  and  through  libraries,  both  public  and 
professional.  Uhat  is  lacking  (in  addition  to  specific  technical 
knowledge  on  causes,  prevention,  treatment,  and  extent)  is  know-how 
in  the  utilization  of  information.  Gpecialists  in  techniques  of 
dissemination  of  information,  in  motivation,  and  in  development  of 
informative,  interesting,  and  ’’folksy”  leaflets,  news  releases,  TV 
and  radio  spot  announcements  and  programs  must  be  utilized  to  capture 
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the  imagination  of  the  casual  observer.  As  suggested  by  "gatekeeper 
testimony,  the  neighborhood  pharmacy  might  serve  as  a distribution 
center  for  non-technical  literature.  Other  means  for  distributing 
literature  should  be  utilized  as  v^ll. 

The  above  should,  of  course,  supplement  education  about  retards 
tion  which  needs  to  be  developed  for  use  in  the  public  schools  as 
well  as  in  professional  and  technical  schools, 

F,  Man£ower.  Suggestions  for  ameliorating  manpower  deficiencies 
will  be  found  in  remarks  preliminary  to  the  section  "Services  for 
the  Retarded," 

Because  those  suggestions  include  utilization  of  "helpers" 
wherever  possible,  and  because  research  suggested  includes  new  uses 
of  manpower,  it  WDuld  seem  inappropriate  to  project  estimates  of 
need  in  various  professional  specialties  for  two,  six,  and  ten  years 

G.  Legislation.  The  Committee  urges  that  a survey  of  Pennsylvania 
laws  affecting  the  retarded  be  authorized.  Such  a survey  might  fol- 
low the  format  of  "I^ntal  Retardation  and  the  Law;  A Survey  of 
California  Laws  Affecting  the  Mentally  Retarded." 

In  addition,  functions  of  the  State  Department  of  Revenue  re- 
garding the  determination,  assessment,  and  collection  of  institu- 
tional care  charges  should  be  transferred  (by  legislation  if  neces- 
sary) to  the  Department  of  Public  Vfelfare. 
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(Goimnents  by  Romulo  Gonzales,  M.D.,  Superintendent,  Wfestern  State 
School  and  Hospital,  after  review  of  all  of  the  foregoing: 

(pages  6 and  7)  "Southern  California  may  have  a similar  project 
in  existence  for  a longer  period  of  time.  The  center  is  based  at 
the  Children’s  Hospital  of  Los  Angeles,  making  use  of  its  facilities. 
They  also  have  a Traveling  Clinic  Team,  The  project  is  directed  by 
Richard  Koch,  M.D,  ,...  the  Cerebral  Dysfunctions  Clinic  at  the 
Children’s  Hospital  of  Pittsburgh  ...  can  possibly  be  the  starting 
core  of  such  a project," 

P.ll-Community-based  sheltered  residences,  'Tn  addition  to  the 
functions  mentioned,  these  residences  can  serve  as  employers  of 
higher  grade  retarded  adults  who  have  received  training  in  child 
care,  housekeeping,  kitchen  work,  etc.  These  workers  can  reside 
right  there  or  in  boarding  homes, 

"There  should  be  provision  for  the  periodic  re-evaluation  of 
children  placed  in  nursing  homes.  Some  children  could  have  been 
placed  there  after  having  been  declared  •unadoptable • on  the  basis 
of  unreliable  psychometric  testing  during  the  first  year  of  life. 

Of  course  they  will  be  retarded  in  function  if  they  spent  the  early 
months  of  infancy  in  a foundling  home  vhile  waiting  to  be  adopted." 
P.13  - Sheltered  workshops,  "Physical  facilities  for  sheltered 
workshops  may  be  combined  with  facilities  for  Activity  Centers  to 
serve  the  socialization  needs  as  well  as  recreation  needs  of  retar- 
dates who  may  or  may  not  be  going  to  the  workshops.") 
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ADDENDA 


The  Regional  Committee  has  received  priceless  aid  and  guidance 
from  many  sources  in  this  retardation  study.  Two  of  the  foremost 
have  been  the  Allegheny  County  Chapter  of  the  Pennsylvania  Association 
for  Retarded  Children,  and  United  Mental  Health  Services,  Inc, 

Both  are  excellent  community-based  organizations  in  part  con- 
cerned with  the  same  field  — retardation.  United  Mental  Health 
Services  was  created  in  1959  to  spearhead  the  citizens’  movement  on 
behalf  of  the  mentally  ill  children  and  adults,  the  retarded,  and 
the  alcoholics.  The  original  plan  was  to  include  the  local  P.A.R.C. 
chapter  in  United  Mental  Health  Services,  and  some  of  its  officers 
and  members  helped  form  the  U.M.H.S.  retardation  program.  Others 
preferred  to  keep  P.A.R.C.  as  a separate  agency,  and  did  so. 

United  Mental  Health  Services  has  four  major  fields  of  interest 
(community  mental  health  and  illness,  mental  illness  in  children, 
retardation,  and  alcoholism).  It  has  been  instrumental  in  developing 
various  retardation  pilot  projects  and  services.  Basically  it  is  not 
a direct  service  agency,  but  rather  specializes  in  community  informa- 
tion, education,  and  co-ordination  of  services, 

Pennsylvania  Association  for  Retarded  Children  has  developed 
and  sponsors  with  strong  parent  support  a great  variety  of  direct 
services,  including  pre-school  classes,  sheltered  workshops,  recreation 
programs,  day  camping,  and  summer  residential  camping,  as  well  as 
education  and  consultation. 

To  a minor  degree  each  is  doing  the  same  work,  but  of  far  more 
importance  is  the  realization  that  their  work  is  largely  complementary, 
that  a co-operative  relationship  exists,  and  that  there  is  ample  room 
for  all  of  the  efforts  of  both. 
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The  following  thoughtful  statement  on  financing  was  prepared  by 
Regional  Committee  member  Harry  N.  Dorsey.  Pressures  of  time  made 
its  detailed  review  by  the  entire  committee  impossible.  It  is,  however, 


I' 


recommended  for  study  by  the  task  force  which  is  planning  State-wide 
financing  patterns. 


'i 

!( 


FINANCING  MENTAL  HEALTH  AND  MENTAL  RETARDATION  SERVICES 
Introduction: 

The  single,  most  important  element  of  control  and  determinant 
of  the  success  of  any  program  is  financial  in  nature.  The  dollars  which  back 
a program  and  the  structure  through  which  those  dollars  are  distributed 
toward  the  accomplishment  of  an  objective  determine  the  rate  of  progress 
toward  the  accomplishment  thereof.  The  purpose  of  this  study  is  to  make 
real  progress  in  the  quality  and  quantity  of  the  service  available  for  the  treat- 
ment of  the  mentally  sick  and  to  sustain  the  gains  made.  These  recommendation 
concerning  financing  are  recognized  to  be  radical  departures  from  past  patterns 
in  our  management  of  chronic  illness.  They  include  basic  changes  in  philosophy 
so  basic  indeed  that  maybe  these  are  the  only  changes  that  need  be  made  to 
produce  real  and  lasting  progress  and  to  equate  in  Pennsylvania  the  quality  and 
quantity  of  service  available  for  the  treatment  of  the  mentally  sick  to  the  quality 
and  quantity  of  service  that  the  voluntary  system  has  produced  for  the  physically 
sick. 


State  Responsibility: 

The  current  tax  structure  and  current  trends  in  the  changing 
patterns  of  care  and  the  organization  of  resources  for  the  distribution  of 
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ilidical  services  augur  for  retention  at  the  State  level  of  government  of  the 
jligation  to  support  programs  for  the  prevention,  treatment  and  rehabilitation 
3 those  afflicted  with  mental  illness  and  mental  retardation.  The  extent  of 
;].s  support  should  be  related  to  the  needs  of  individuals  and  should  maximize 
potential  for  attracting  federal  funds  available  for  allocation  in  the 
C)mmonwealth.  Government  dollars  directed  to  the  financing  of  needed  care 
fr  the  mentally  sick  should  be  distributed  so  as  to  benefit  maximally  those 
MO  are  indigent  or  medically  indigent  and  should  be  directed  primarily  to 
le  purchase  of  care  for  the  needy  individual  - not  to  the  operation  of 
: stitutions, 

A,  If  true  balance  in  the  quality  of  care  regardless  of  ability  to  pay  is 
ever  to  be  attained,  the  value  of  service  offered  must  be  established 
and  known. 

I 

1,  To  establish  values,  accurate  cost  of  service  rendered  must 
be  computed, 

a.  To  provide  the  base  for  completeness  and  uniformity 
in  accounting  procedures,  standards  of  cost  accounting 
as  recommended  by  the  American  Hospital  Association 
and  most  third  party  payors  should  be  used. 

b.  To  guarantee  accuracy  in  the  determination  of  cost, 
audits  by  non-profit  third  party  payors  are  urged,  i.  e.  , 
Blue  Cross  and  State  government. 

2,  The  value  being  established,  the  facts  must  be  known  and 


publicized. 
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a.  All  service  rendered  should  be  billed  at  full  cost  to  each 
recipient  or  fiscally  or  socially  responsible  member  of 
the  family  thereof  irrespective  of  the  means  of  the 
recipient. 

b.  Responsibility  for  payment  for  service  rendered  (billed 
at  full  cost)  should  be  retained  by  the  individual,  but 
only  to  the  extent  that  personal  responsibility  is  retained 
for  the  medical  care  of  the  physically  sick. 

c.  The  programs  of  the  Department  of  Public  Welfare  for  the 
Purchase  of  Hospital  Care  for  the  indigent  and  the  medically 
indigent  and  for  Medical  Assistance  for  the  Aged  should 
apply  to  the  mentally  sick  in  exactly  the  same  way  as  they 
apply  to  the  physically  sick;  regardless  of  where  the 
needed  service  is  rendered.  Service  rendered  in  State 
hospitals  should  be  paid  for  through  the  operation  of  these 
programs  in  exactly  the  same  way  as  service  rendered  in 

a voluntary  general  hospital. 

d.  Insurance  contracts  providing  for  the  purchase  of  care  for 
mental  illness  should  be  required  to  pay  for  the  service 
rendered  in  any  approved  setting  be  it  government  or 
voluntary. 

e.  With  the  patient  and  his  physician  in  the  position  of  a 
consumer  with  the  purchase  price  and  with  a choice,  the 
patient  will  be  served  in  the  environment  most  suited  to 
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his  needs  -and  will  impose  the  controls  that  produce 


quality  and  satisfaction  with  a product. 

B,  State  hospitals,  like  the  hospitals  of  our  voluntary  system,  should  be 
made  responsible  for  all  of  the  fiscal  aspects  of  the  relationship 
between  the  patient  and/or  his  family  and  the  institution.  This  is  as 
important  to  the  appropriate  medical  management  of  the  patient  as  it 
is  to  the  fiscal  management  of  the  institution. 

1.  All  income  earned  from  service  rendered  should  be  retained 
by  the  institution  to  be  applied  against  the  cost  of  operations. 

C.  Amendment  in  current  law  to  provide  full  cost  reimbursement  for 
medical  service  needed  by  the  indigent  and  medically  indigent  should 
receive  priority  attention. 

1.  Funds  which  now  flow  to  the  support  of  programs  for  the  care 
of  the  mentally  ill  and  the  mentally  retarded  could  be  by  this 
route. 

2.  Until  such  time  as  purchase  of  care  programs  for  the  indigent 
and  medically  indigent  provide  for  full  cost  reimbursement. 
Commonwealth  appropriations  to  support  the  operations  of  our 
State  hospitals  should  be  for  the  purpose  of  underwriting  the 
deficit  which  will  result  from  a predominance  of  free  and  part 
free  care  which  will  continue  to  be  rendered  in  our  State 
hospitals.  The  appropriation  for  each  hospital  should  be 
exactly  equal  to  the  amount  of  free  or  part  free  care  rendered 
in  each  hospital. 


-255- 


3.  The  need  for  such  an  appropriation  would  disappear  when 
medical  service  needs  of  the  indigent  and  the  medically 
indigent  are  fully  met  from  the  purchase  of  care  programs. 

D.  Only  as  pertains  to  ownership  and  development  of  capital  plant  would 
there  be  a continuing  and  greater  dependency  on  governmental  subsidy 
(outside  the  programs  of  the  Department  of  Public  Welfare)  for  State 
mental  institutions. 


May  1965. 
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REGION  II 


GENERAL  PHILOSOPHY 

CONCERNING  THE  MENTAL  RETARDATION  PLAN 


The  Committee  believes  that  a definite  comorehensive  plan 
to  serve  the  region’s  estimated  24,339  mentally  retarded  can, 
following  nearly  one  year’s  investigation  and  study,  now  be 
given  firm  outline.  Moreover,  the  direction  in  which  the  Com- 
monwealth must  move  in  order  to  serve  the  mentally  retarded 
citizens  of  Northwestern  Pennsylvania  during  the  next  decade 
can  be  determined  with  acceptable  accuracy. 

A truly  comprehensive  mental  retardation  plan  to  serve 
the  needs  of  the  twelve  counties  of  Region  II  would  contain  the 
following  in  adequate  quantity  and  quality: 

1.  PUBLIC  EDUCATION 

2.  PROFESSIONAL  CINSERVICE)  EDUCATION 

3.  PROFESSIONAL  CONSULTATION 

4.  PREVENTIVE  SERVICES 

a.  Research  programs 

b.  Prenatal  and  well-baby  clinics 

c.  Mandatory  testing  for  PKU,  RH  factors,  etc. 

5.  EARLY  CASE  FINDING  AND  IDENTIFICATION 

6.  DIAGNOSIS  AND  EVALUATION 

7.  FAMILY  COUNSELING 

8.  PRE-SCHOOL  PROGRAMS 

a.  Home  training 

b.  Socialization  classes  for  moderate  and 
severely  retarded 

c.  Enrichment  programs  for  the  ’’culturally  deprived” 

9.  PUBLIC  SCHOOL  PROGRAMS 

a.  For  the  ’trainable”  until  age  twenty-one 

b.  For  the  ’’educable”  until  age  eighteen,  including 
a meaningful  secondary  work- experience  program 
leading  to  a high  school  diploma 

c.  Programming  for  and  eligibility  for  evening  adult 
education  program  in  ’’trade”  and  remedial  areas 
for  the  educable 

d.  Lowering  of  mandatory  admission  age  to  public 
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school  to  at  least  chronological  age  six 
e.  Provision  for  adequate  counseling  and  social  work 
services  for  the  school  age  retardate  and  his 

family 

10.  POST  SCHOOL  HABILITIVS  AND  SOCIALIZATION  PROGRAMS 

a.  Vocational  counseling,  ’’trade”  training  and 
job  placement 

b.  Activity  centers 

c . Worksh  ops 

d.  Any  or  all  with  residential  facilities  when 
necessary 

11.  CARE  AWAY  FROM  HOME  FOR  ALL  AGES  AND  DEGREES  OF  MENTAL 
RETARDATION 

a.  Long  term 

b.  Day,  night,  weekend  and  emergency 

c.  Habilitive  components  leading  to  the  rettirn  of 
the  retardate  to  his  community  when  anprooriate 

12.  RECREATION 

(This  should  be  an  integral  part  of  programs  seven 
through  ten  above) 

13.  RELIGIOUS  PROGRAMS 


The  Regional  Committee  recognizes  prevention  as  being  the 
only  true  and  satisfactory  solution  to  the  problem  of  mental  re- 
tardation. Recognizing,  however,  that  it  may  be  decades  if  not 
centuries  before  most  retardation  can  be  prevented,  the  Committee 
sees  the  establishment  of  direct  services,  community  based  and 
oriented,  whenever  practical  for  the  retarded  individual  and  his 
family  as  a matter  of  prime  importance.  Before  such  direct  ser- 
vice programs  can  be  truly  effective,  a meaningful  program  of 
public  education,  designed  both  to  prevent  and  to  win  acceptance 
for  the  unpreventable , must  be  initiated.  Communities,  moreover, 
must  be  prepared  to  assume  their  responsibility,  both  moral  and 
financial,  for  the  creation  of  those  services. 

Such  a program,  moreover,  must  also  be  designed  to  reach 
existing  professionals  \i^o  are  not  adequately  aware  of  the  men- 
tally retarded  and  their  problems.  This  can  best  be  done  through 
a program  of  professional  inservice  education  and  adequate  pro- 
fessional consultation. 

If  an  intensive  public  education  and  professional  training 
is  carried  out  the  Committee  sees  the  creation  of  an  atmosphere 
in  which  direct  services,  because  they  have  public  acceptance, 
will  thrive  and  grow. 
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Fully  realizing  that  orofessional  staff  In  the  field  of 
mental  retardation  is  in  very  short  supply,  the  Regional  Com- 
mittee feels  most  strongly  that,  whenever  possible  and  practical, 
services  designed  for  the  mentally  ill  must  also  be  utilized 
by  the  mentally  retarded;  without  prejudice  to  either  grouo.  In 
addition,  in  catchment  areas  where  there  are  now  no  or  greatly 
limited  services  for  either  of  these  handicapped  groups,  effort 
should  be  made  to  develop  the  services  in  unison. 

Whenever  possible,  personnel  staffing  community  mental 
health  centers  should  be  chosen  from  professionals  knowledgeable 
in  both  mental  retardation  and  mental  health. 
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REGION  II  COMMITTEE  RECOMMENDATIONS 


In  furthering  its  interpretation  of  a comprehensive  mental 
retardation  plan,  the  Region  II  Committee  makes  the  following 
specific  recommendations: 

PUBLIC  EDUCATION 

That  the  Pennsylvania  Department  of  Public  'Welfare  retain  for 
Region  II  a staff  person  to  be  known  as  a Regional  Mental  Health 
and  Mental  Retardation  Educator-Coordinator.  This  person  is  to 
be  knowledgeable  in  the  fields  of  mental  health,  mental  retarda- 
tion and  public  education.  His  primary  assignment  would  be  to 
educate  the  public,  using  all  means,  in  the  needs  of  these  two 
groups . 

A secondary  assignment  would  be  as  staff  person  to  the  anti- 
cipated ongoing  regional  planning  body. 

This  task,  moreover,  should  not  be  an  additional  assignment 
given  to  an  existing  State  staff  position,  but  a new  position  with 
duties  exclusively  in  the  public  awareness  and  professional  in- 
service  field. 

The  Region  II  Ccmmittee  also  endorses  the  recommendations 
contained  in  Task  Force  Paper  13,  ’’Public  Awareness”  except  that 
under  Topic  B,  ’’State  Public  Awareness  Program  Development,”  Item 
Number  2,  it  recoranends  mental  retardation  information  should  NOT 
be  offered  on  the  basis  of  ^rade  placement,  but  on  the  basis  oT 
chronological  age  and  definitely  be  offered  prior  to  age  sixteen. 

This  will  enable  the  school  ”droo-out”  and  ’’mildly  retarded” 
student  (who  often  constitutes  a significantly  meaningful  percen- 
tage of  the  future  high  risk  population)  to  receive  the  information 
prior  to  leaving  school. 


PROFESSIONAL  INSERVICE  TRAINING 

That  the  above  named  staff  person  (public  mental  health-men- 
tal retardation  edijcator-coordinator)  by  every  means  practical 
assist  mental  health  and  mental  retardation  facilities  with  their 
on-going  programs  of  professional  Inservice  training  and  public 
education. 


PRETENTION  AND  EARLY  DETECTION 


The  Committee  recommends  that  this  become  a orimary  respon- 
sibility of  the  public  schools  and  ’’Gatekeeper  Groups”  but  notes 
that  they  cannot  function  effectively  in  this  role  without  in- 
creased mental  health  inservice  training. 

That  a mandatory  blood  test  for  phenylketonuria  be  instituted, 
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at  once,  in  all  hospitals  within  the  Commonwealth  of  Pennsyl- 
vania, and  that  every  child  receive  the  test.  Further,  that  all 
hospitals  be  required  to  furnish  the  public  health  service  with 
the  names  of  new  born  babies  discharged  prior  to  the  third  day 
(when  the  test  can  be  given)  and  the  health  service  be  then  re- 
sponsible for  collecting  a blood  specimen  for  test  purooses. 

Further,  that  the  cost  of  said  testing  to  be  borne  by  the 
parents . 

That  the  staff  of  all  general  hospitals  be  required  to  es- 
tablish a procedure  for  consultation  with  parents  of  new  born  bab- 
ies for  permission  to  refer  appropriate  cases  to  the  public  health 
service . 

That  the  Concept  of  Child  Health  Conference  be  expanded  to 
include  an  antepartum  and  postpartum  care  program  for  indigent 
mothers.  Further,  a method  of  communication  and  reporting  be  es- 
tablished by  the  Conference  with  the  hospital  where  the  delivery 
will  or  has  taken  place.  Such  a report  to  be  forwarded  through 
the  appropriate  Health  Department. 

That  all  Clinics  be  so  positioned  that,  on  the  average,  the 
patient  using  them  would  have  no  further  to  travel  than  they  or- 
dinarily travel  to  shop.  Further,  that  clinics,  preferably,  be 
located  in  the  same  area  that  is  ordinarily  used  for  shopping. 

REGIONAL  DIAGNOSTIC  & EVALUATION  CENTER 

That  a complete  diagnostic  and  evaluation  center,  with  a 
strong  research  component,  be  constructed  at  Polk  State  School 
and  Hospital.  Further,  that  this  construction  be  given  top  prio- 
rity in  developing  the  Commonwealth's  Comprehensive  Mental  Retar- 
dation Plan. 

That  the  center  serve  the  twelve  counties  not  in  Region  II, 
plus  Lawrence,  Butler  and  Armstrong  Counties  in  Region  I. 

Further,  that  the  center  establish  close  ties  with  the  colleges 
of  the  Region  and  particularly  with  the  universities  in  the  City  of 
Pittsburgh. 

That  the  Department  of  Public  Welfare  and  the  School  completely 
explore  the  desirability  of  boarding  facilities  for  the  retardate 
and  his  family  Cas  part  of  the  new  construction)  during  the  period 
of  diagnosis  and  evaluation  at  the  center. 

The  Committee  recommends  Polk  State  School  and  Hospital  as 
being  superior  to  other  locations,  for  the  following  reasons; 

It  is  now  within  a maximum  distance  of  two  hours  from 
the  most  populous  areas  of  Region  II.  With  completion 
of  new  multi-lane  highways  now  under  construction,  it 
will  be  much  closer. 
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It  has  a ^reat  deal  of  diagnostic  and  evaluation  ex- 
perience in  its  existing  outpatient  and  other  facilities. 

ScHne  agreements  now  exist  between  the  School  and  area 
colleges . 

Further,  that  this  recommendation  be  made  with  the  implicit 
understanding  that  no  additional  diagnostic  and  evaluation  programt 
be  started  at  Polk  State  School  and  Hospital  beyond  those  v^ich 
now  exist,  unless  the  Commonwealth  is  prepared  to  provide  adequate 
financial  support  to  attract  sufficient  and  comoetent  staff  and 
construct  suitable  facilities. 

PUBLIC  SCHOOLS 

Administration — That  the  Department  of  Public  Instruction  make 
uniform  the  adninistration  and  financing  for  district,  county 
and  state  special  education  classes. 

That  the  Department  of  Public  Instruction,  with  all  due  speed, 
develop  staff  in  its  Harrisburg  office  and  field  staff  to  develop 
universal  curriculum  guides  for  special  education.  Further,  that 
priority  for  the  development  of  these  programs  be  given  to  second- 
ary special  education  programs. 

Further,  that  provision  be  made  for  a position  of  coordinator 
of  special  education  for  each  special  education  system.  This  co- 
ordinator to  have  equal  status  and  salary  as  an  assistant  county 
superintendent . 

That  the  State  Department  of  Public  Instruction  assume  a po- 
sition that  makes  mandatory  the  implementation  of  plans  for  special 
education  by  all  school  districts  as  developed  by  the  local  special 
education  departments. 

That  the  Department  of  Public  Instruction  explore  the  de- 
sirability of  creating,  by  statute  and  training,  a oosition  of 
"educational  secretary"  (similar  to  legal  or  medical  secretary)  to 
assist  supervisors  of  special  education.  Further,  that  the  pay  be 
commensurate  with  the  position  and  training. 

Admissions --That  it  be  made  mandatory  for  all  retardates  Ceducable 
and  trainable)  be  admitted  to  a public  school  program  no  later 
than  chronological  age  six. 

Further,  that  the  present  state-supported  ore-school  pro- 
grams for  blind,  deaf  and  cerebral  palsy  children  be  expanded  to 
include  the  retarded  educable  and  trainable  child. 

Note:  This  Committee  feels  that  pre-school  programs  for 
the  mentally  retarded  are  a responsibility  of  the  public  schools. 

Dismissals --That  it  be  made  mandatory  for  educable  secondary 
special  education  programs  to  continue  until  age  eighteen  and 
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lead  to  the  awarding  of  a high  school  special  education  occupa- 
tional diploma. 

Further,  that  all  secondary  educable  education  programs 
include  work  experience  and  pre- employment  programs. 

Retention  of  Trainable  Retarded  in  Public  School  until  Age  21-- 

That  all  local  special  education  systems  be  instructed  and  re- 

quired  to  develop  meaningful  school  programs*  for  the  older 
trainable  retardee  Capproxima tely  age  17  to  21)  and  that  the 
trainable  retardate  be  retained  in  the  public  school  special  edu- 
cation system  until  age  twenty-one. 

This  is  to  be  effective  unless  he  be  excused,  prior  to 
age  twenty-one  upon  recommendation  of  a school  psychologist  and 
with  parental  approval  and  then  only  to  an  organized  post-school 
program,  in  session  at  least  nine  months  a year.  The  said  program 
is  to  meet  the  standards  established  by  the  Bureau  of  Community 
Mental  Health  Services  for  Grant-in-Aid  Recipients. 

He  may  be  placed,  under  the  sponsorship  of  the  Bureau  of 
Vocational  Rehabilitation,  in  a position  of  gainful  employment. 

WORKSHOPS 

That  the  Commonwealth  not  adopt,  in  Region  II,  the  con- 
cept of  a *’multi-disciplinary  Regional  Workshop”  Ccontained  in 
Mental  Retardation  Task  Force  Paper  #6),  except  as  an  interim  so- 
lution until  local  rehabilitative  facilities  can  be  developed. 

Realizing,  however,  it  may  be  years  until  local  rehabilita- 
tive shops  are  developed,  the  Committee  recommends  that  a resi- 
dential workshop  program  be  developed  in  Erie  immediately  to  pro- 
vide the  full  range  of  post-school  programs  for  the  retarded  citi- 
zens of  Erie  and  Erie  County. 

Further,  this  facility  should  also  offer  rehabilitation 
services,  under  contract  with  the  Bureau  of  Vocational  Rehabilita- 
tion, to  the  remaining  counties  of  the  region. 

Except  that  Mercer  County,  which  has  developed  a most 
satisfactory  program,  should  continue  to  offer  rehabilitative  pro- 
grams, under  contract  to  the  Bureau  of  Vocational  Rehabilitation, 
for  retarded  caLtizens  cjf  that  county.  Further,  under  normal  cir- 
c\imstances,  no  Bureau  of  Vocational  Rehabilitation  clients  from 
Mercer  County  should  be  serviced  by  the  Erie  facility. 

The  Committee  does  feel,  moreover,  that  rehabilitation  of 
the  retarded  is  best  accomplished  in  or  in  close  proximity  to 
his  own  community,  it  sees  the  Erie  regional  shop  as  only  an 
interim  solution  and  recommends  that  at  least  one  workshop  offering 

^ This  assumes  Department  of  Public  Instruction  is  prepared  to 
assist  and  guide  the  development  of  such  programs. 
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the  full  range  of  services » including  rehabilitation,  be  es- 
tablished in  each  of  the  six  proposea  Mental  rieal th/Mental  Re- 
tardation Catchment  Areas. 

Further,  this  local  rehabilitation  shop  should  serve  as 
the  hub  for  a system  of  facilities  to  be  established,  with  all  due 
speed,  in  major  communities  of  the  proposed  service  areas  and/or 
a transportation  system  be  established  to  bring  post-school  retar- 
dates from  the  major  communities  to  the  hub  shop;  whichever  is 
most  practical.  Further,  the  hub  shop  and  its  related  facilities 
should  be  under  one  central  administration. 

The  Committee  recommends  that  professional  staff  for  this 
network  of  shops  be  made  available,  parttime,  from  the  six  proposed 
community  mental  health  centers  and  public  schools.  For  this  pur- 
pose, whenever  possible,  shops  should  be  located  in  close  geographic 
proximity  to  new  mental  health  centers. 

Further,  that  the  sheltered  workshop  program  be  expanded  to 
include  the  concept  of  trade  training. 

That  siifficient  funds  be  appropriated  to  the  Department  of 
Public  Instruction  to  pay  tuition  of  approximately  $1,000  a year 
per  trainee  to  a workshop  meeting  the  standards  of  Department  of 
Community  Mental  Health  Services. 

The  object  being  to  keep  the  child  in  the  community  and 
out  of  a state  school  and  hospital,  with  insuring  savings  to  the 
citizens  of  Pennsylvania.  This  to  apply  to  terminal  and  activity 
programs  in  workshops  as  part  of  an  expanded  concept  of  adult  edu- 
cation. 


Further,  that  existing  adult  education  program  be  expanded 
to  include  *’trade”  and  remedial  areas  to  provide  for  the  needs  of 
the  adult  retarded  in  evening  classes  of  secondary  schools. 

That  the  Commonwealth  Department  of  Labor  and  Industry  and 
Office  of  Mental  Health  explore  with  the  business  community  the 
practicality  of  having  industry  loan  ycjung  administrative  officers 
to  workshops  for  one  year. 

Such  an  arrangement  to  have  the  shop  pay  as  much  salary  as 
possible,  with  industry  absorbing  the  salary  difference.  It  is 
felt  such  an  arrangement  would  put  shops  on  a true  business  basis. 
This  arrangement,  in  turn,  would  permit  the  young  executive  to  gain 
experience  in  "running  his  own  business,"  dealing  with  the  govern- 
ment and  first-hand  knowledge  of  a group  of  potential  employees. 

That  all  sheltered  shops  should  consider  and  be  encouraged 
to  become  multi-handicap  operations. 

That  cooperative  workshop  Junior  Achievement  Programs  be 
explored  by  the  Bureau  of  Vocational  Rehabilitation. 

That  every  major  community  strive  to  develop  as  many  of  the 
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post-school  workshop  programs  (activity,  terminal  employment, 
rehabilitive)  as  possible  and  that  the  Commonwealth,  through 
appropriate  means,  given  this  development  every  possible  sup- 
port. 


Further,  that  the  appropriate  state  agencies,  particu- 
larly the  Bureau  of  Vocational  Rehabilitation  and  Office  of  Mental 
Health,  embrace  and  encourage  a concept  that  would  permit  one 
executive  director  to  administer  two  or  more  shops  in  close  geo- 
graphic proximity. 

REHABILITATION  AND  EMPLOYMENT 


That  the  Bureau  of  Vocational  Rehabilitation  thorsughly 
examine  its  role  in  terms  of  service  to  the  retardate. 

Further,  that  the  performance  of  counselors  working  with 
this  group  not  be  evaluated  in  the  same  manner  as  a counselor 
working  with  the  physically  handicapped. 

Further,  that  the  Bureau  be  given  adequate  funds  so  that 
it  can  work  with  more  cases  with  ’’questionable  prognosis”  instead 
of  being  forced  to  pre-judge  potential  before  evaluation  and 
’’training.”  That  the  Bureau  of  Vocational  Rehabilitation’s  coun- 
selors be  given  more  knowledge  (through  inservice  training)  of 
the  retardate. 

That  the  existing  Pennsylvania  State  Ehiployment  Services 
assume  a greater  role  in  placing  the  mentally  retarded  in  oosi- 
tions  of  gainful  emplojment. 

RESEARCH 

That  adequate  state  and  federal  funds  be  provided  to 
Warren  State  Hospital  and  Polk  State  School  and  Hospital  to  ex- 
tablish  and  expand  basic  research  programs. 

Further,  that  research,  particularly  in  program  evaluation, 
be  continued  by  local  facilities.  These  facilities  are  to  be 
provided  with  adequate  staff  and  monies  to  conduct  and  assist  in 
this  research. 


MISCELLANEOUS 


That  the  number  of  state  public  health  nurses  be  increased 
to  enable  them  to  conduct,  by  statute,  effective  home  visitation 
and  training  programs,  following  appropriate  inservice  training. 
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COORDINATION  OF  FACILITIES 


COORDINATION,  GENERAL 

Existisig  facilities  for  the  mentally  retarded  within 
Region  II  are  extremely  limited.  With  the  exception  of  public 
school  classes,  only  the  counties  of  Erie,  Crawford,  Mercer  and 
Venango  have  year-round  facilities  of  any  description.  There 
is  a summer,  resident  camo,  in  McKean  County  available  to  the 
retarded. 

Polk  State  School  and  Hospital,  'ji^ich  is  the  region's 
primary  residential  facility,  serves  the  entire  region  on  a year- 
round  basis. 

In  terms  of  catchment  areas,  this  indicates  that  three 
of  the  six  proposed  areas  have  no  services  for  the  mentally 
retarded  on  a year-round  basis. 

Coordination  between  these  mental  retardation  facilities 
and  between  retardation  and  mental  health  facilities  varies  in 
local  situations  but  is,  at  best,  soeradic. 

Accordingly,  the  Committee  sees  the  development  of  gen- 
eral coordinating  mechanisms  between  the  existing  and  proposed 
facilities,  both  mental  retardation  and  mental  health,  as  a 
priority  task  for  the  six  catchment  and  one  regional  planning 
body  that  may  be  developed.  A device  that  might  be  considered 
to  aid  in  this  coordination  would  be  a central  catchment  file 
(maintained  by  the  Community  Mental  Health  Center)  of  known  re- 
tardates. 


COORDINATION,  MENTAL  HEALTH  CENTERS 

The  Regional  Coiamittee  has  made  a definite  recommendation 
concerning  patient  flow,  an  important  phase  of  coordination,  be- 
tween mental  health  facilities.  This  concept  of  a universal  in- 
take procedure  could  also  apply  to  mental  retardation  facilities. 

This  committee,  moreover,  has  recommended  that,  when  prac- 
tical, projected  workshops  for  the  mentally  retarded  be  developed 
in  close  geographic  proximity  to  mental  health  centers  to  make 
staff  sharing  possible. 

In  addition,  a professional,  possibly  the  sunervisor  of 
special  education,  should  be  appointed  to  serve  as  an  ex-officio 
member  of  the  center’s  staff  and  effect  liaison  and  coordination 
between  the  center  and  the  schools  of  the  catchment  area. 

By  1971  there  should  be  on  the  staff  of  each  Community  Men- 
tal Health  Center  a social  worker  highly  knowledgeable  in  the  area 
of  mental  retardation  to  serve  as  a liaison  person  between  the 
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center  and  mental  retardation  facilities.  This  orof essi onal ’ s 
role  in  parental  counseling  will  be  dealt  with  in  another  section 
of  this  document. 
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MENTAL  RETARDATION  CONSTRUCTION  PROPOSALS 


The  Region  II  CcMtanittee  has  accepted  and  passed  on  two  (2) 
mental  retardation  construction  proposals.  The  applications  are 
from  the  Erie  Exceptional  CSiildren  Education  Center,  136  East 
Avenue,  Erie,  Pennsylvania,  and  the  Mercer  County  Association  for 
Retarded  Children,  54  Walnut  Avenue,  Sharon,  Pennsylvania. 

The  Erie  application  is  for  a fifty-two  (52)  bed  residen- 
tial facility  to  enable  the  existing  sheltered  workshop  to  ex- 
tend services  beyond  Erie  County. 

Mercer  County  Association  for  Retarded  Children’s  appli- 
cation is  to  enable  the  existing,  inadequate  workshop,  to  double 
the  number  of  clients  now  served. 

Both  applicants  were  awarded  equal  priority  for  the  follow- 
ing reasons: 

1.  Their  functions  Ci.e.  resident  and  workshop)  are 
entirely  different. 

2.  Both  are  vitally  needed  to  achieve  adequate  services 
in  their  respective  catchments. 

3.  The  Committee  could  not  determine  which,  if  either, 
was  most  needed  on  a region-wide  basis. 

In  addition  to  the  above  two  mental  retardation  applications, 
the  Committee  has  recommended  other  major  mental  retardation  con- 
struction occur  in  Region  II  prior  to  1971. 

The  Commonwealth,  the  Committee  recommends,  should  construct, 
in  Elk  County,  a residential  facility  to  test  the  concepts  out- 
lined in  Mental  Retardation  Task  Force  Paper  Ntimber  Seven,  ”Care 
Away  from  Home.**  Further  information  on  this  recommendation  is 
available  in  the  Regional  Mental  Retardation  Plan,  as  part  of  the 
section,  **Committee  Statements  to  Augment  and  Clarify  Catchment 
Plans  .*’ 


The  Commonwealth  should  also  construct  at  Polk  State  School 
and  Hospital,  by  1971,  a complete  diagnostic  and  evaluation  center. 
Additional  information  on  this  recommendation  is  available  in  the 
Regional  Mental  Retardation  Plan,  immediately  following  the  General 
Philosophy. 

Both  the  Mental  Health  and  Mental  Retardation  Plans  have 
been  approved,  including  construction  priority  and  phasing,  by 
the  region's  two  sub-committees. 
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The  following  additional  construction  and/or  renovation 
MAY  be  needed  to  implement  the  regional  plan. 

CATCHMENT  #1  - ERIE  CiOUNTY  CQreater  Erie  and  Corry) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #2  - CRAWFORD  ODUNIY  CMeadville  and  Titusville) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #3  - MERCER  COUNTY  CSharon,  Farrell,  Greenville,  Mercer 

and  Grove  City) 

Workshop,  Day  care  and  Pre-school*  facilities 

CATCHMENT  #4  - VENANGO  COUNTY  COil  City  and  Franklin) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #4  - CLARION  COUNTY  (Clarion) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #5  - JEFFERSON  COUNTY  (Brookville  & Punxsutawney) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #5  - ELK  COUNTY  (St.  Marys  and  Ridgway) 

Workshop,  Day  care  and  Pre-school  facilities 

CATCHMENT  #5  - POTTER  COUNTY  (Goudersport) 

Workshop,  Day  care  and  possible  oublic  school  residential 
facilities 

CATCHMENT  #6  - WARREN  COUNTY  (Warren) 

Workshop,  Day  care  and  Pre-school  facilities 
CATCHMENT  #6  - McKEAN  COUNTY  (Bradford  and  Kane) 

Workshop,  Day  care  and  Pre-school**  facilities 


Sharon  - Farrell  only 

**  Bradford  only 
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COUNTY  AND  MUNICIPAL  GOVERNMENTAL  STRUCTURE 


Region  II,  with  only  4.9  percent  of  the  total  work  force 
engaged  in  agricultural  endeavor,  is  still  psychologically  and 
philosophically  a rural  area  in  which  county  governments  are  para- 
mount. The  principle  officers  of  the  county  governments  are  three 
Commissioners  elected  every  four  years.  One  Commissioner,  by 
State  Constitution,  always  represents  the  minority  party. 

The  region  has  one  (Erie)  class  III  county,  one  (Mercer) 
class  V county;  five  counties  in  class  VI;  two  of  class  VII  and 
three  of  class  VIII.  Those  in  class  VI  are  Crawford,  Jefferson, 
McKean,  Venango  and  Warren.  In  class  VII  are  the  counties  of 
Clarion  and  Elk.  The  three  counties  in  class  VIII  are  Cameron, 
Forest  and  Potter. 


Only  Erie  County  is  classified  as  a ’’Metropolitan  Area 
County”  by  the  Pennsylvania  Department  of  Internal  Affairs, 


Classification  of  Counties  - Pennsylvania  counties  are  classified 
by  state  law  according  to  pooulation.  The  1963  classification  was 
based  on  the  1960  U.  S,  Census,  as  follows: 


Class 

Number 

Populati on 
at  Least 

but 

Population 
Less  Than 

3 

1 

230,000 

S00,000 

5 

1 

95,000 

150,000 

6 

5 

45,000 

95,000 

7 

2 

20,000 

45,000 

8 

3 

-- 

20,000 

The  only  major  city  is  Erie,  which,  since  January  1,  1962, 
has  had  an  effective  strong  mayor  form  of  city  government.  In 
addition  to  the  mayor,  there  are  seven  part-time  counci Imen . Erie 
is  a third  class  city. 

Mercer  County  does  have  in  the  ’’Greater  Shenango  Valley 
Area”  an  urban  complex  of  contiguous  towns  of  approximately  40  to 
50,000  population.  The  principal  communities  in  the  complex  are 
Sharon,  Farrell  and  Sharpsville.  All  have  a strong  mayor  form  of 
government.  Sharon  is  also  a third  class  city. 


GEOGRAPHIC  AND  TOPOGRAPHIC  CHARACTERISTICS  OF  REGION  II 


Region  II,  encompassing  twelve  counties,  represents  nearly 
25%  of  the  land  area  of  the  State  of  Pennsylvania.  Located  in  the 
northwest  corner,  it  is  bordered  on  the  north  by  Lake  Erie  and  the 
State  of  New  York,  and  on  the  west  by  the  State  of  Ohio.  The 
southern  and  eastern  borders  are  formed  by  Comprehensive  Mental 
Health/Mental  Retardation  Planning  Regions  I,  III  and  IV, 

A map  survey  indicates  that  the  most  striking  terrain  features 
of  the  region  are  Lake  Erie,  P3nnatuming  Reservoir  (17,200  acres) 
on  the  Pennsylvania-Ohio  border,  several  smaller  lakes  and  the 
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Allegheny  National  Fcrest.  Nearly  20%  of  the  region’s  land  area 
is  within  boundaries  of  the  forest.  With  the  exception  of  a 
narrow  level  ’’coastal  plain”  on  the  shores  of  Lake  Frie,  the  sur- 
face is  either  rolling  and  hilly  in  the  west  or  extremely  moun- 
tainous in  the  east  and  south  east.  The  average  elevation  is  ao- 
proximately  2,000  feet  above  sea  level. 

There  are  four  orincipal  waterways  in  the  region.  The 
Allegheny  River,  Shenango  River,  Clarion  River  and  French  Creek. 

The  latter  two  are  tributaries  of  the  Allegheny. 

East-west  hi^ways  are  suoerior  to  those  going  north  and 
south.  Four-lane  Interstate  #90  just  sout|i  of  Erie  is  the  best 
east-west  route.  Other  principal  roads  are  U.S.  #6  through  the 
northern  tier  of  counties  and  U.S.  #322,  which  enters  the  region  in 
its  southeastern  corner  and  crosses  into  Ohio  in  west  central 
Crawford  County.  A new  oroposed  Interstate  #80,  paralleling 
the  southern  border  of  the  region  will  be  a welcome  addition. 

North-south  hi^ways  are  not  nearly  as  satisfactory.  Gen- 
erally they  are  best  in  the  populous  western  counties,  but  defin- 
itly  inadequate  to  meet  the  heavy  demands  made  on  them.  U.  S.  #19, 
which  traverses  the  three  most  populous  counties,  is  heavily 
traveled  at  all  times.  Particularly  on  summer  weekends  it  is 
dangerously  crowded  by  tourists  and  vacationers  moving  to  the 
regiotfs  many  recreation  areas  from  the  more  populous  southwestern, 
Pittsburgh,  corner  of  the  state.  It  is  hoped  that  projected  north- 
south  Interstate  #79  will  alleviate  the  situation.  The  ground 
breaking  for  the  northern  end,  Erie,  of  the  highway  occurred  on 
March  26,  1965. 

There  are  no  satisfactory  rail  passenger  services.  Commer- 
cial airlines  service  three  cities — Erie,  Bradford  and  Venango 
County  via  the  field  at  Franklin. 

POPULATION  DISTRIBUTION  AND  PROJECTIONS 


The  most  populous  counties  are  on  the  Ohio  (western)  border 
with  the  region  becoming  more  sparsely  populated  toward  the  east. 
Erie  County,  with  the  Commonwealth’s  third  largest  city,  Erie,  has 
an  estimated  1964  population  of  264,046.  Forest  County,  with  an 
estimated  1964  population  of  4,455  is  the  smallest  in  the  region 
and  in  the  Commonwealth. 

Three  of  the  six  mental  health  catchment  areas  (4,  5,  6) 
have  stable  population  patterns  projected  until  1980,  with  no  de- 
crease below  the  100,000  level.  Catchment  #2  is  the  smallest  in 
Region  II,  but  by  1980  will  still  be  within  the  limits  established 
by  the  Surgeon  General. 
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County 

Catchment 

Area 

’64  Poo. 

’80  Poo. 

Poo.Oiff . 

Crawford 

#2 

77,728 

to 

76,916 

( 

-812) 

Venango,  Clarion, 
Forest 

#4 

106,632 

to 

103,323 

( 

-3,309) 

Jefferson,  Elk, 
Cameron,  Potter 

#5 

107,341 

to 

103,667 

( 

-3,674) 

McKean  and  Warren 

#6 

101,323 

to 

106,226 

( 

•►4,903) 

Erie 

#1 

264,046 

to 

346,114 

f+82,068) 

Mercer 

#3 

134,231 

to 

169,008 

C+34,777') 

(Note  that  the 

two  most 

urban  catchment 

areas  fl  and 

3> 

have 

growth  patterns  as  oonosed  to  decreasing  Dooulatlon.) 


POPULATION  DISTRIBUTION,  BY 

1.  Percent  of  population,  1960,  Living  in  Urban  Places  - 
Pennsylvania  Average  71.6 


2.  PoDulation 

Density  by  County 

1960 

Poo.  Per 

County 

’60  Pooulation 

1. 

% Urban 

2.  Sq.  Mile 

Erie 

250,682 

75% 

to 

100% 

308.7 

Mercer 

127,519 

50% 

to 

74% 

187.3 

Venango 

62,295 

50% 

to 

74% 

96.1 

Elk 

37,328 

50% 

to 

74% 

46.1 

Crawford 

77,956 

25% 

to 

49% 

76.7 

Warren 

45,582 

25% 

to 

49% 

50.1 

McKean 

54,517 

25% 

to 

49% 

54.7 

Cameron 

7,586 

25% 

to 

49% 

18.9 

Jefferson 

46,792 

25% 

to 

49% 

71.8 

Clarion 

37,408 

0% 

to 

24% 

62.5 

Forest 

4,485 

0% 

to 

24% 

10.7 

Potter 

16,483 

0% 

to 

24% 

15.1 

REGIONAL  DISTRIBUTION  BY  PERCENT  OF  WORK  FORCE 

IN  OCCUPATION 

Manufacturing  39.5% 

Mining  2.9% 

Agriculture  4.7% 

Construction  4.8% 

Utilities  6.7 

Sales  & Service  31.0% 

Other  10.4% 


REGION  II  non-white  copulation  0.9% 

REGION  II  Fertility  Ratio  484,  Pennsylvania  State  Patio  443 
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PREV15NTIVTI;  VICES 


The  Region  II  Committee  has  elected  to  describe  its  nre- 
ventive  services  as  a component  of  each  catchment's  mental  retard- 
ation services.  Although  these  preventive  services  are  not  ade- 
quate in  any  catchment,  they  do  vary  both  in  quantity  and  quality 
between  catchments,  and  can  be  more  readily  inventoried  in  this 
manner. 

Specific  recommendations  concerning  region-wide  prevention 
can  be  found  on  Page  Four  of  this  document. 

In  addition,  the  Committee  wishes  to  stress  the  value  of 
intensive,  on-going,  public  education  as  a preventive  instrument 
in  the  field  of  mental  retardation.  This  implies  a greatly  ex- 
panded public  health  education  staff  within  the  public  health  de- 
partments . 

The  higher  incidence  of  mental  retardation  among  the  ’’cul- 
turally deprived”  has  been  thoroughly  documented.  It,  therefore, 
seems  appropriate  that  any  regional  preventive  program  embrace 
the  concept  of  increased  medical  service  and  public  health  educa- 
tion to  the  region's  culturally  deprived.  The  poverty  incidence 
for  each  catchment  is  documented  in  Appendix  One  of  each  indivi- 
dual catchment  plan  under  "Contrituti ng  Factors.” 

Initially  the  new  poverty  programs,  under  Federal  auspices, 
may  give  impetus  to  region-wide  preventive  programs.  The  Common- 
wealth must,  however,  be  prepared  to  continue,  expand  and  support 
financially  these  programs  even  in  the  possible  event  of  opposi- 
tion from  special  interest  groups. 


EESEABCH  and  program  evaluation 

RESEARCH 


The  Region  II  Conmlttee’s  basic  position  concerning  research 
is  contained  in  the  following  recommendation,  v^ich  is  a part  of 
the  comprehensive  mental  health  plan.  "Adequate  state  and  federal 
funds  be  provided  to  Warren  State  Hospital  and  Polk  State  School 
and  Hospital,  to  establish  and  expand  basic  research  programs.” 

Further,  that  research,  particularly  in  program  evaluation, 
be  conducted  by  local  facilities.  All  facilities  are  to  be  provided 
with  adequate  staff  and  monies,  to  conduct  and  assist  with  this 
research . 

PI^IOI^ITY - The  Region  II  Committee  does  not  desire  to  assign  a 
priority  to  a particular  type  of  mental  retardation  research,  with 
reference  to  the  types  of  research  which  can  best  be  conducted  bv 


-273- 


facilities  available  to  the  region,  particular  value  is  attached 
to  the  following: 

1.  Improved  method  of  classroom  instruction 

2.  Work  placement  demonstration  projects 

3.  Preventive  program  among  the  culturally  deprived 

AUSPICES  - The  recommendation  of  above  indicates  that  Polk  State 
School  and  Hospital,  assuming  it  is  provided  with  adequate  staff 
and  money,  would  have  an  imoortant  role  in  the  field  of  mental 
retardation  research.  In  addition,  the  region’s  state-sponsored 
colleges,  Edinboro  and  Clarion,  should  play  an  important  role  in 
research  concerning  instructional  methods. 

FINANCING  - Region  II  Committee  wholeheartedly  endorses  the  concept 
of  wi(3e- spread  continuing  programs  of  research  in  the  area  of  men- 
tal retardation.  The  Committee  feels  this  research  is  primarily  a 
financial  obligation  of  Federal  and  State  governments,  assisted  by 
grants  from  private  foundations.  This  position  is  assumed  because 
the  Committee  feels  limited  local  monies  can  be  more  effectively 
utilized  in  direct  services  to  the  mentally  retarded.  In  this  way, 
local  contributors  (both  government  and  private)  can  actually  see 
their  money  at  work  combating  mental  retardation;  this  is  not  the 
case  in  research. 


PROGRAM  EVALUATION 

PRIORITY  - Once  the  mechanism  for  program  evaluation  Ci.e.  catch- 
ment and  regional  boards)  becomes  effective,  existing  community 
services  should  be  thoroughly  evaluated  and  ranked  according  to 
relative  effectiveness.  Such  an  evaluation,  if  it  does  not  in- 
clude the  public  schools,  will  be  meaningless.  The  possibility  of 
evaluation  being  done,  under  contract,  by  a professional  agency  or 
institution  of  hi^er  learning,  should  be  given  every  consideration 

ATJSPI GES  - The  Region  II  Committee  strongly  endorses  program  evalua 
tion  as  an  essential  facet  of  the  Comprehensive  Mental  Retardation 
Plan,  Initially  such  evaltiation  must  and  can  occur  in  individual 
systems  and  facilities.  Eventually,  however,  evaluation  must  be- 
come catchment  and  region-wide. 

Catchment  level  evaluation  should  be  one  of  the  primary  pur- 
poses of  the  proposed  ’’catchment  board.”  This  evaluation,  as  in 
the  case  of  mental  health,  should  primarily  be  designed  to  Improve 
the  mechanism  by  which  mental  retardation  services  are  deliverdd 
within  the  catchment. 

Regional  evaluation  is  a function  of  the  on-going  regional 
planning  body.  Their  purpose  would  be  to  determine  unmet  needs, 
improve  techniques  for  delivering  service,  and  improve  adminis- 
trative structure.  State  facilities  and  agency  should  be  Included 
in  this  regional  evaluation  program. 

It  is  essential  that  qualified  professional  staff  be  available 
to  the  regional  body  to  assist  in  this  program  evaluation. 
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Data  for  program  evaluation,  both  at  catchment  and  regional 
level,  should  be  supplied  by  the  Office  of  Mental  Health. 

FINANCING  - There  is  no  question  in  the  minds  of  this  Committee 
that  financing  for  program  evaluation  should  be  by  the  Pennsyl- 
vania Department  of  Public  Welfare.  It  is  in  the  Commonwealth’s 
best  interest,  because  of  the  financial  commitment  to  mental  re- 
tardation services,  that  they  regularly  evaluate  and  imorove  uro- 
grams . Only  in  this  way  can  the  Commonwealth  serve  as  a reliable 
steward  of  the  citizen’s  tax  money. 


PUBLIC  AND  PROFESSIONAL  INFOP MATI ON 

The  primary  source  of  uublic  information  concerning  mental 
retardation  in  Region  II  is  provided  by  seven  chanters  of  the 
Pennsylvania  Association  for  Retarded  Children  and  staff  of  the 
limited  facilities  for  the  mentally  retarded.  This  information 
consists  primarily  of  pamphlets  and  news  stories  describing  the 
activities  of  the  chanters  and  facilities  and/or  of  the  mentally 
retarded  themselves.  Generally,  the  public  information  has  neither 
sufficient  continuity  or  area  coverage  to  have  real  or  lasting 
impact.  It  also  suffers  from  a lack  of  professionalism. 

Professional  information  varies,  as  does  public  information, 
in  quantity  and  quality  from  county  to  county  and,  hence,  from 
catchment  to  catchment.  In  no  catchment  or  county  does  it  appear 
to  be  sufficient  in  either  quantity  or  quality.  It  should  be 
noted,  however,  that  in  counties  with  established  direct  services 
to  the  mentally  retarded  the  Information  and  its  availability 
appears  to  be  superior  to  areas  without  facilities. 

All  community  mental  health  centers  are  to  program  for  services 
to  the  mentally  retarded  and  for  community  educational  and  consul- 
tation services.  A formula  has  been  developed  that  would  have 
every  center  provide  from  one-half  to  one  full  time  consultant 
per  100,000  population  in  its  service  area.  Therefore,  this  Com- 
mittee suggests  that  by  1971  the  Office  of  Mental  Health  plan  on 
having  one  ’’public  health  educator”  operating  in  each  of  the  six 
Region  II  Catchment  Areas  for  purposes  of  mental  retardation  Cand 
mental  health)  consultation  and  education.  Further,  by  1975 
Catchment  One,  Erie  County,  should  have  two  such  professionals 
and  by  1980  that  county.  Catchment  One,  should  have  three  such 
educators.  Mercer  County,  Catchment  Three,  should  have  a second 
such  professional  in  1975. 
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EXISTING  MENTAL  RETARDATION  FACILITIES 


Table  One 


CRAWFORD  (^UNTY  ADMINISTRATOR 

Atlantic 

MitcHell’s  Home  for  Mentally  Retarded  Child,  Mrs.  S.  Mitchell 
Meadville 

Pre-school  Class  for  Handicaoped  Children  Mrs.  Mary  Catalano 
Vallonia  Industries  Raymond  E.  Bacher 

ERIE.  COUNTY 

Erie  Infant’s  Home  Miss  Hazel  M.  Gosnell 

Ebcceptional  Children  Educa.  Center  Dr.  Gertrude  A.  Barber 

McKEAN  COUNTY 

Klnzua  CPost  Office) 

Cornplanter  Summer  Gamp  Mrs.  Annabelle  Bolenpjer 

MERGER  QDUNTY 
" Sharon 

Mercer  County  Assn,  for  Ret.  Ghil  Mrs.  Ray  D.  Hann 

VENANGO  COUNTY 
Fran klin 

Ven  Arc  Industries  Mrs.  Marian  L.  Pierce 

Polk 

Polk  State  School  & Hospital  Dr.  James  H.  McClelland 


INVENTORY  OF  MENTAL  RETARDATION  MANP0T-7ER 


Table  Two 


1.  Psychiatrists  0 

2.  Psychiatric  Residents  0 

3.  Psychologists  IS 

4.  Social  Workers  2 

5.  Nurses  35 

6.  MR  Attendants  413 

7.  Occupational  Therapists  2 

8.  Assistant  Occupational  Therapists  11 

9.  Recreational  Counselors  1 

10.  Assistant  Recreational  Counselors  6 

11.  Special  Education  Teachers  276 

12.  Classroom  Matrons  32 

13.  Workshop  Supervisors  17 

14.  Administrators  7 

15.  Chaplains  1 

16.  Others  250 
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COMMITTEE  STATEMENTS  TO 
AUGMENT  AND  CLARIFY  CATCHMENT  PLANS 

The  following  Committee  statements  are  for  the  purpose  of 
augmenting  and  clarifying  the  plans  for  the  six  (6)  mental  re- 
tardation catchments. 

1.  Preventive  Services--Soci o-cultural 

2.  Parent  Counseling  and  Home  Training  Services 

3.  Residential  and  Institutional  Care 

4.  Community  Services 

a.  Medical 

b.  Psychiatric  (i.e.  mental  health) 

c.  Recreational 

Individual  catchment  plans  will  be  found  immediately  fol- 
lowing this  document. 

PREVENTIVE  SERVICES 
SOGI  O-CULTURAL 

There  are  no  preventive  services  of  a so ci o-cultural  nature 
in  this  region  with  the  exception  noted  in  the  report  for  Catch- 
ment Area  #1,  Erie  County,  On  the  basis  of  the  information  avail- 
able, this  Committee  cannot  quantitatively  determine  what  services 
are  lacking.  National  experience,  however,  seems  to  indicate  that 
such  services  are  definitely  needed.  The  Region  II  Committee  feels 
that  Appalachia  and  Economic  Opportunity  Funds  might  well  be  ao- 
plied  toward  initial  development  of  these  programs.  In  the  final 
analysis,  however,  it  is  the  responsibility  of  the  Commonwealth  to 
prevent  mental  retardation,  whenever  possible,  just  as  it  endeavors 
to  prevent  any  handicapping  condition. 

This,  of  course,  indicates  that  preventive  services  in  the 
socio-cultural  field  must  be  developed  by  the  State,  including  De- 
partment of  Public  Instruction,  ’’pre-school"  programs  in  "culturally 
deprived"  areas. 


DETECTION  AND  CASE  FINDING 


There  are  no  facilities  exclusively  for  detection  and  case 
finding  in  Region  II.  The  Region  II  Committee  recognizes  the 
value  of  the  public  health  services  orthopedic  clinics  as  a de- 
tection and  case  finding  resource.  The  Committee  sees  detection 
and  case  finding  as  a orimary  function  of  the  "aware"  professional 
and  to  a lesser  degree  of  an  "aware"  citizenry.  How  this  aware- 
ness can  best  be  achieved  has  been  discussed  in  several  task  force 
papers  and  elsewhere  in  this  document.  The  facilities  of  special 
education  and  psychology  departments  of  Clarion  and  Edinboro  State 
Colleges  should  be  made  available  as  detection  and  case  finding 
resources . 
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UNMET  NEEDS 


The  unmet  need  in  this  Region  II  is  for  improved  detection 
and  case  finding,  particularly  among  the  pre-school  retarded,  but 
also  in  the  public  schools.  Particularly  among  the  elementary 
school-age  it  is  essential  that  reading,  sight  and  hearing  dis- 
abilities be  accurately  detected  and  differentiated  from  mental 
retardation.  This  can  best  be  achieved  by  intensive  inservice 
education  for  selected  professional  groups  and  increased  aware- 
ness in  the  general  public.  The  Committee  sees  this  as  primarily 
a ^'public  health”  education  task,  which  is  the  responsibility  of 
the  Commonwealth’s  Office  of  Mental  Health,  Department  of  Public 
Instruction  and  the  local  mental  health-retardation  facilities, 

PHASING 

Public  Health  Educators: 


Catchment 

One 

- by 

7-71 

- add 

1 

by 

7-75 

- add 

1 

by 

7-80 

- add 

1 

Catchment 

Two 

- by 

7-71 

- add 

1 

Catchme  nt 

Three 

- by 

7-71 

- add 

1 

by 

7-75 

- add 

1 

Catchment 

Four 

- by 

7-71 

- add 

1 

Catchment 

Five 

- by 

7-71 

- add 

1 

Catchment 

Six 

- by 

7-71 

- add 

1 

PARENT  COUNSELING  AND  HOME  TRAINING  SERVICE 

There  are  not  enough  trained  counselors,  knowledgeable  in 
the  field  of  mental  retardation,  available  to  Region  II.  Quite 
possibly,  existing  social  service  agency  staff  can  and  should  be 
trained  to  perform  this  service.  Indeed,  the  value  of  inservice 
education  for  these  professionals,  in  the  area  of  retardation, 
has  been  stressed  by  the  Committee. 

The  Mental  Health  Centers,  however,  have  an  obligation  (as 
outlined  in  Public  Law  88-164)  to  provide  parental  counseling. 
Therefore,  it  seems  appropriate  to  require  that  every  Mental  Health 
Center  "cluster**  plan  to  have  at  least  one  social  worker  (know- 
ledgeable and  experienced  in  mental  retardation)  on  the  staff 
prior  to  July,  1971  and  that  they  have  one  additional  such  pro- 
fessional for  every  100,000  population  in  excess  of  150,000  in 
their  catchment  by  1975. 

Home  training  services  seem  to  be  most  readily  available  by 
increasing  the  number  of  public  health  nurses  (possibly  to  a 
ratio  of  one  nurse  per  5,QQ0  people)  and  assigning  selected  nurses 
exclusively  to  this  duty.  A ratio  of  approximately  one  nurse  to 
twenty-five  (25)  home-bound  retardates  should  be  used.  This 

* A more  accurate  title  would  be  Public  Mental  Health  and 
Retardation  Educator 

**  This  includes  "purchase  of  service"  from  Visiting  Nurse  Assn. 
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assumes  that  adequate  inservice  education  in  home  training  methods 
would  be  given.  An  alternate  suggestion  to  be  explored  would  be 
for  the  Public  Health  Services  to  recruit  and  train  practical 
nurses  for  this  assignment. 

PHASING 


Parent  Counseling 

One  counselor  per  100,000  population  by  7-75. 
Approximately  nine  (9)  parent  counselors  to  the  region. 

Hoy  Training 

Approximately  three  (3)  visiting  nurses  per  100,000 
population  to  conduct  home  training. 


RESIDENTIAL  AND  INSTITUTIONAL  CARE 

The  Committee  recognizes  that  it  may  be  impossible,  for  many 
reasons,  for  the  Commonwealth  to  establish  residential  care  facil- 
ities, either  long  or  short  term,  in  each  county  or  catchment  of 
the  region  in  the  next  decade.  Indeed,  since  such  residential 
care  systems  in  the  community  have  not  been  time  tested  it  may  be 
a mistake  for  the  Commonwealth  or  communities  to  prematurely 
initiate  extensive  construction  programs. 

In  addition  to  the  routine  technical  questions  (i.e.  finan- 
cing, administration,  staffing,  etc.)  some  very  basic  policy 
questions  must,  of  necessity,  be  answered  before  such  programs 
can  be  undertaken.  As  an  example;  those  retarded  receiving  (not 
necessarily  all  ;^o  need  it)  care  away  from  home  usually  average 
117  per  100,000  population  in  Pennsylvania. 

Will  all  of  these  be  cared  for  locally?  Will  just  the  mildly 
and  moderately  retarded  be  cared  for  locally?  Will  all  severe  cases 
be  institutionalized  away  from  home?  In  short,  what  will  be  the 
criteria  for  care  in  the  community? 

The  above  discussion  should  not  be  construed  as  opposition  to 
local  residential  care  by  the  Committee.  This  is  only  a suggestion 
that  all  facets  of  these  programs  be  fully  explored  prior  to  ini- 
tiation of  this  type  of  construction  programs. 

In  fact,  as  evidence  of  this  Committee's  belief  in  care  in  the 
community,  we  recommend  that  the  Department  of  Welfare's  reimburse- 
ment program  to  county  governments  be  immediately  broadened  and 
liberalized  to  assist  counties  in  initiating  local  foster  home  and 
similar  residential  care  programs  by  July  of  1967.  Such  a program 
would  enable  the  counties  to  purchase  room  and  board  from  YMCA'S, 
Nursing  Homes  and  even  from  private  citizens. 

In  addition,  the  Committee  reccxnmends  that  four  of  Task  Force 
^7  "Care  Away  from  Home"  suggestions  be  implemented  by  July  1967. 

Duly  conceived  residential  facilities  be  established  in 
those  parts  of  the  State  not  now  adequately  served  at 
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least  from  point  of  geographical  convenience,  particularly 
the  northern  tier  counties  and  the  central  state  area. 

Priority  be  given  to  establishment  of  facilities  for 
short-term  ’’Care  Away  from  Home.” 

”Gare  Away  from  Home"  facilities  be  made  available  for 
retarded  individuals  moving  out  of  sheltered  environment 
into  guided  work  situations. 

The  concept  of  the  "cluster  of  homes  for  the  retarded"  be 
examined,  and  if  possible  implemented. 

This  implementation  can  best  be  accomplished  by  developing  a 
residential  facility,  in  Elk  County,  to  test  the  concepts  noted 
above.  This  facility  would  serve  Catchment  Five*  of  Region  II, 
plus  Clearfield  County  from  Region  IV.  This  arrangement  would  give 
the  facility  a 1970  population  of  181,884  to  draw  on.  Using  the 
117  resident  patients  per  100,000  figure  there  should  be  a minimum 
of  206  mentally  retarded  in  need  of  the  services  of  such  an  Elk 
County  facility. 

The  Committee  wishes  to  emphasize,  however,  that  while  it  en- 
dorses the  recommendation  of  the  Task  Force  on  "Care  Away  from 
Home"  it  most  strongly  suggests  that  individual  residential  units 
within  the  facility  be  of  twenty-five  as  opposed  to  forty  fed 
capacity. 

Assuming  that  the  Committee's  recommendation  for  an  Elk  County 
residential  facility  is  adopted,  the  Committee  would  further  recj^ 
ommend  that  Polk  State  School  and  Hospital  serve  only  Catchments 
One,  Two,  Three,  Four  and  Six  in  Region  II,  in  addition  to  Lawrence, 
Butler  and  Armstrong  Counties  in  Region  I. 

Finally,  with  the  foregoing  in  mind,  it  should  be  noted  that 
the  number  of  local  residential  beds  recommended  for  each  Mental 
Retardation  Catchment  in  Region  II  are  only  theoretical.  The  re- 
quired numbers  were  arrived  at  on  the  basis  c£  approximately  half 
of  117  mentally  retarded  per  100,000  population  receiving  residen- 
tial care  in  the  community.  It  should  be  emphasized  that  all  catch- 
ments in  the  region,  except  Erie  and  Mercer  Counties,  have  stable 
populations  and  the  numbers  projected  should,  therefore,  be  valid 
through  1980  in  all  catchments,  except  the  two  noted. 

GCM4MUNITY  SERVICES 


MEDICAL  SERVICES 


Four  Orthopedic  Clinics  and  twenty-two  Child  Health  Conferences 

Counties  of  Jefferson,  Elk,  Potter  and  Cameron 
**  Counties  of  Erie,  Crav^ord,  Mercer,  Venango,  Forest,  Clarion, 
Warren  and  McKean 
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conducted  by  the  Public  Health  Service  are  available  to  the  re- 
tarded c£  Region  II.  These  are  not  sufficient  in  number.  Health 
Services  of  the  Public  School,  including  nurses,  are  available  to 
the  school-age  retarded  as  they  are  to  any  student.  School  nurses 
should  receive  intensive  training  in  the  area  of  mental  retardation. 
General  medical  attention  from  the  usual  community  sources  is  avail 
able  to  the  retarded,  as  it  is  to  any  resident  of  Region  II.  There 
does  not  appear  to  be  any  evidence  of  covert  discrimination  against 
the  retarded  in  the  rendering  of  medical  service. 

The  Committee  cannot,  however,  determine  quantitatively  what 
additional  medical  services  are  needed  either  regionally  or  in  in- 
dividual catchments. 

PSYCHIATRIC  SERVICES 


Psychiatric  (i.e.  Mental  Health)  Services  are  available  to  the 
mentally  retarded  of  the  region  from  the  existing  mental  health 
facilities . 

The  Region  II  Mental  Health  Plan  has  indicated  there  is  a def- 
inite deficiency  of  mental  health'services  in  all  catchment  areas. 
The  Committee  has  taken  note  of  the  fact  that,  because  of  this  de- 
ficiency and  the  often  unfavorable  prognosis  in  psychiatric  care  of 
the  mentally  retarded,  there  may  have  been  times  when  a mentally 
retarded  individual  found  it  difficult  to  receive  mental  health  ser 
vices.  This  Committee  anticipates,  however,  that  once  there  are, 
at  least,  minimum  mental  health  services  for  the  general  public 
there  will  also  be  minimvim  services  for  the  retarded.  The  Committee 
further  notes  that  under  Public  Law  88-164  Mental  Health  Centers 
must  extend  services  to  the  mentally  retarded. 

RECREATIONAL  SERVICES 


This  catchment  now  has  several  part-time  recreation  programs 
conducted  by  local  retarded  children’s  associations.  The  Committee 
questions  if  any  county  or  catchment's  programs  are  sufficient  in 
either  quantity  or  quality.  Most  suffer  from  an  acute  lack  of 
transportation . 

Assuming  the  mildly  retarded  can  utilize  the  standard  recrea- 
tion services  of  the  community,  an  on-going  recreation  program  to 
serve  the  region’s  severely  and  moderately  mentally  retarded  would 
still  be  needed.  Included  should  be  a summer  day  and  residential 
camp  program  for  each  catchment  area.  These  camps  should  be  cap- 
able of  serving  five  hundred  (500)  mentally  retarded  p)er  100,000 
of  population. 
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CATCHMENT  AREA  C»IE 


ERIE  C»UNTY 


PREVENTIVE  SERVICES 
MEDICAL  CARE,  EXISTING 

This  catchment  maintains  two  (2)  clinics  of  pre-nataL  ^staL  and 
post-natal  services.  These  clinics  meet  sixteen  (16)  hours  a 
month  each  at  Hamot  and  St.  Vincent’s  Hospital  for  a total  of 
thirty-two  (32)  hours.  There  are  five  (5)  well-baby  clinics 
staffed  by  the  Erie  County  Volunteer  Nurses  Association.  They 
meet  a total  of  ten  (10)  days  a month  for  a total  of  fifteen  (15) 
hours.  In  addition,  four  (4)  of  the  catchment’s  hospitals  now 
use  a blood  test  for  phenylketonuria. 

UNMET  NEEDS 


This  Committee  finds  a great  deal  of  difficulty  in  determ- 
ining unmet  needs  in  the  area  of  prevention.  There  does  appear 
to  be,  however,  some  statistically  significant  differences  be- 
tween death  rates  (1963)  in  the  catchment’s  urban  and  rural 
areas : 


Live  Births 
Fetal  Deaths 
Infant  Deaths 
Neonatal  Deaths 


City  22.2 
City  22.5 
City  24.7 
City  22.0 


Rural  21.5 
Rural  18.4 
Rural  24.0 
Rural  19.2 


Do  these  statistics  indicate  that  the  urban  concentration 
of  impoverished  (assuming  the  ’’difference”  is  among  the  poor) 
are  not  receiving  adequate  medical  care?  The  Committee  cannot 
determine. 


PHASING  PROGRAM,  PREVENTIVE  SERVICES 

Assuming  existing  services  are  adequate  (this  admittedly  may 
be  a most  unwarranted  assumption)  the  following  services  should  be 
made  available  to  maintain  existing  levels  of  service. 

Clinic  Hours 
1967  add  2 

1971  add  3 

1975  add  3 

The  recommended  ratio  of  public  health  nurses  to  population 
is  one  to  5,000.  Twenty  (20)  nurses  are  now  available.  To  achieve 

^ Based  on  niimber  of  hours  available  (42)  in  all  types  of  ’’pre- 
ventive” clinics;  ratio  1 hour  per  6,285  population  existing 
1964. 
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and  maintain  this  ratio  the  following  phasing  would  be  applicable: 


Between  ’65- '67 
Between  '67- ’71 
Between  '71- '75 

SOCIO- CULTURAL  SERVICES 


Visiting  Nurses 

— aJd  n 

add  16 
add  16 


Refer  to  the  description,  appended  to  this  document,  of  the 
Ford  Foundation  pre-school  program  for  culturally  deprived  children 
being  conducted  by  the  Erie  City  Schools. 

DETECTIC0J  AND  CASE  FINDING 


Refer  to  the  Committee  Statement  on  this  subject.  See  also 
the  description  of  the  Erie  School's  Child  Study  Unit  appended  to 
this  document.  Note  the  need  for  public  health  educators,  as  out- 
lined in  the  Committee  Statement.  If  fully  developed  for  this  pur- 
pose, the  Pediatrics  Ward  of  St.  Vincent's  Hospital  could  be  a 
valuable  resource. 


DIAGNOSTIC  FACILITIES 

EXISTING  SERVICES 


There  does  not  appear  to  be  any  coordinated  comprehensive  pro 
^ram  of  diagnostic  service  available  within  this  catchment.  Exist 
mg  outpatient  facilities  of  the  various  community  mental  health 
facilities  are  available  for  psychological  examinations.  The  Polk 
State  School  Outpatient  Clinic  (within  two  hours  of  the  catchment) 
is  also  available. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluating 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  approximate!) 
three  hours.  The  Committee  anticipates  that  the  proposed  Community 
hfental  Health  Center,  located  in  the  City  of  Erie,  will  expand  its 
basic  diagnostic  services  for  the  mentally  retarded.  This  should 
occur  concurrently  with  the  development  of  the  Mental  Health  Center 
scheduled  for  completion  by  July  '71. 

The  Committee  wishes  to  emphasize  this  in  no  way  negates  the 
need  for  truly  comprehensive  diagnostic  and  evaluation  services  to 
be  developed  at  Polk  State  School  and  Hospital  by  July  '71. 

PHASING 


Local  diagnostic  services  by  7-67 

Complete  regional  Diagnostic  & Evaluation  Center  at 
Polk  State  School  & Hospital  between  7-67  and  7-71 
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PARENT  ODUNSELING  SERVICES  AND  H(»<E  TRAINING 


Refer  to  the  Committee  Statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  social  worker,  knowledgeable  and  ex- 
perienced in  the  field  of  mental  retardation,  be  added  to  the 
staff  of  the  Mental  Health  Center  prior  to  July,  1971  and  that  a 
second  be  added  by  July,  1975. 

Seven  (7)  visiting  nurses  should  be  assigned,  exclusively,  to 
home  training  for  this  catchment’s  estimated  182  in  need  of  this 
service.  This  will  meet  current  hypothetical  needs.  By  1975  eight 
C8)  nurses  will  be  needed. 

PHASING 

By  July  ’67  - add  2 visiting  nurses 

By  July  '69  - add  2 visiting  nurses 

By  July  '71  - add  2 visiting  nurses 

By  July  ’75  - add  2 visiting  nurses 

EDUCATIONAL  SERVICES* 

PRE-SCHOOL  DAY  CARE  SERVICES 

EXISTING  SERVICES 


There  are  five  (5)  classes  for  pre-school  mentally  retarded, 
sponsored  by  the  Retarded  Children’s  Association,  available  to  this 
catchment . 

Enrollment  is  ninety-six  (96)  students  or  an  average  of  nine- 
teen (19)  students  per  class. 

UNMET  NEEDS 


Based  on  population  projections  and  assuming  the  Committee’s 
recommendation  to  enroll  the  mentally  retarded  in  regular  public 
school  special  education  at  chronological  age  six  (6)  is  adopted, 
the  existing  classes  (5)  would,  hypothetically,  appear  to  be  j\ist 
adequate.  They  are  now  approximately  twice  as  large  as  they  should 
be . 

Note:  If  these  classes  were  now  serving  only  the  population  under 
age  s ix . fifty-nine  (59)  children  in  five  12-student  classes  could 
be  served.  Even  then,  at  least  one  additional  class  would  be 
needed  to  reduce  the  ratio  to  a more  acceptable  ten-student  class. 


* % of  mentally  retarded  enrolled  in  public  schools  2.0% 
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PHASING 


By  Sept.  '67-1  additional  class  with  average  of  ten  students 
By  Sept.  '75-1  additional  class  with  average  of  ten  students 

TRAINABLE  GIASSES 

EXISTING  SERVICES 


Thirteen  (13)  trainable  classes  with  a total  enrollment  of 
160  students  and  an  average  enrollment  of  thirteen  (13)  students. 

UNMET  NEEDS 


Thirteen  (13)  additional  classes  appear  to  be  needed  at  once; 
assuming  the  classes  have  the  Department  of  Public  Instruction 
mandated  minimum  enrollment  of  eight  (8)  students.  By  1975  five 
(5)  additional  classes  may  be  needed. 


PHASING 


By  Sept.  '67 
By  Sept.  '69 
By  Sept.  '71 
By  Sept . '75 


4 additional  trainable  classes 

4 additional  trainable  classes 

5 additional  trainable  classes 
5 additional  trainable  classes 


EDUGABLE  GLASSES 


EXISTING  SERVICES 


There  are  now  fifty  (50)  educable  classes  in  the  catchment 
with  a total  enrollment  of  approximately  881  students.  This  is 
an  average  of  nearly  eighteen  (18)  students  per  class;  the  maxi- 
mum allowable  number.  Hypothetically,  1,190  educable  students 
should  now  be  in  Special  Education.  This  is  an  existing  deficit 
of  approximately  twenty-one  (21)  fifteen-(15)  student  classes. 
Between  1967  and  1975  twenty  (20)  additional  classes  will  be  needed 


UNMET  NEEDS 


Based  on  hypothetical  incidence  figures  and  population  pro- 
jections it  appears  this  catchment  needs  an  additional  forty-one 
(41)  educable  classes  of  fifteen  (15)  students  each. 

PHASING 

By  Sept.  '67  - add  10  new  classes 
By  Sept.  '69  - add  10  new  classes 
By  Sept.  '71  - add  10  new  classes 
By  Sept.  '75  - add  11  new  classes 


* Assumes  all  mentally  retarded  age  six  and  over  are  enrolled  in 
public  schools 
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DAY  & RESIDENTIAL  CARE 


DAY  CARE 

EXISTING  SERVICES 


Day  care,  except  as  an  integral  part  of  other  programs,  is 
not  available  in  this  catchment. 

UNMET  NEEDS 


It  appears  that  approximately  106  mentally  retarded  in  this 
catchment  may  need  this  care.  Only  in  this  catchment  does  it  ap- 
pear that  such  a program,  to  serve  only  the  retarded  between  ages 
five  and  eighteen,  could  be  feasibly  developed. 

PHASING 


Based  on  availability  of  funds,  but  no  later  than  7-71. 
LONG  AND  SHORT  TERM  RESIDENTIAL  CARE* 

EXISTING  SERVICES 


Fifty  (50)  beds  for  the  pre-school  mentally  retarded  child 
exist  in  the  Elrie  Infant's  Home. 

UNMET  NEEDS 


It  is  impossible  to  quantitatively  determine  the  need  for  this 
service.  Only  in  this  catchment  does  it  appear  there  may  be,  hypo- 
thetically, sufficient  niimbers  to  justify  separate  short-  and  long- 
term programs  and  facilities.  The  phasing  indicated  below  is,  how- 
ever, for  beds  to  be  utilized  for  either  "short”  or  "long”  term  care. 

An  appropriate  site  for  short  term  care,  particularly  for  the 
younger  retarded  child  might  be  the  Erie  Infant’s  Home,  \^ich  now 
serves  31  severely  retarded  from  northwestern  Pennsylvania  under 
the  Department  of  Public  Welfare's  reimbursement  program.  The  home 
can  accommodate  50  severely  retarded. 

In  addition,  the  fifty-four  (54)  beds  requested  as  part  of  the 
workshop  facility  must  be  considered  in  the  phasing.  Moreover, 
beds  in  a variety  (nursing,  rest,  foster  homes,  etc.)  of  settings 
may  be  obtainable. 

PHASING 


By  July  '67  - 54  beds  as  part  of  workshop  expansion 
By  July  '67  - 25  beds  in  a variety  of  settings 


* See  the  Committee  Statement  of  Residential  & Institutional  Care 
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By  July  ’69  - 25  beds  in  a variety  of  settings 
By  July  ’71  - 75  beds  in  three  (3)  twenty-five  bed  residen- 
tial facilities 

INSTITUTIONAL  CARE 


EXISTING  SERVICES 


Three  hundred  forty-eight  (348)  mentally  retarded  from  this 
catchment  are  now  receiving  this  care  in  state  schools  and  hos- 
pitals. One  hundred  and  two  (102)  on  the  waiting  list  at  Polk 
State  School  and  Hospital,  a two-hour  drive  from  the  catchment. 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential 
care  programs  are  developed,  existing  institutional  care  programs 
should  be  adequate  to  meet  the  needs  of  the  catchment. 

SHELTERED  WORKSHOPS 


EXISTING  SERVICES 


Sixty-three  (63)  mentally  retarded  from  this  catchment  are 
enrolled  in  the  sheltered  workshop  in  Erie. 

UNMET  NEEDS 


Hypothetically,  facilities  for  a maximum  of  six  hundred  and 
eighty-five  (685)  mentally  retarded  are  needed  in  this  catchment 
now.  By  1975  one  hundred  (100)  more  will  need  this  service. 

★ 

Proposed  expansion  of  the  existing  shop  to  serve  150  train- 
ees is  definitely  appropriate.  With  over  seventy-five  percent  of 
the  catchment’s  population  centered  in  and  about  the  city  of  Erie, 
it  is  recommended  priority  be  given  to  the  establishment  of  work- 
shop facilities  there,  as  opposed  to  the  out-lying  rural  commun- 
ities. Note  that  experience  has  not  indicated  that  actual  demand 
approaches  the  hypothetical  need  employed  for  planning  purposes. 


PHASING 


By  July 
By  July 
By  July 
By  July 


’67 

- add 

150 

trainees  in 

1 Erie 

’69 

- add 

250 

additional 

trainees 

in 

Erie 

’75 

- add 

250 

additional 

trainees 

in 

Erie 

' 75 

- add 

100 

additional 

trainees 

in 

Corry 

EMPLOYMENT  SERVICES 

EXISTING  SERVICES 


None  beyond  those  now  offered  by  the  Bureau  of  Vocational 

* Application  for  construction  monies  has  been  submitted  to  and 
approved  by  the  Region  II  Committee 
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Rehabilitation  counselors  and  the  Pennsylvania  State  EEnplo3mient 
Service,  which  are  inadequate. 

UNMET  NEEDS 


Four  (4)  Bureau  of  Vocational  Rehabilitation  Counselors  and 
two  (2)  from  the  Pennsylvania  State  ^aployroent  Service  (specially 
trained)  available  to  the  catchment  ©n  an  on-going  basis  to  work 
exclusively  with  the  mentally  retarded  and  mentally  ill. 

Two  (2)  placement  counselors  available  to  the  catchment's 
workshops  as  part  of  the  staff. 


PHASING 


By  July  ' 67 
By  July  '71 
By  July  ' 71 
By  July  '75 


add  1 BVR  counselor 

add  3 BVR  counselors 

add  2 PSES  counselors 

add  2 Workshop  placement  counselors 


COMMUNITY  SERVICES 


(MEDICAL,  MENTAL  HEALTH,  RECREATION) 


Refer  to  the  Committee's  statement  on  this  subject. 
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MENTAL  ILLNESS  AND  MENTAL  RETARDATION  AND  RELATED  INDIChS  Appenijix  Orie 


ERIE  COUNTY 


MENTAL  RETARDATION 
HYPETHETIGAL  PREVALENCE 


1967 

275,769 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

938 

1,639 

413 

3,894 

6,884 

Moderate 

149 

261 

66 

622 

1,098 

Severe 

36 

63 

17 

167 

283 

1971 

293,496 


Mildly 

1,001 

1,749 

440 

4,156 

7,346 

Moderate 

158 

279 

70 

664 

1,171 

Severe 

38 

67 

1975 

314,240 

18 

165 

288 

Mildly 

1,072 

1,873 

471 

4,450 

7,866 

Moderate 

170 

299 

75 

710 

1,254 

Severe 

41 

72 

19 

176 

308 
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FORD  FOUNDATION 

Pre-School  Primary  Education  Project 
Jones  School,  Erie,  Pa. 


Staff 

Coordinator 

Project  Teacher 
Social  Worker 
Project  Secretary 


Dr.  Gertrude  A.  Barber 

Ass’t.  Superintendent  of  Erie  Schools 

Miss  Mary  E.  McNerney 

Miss  Helen  Kerrick 

Mrs.  Jeanne  Doyle 


Auxiliary  School  Staff 
Medical  Director  - Dr.  Wilbur  Wallace 
Visiting  Teacher  - Mrs.  Virginia  Sheriff 
VNA  - Miss  Helen  Uhlman 


Erie  School  District  Coordinating  Committee 

Dr.  Joseph  Zipper,  Superintendent  of  Schools 

Mr.  Guy  Minadeo,  Administrative  Ass't.  to  Superintendent 

Mr.  Louis  J.  Tullio,  Secretary-Business  Manager 

Miss  Mary  Walker,  Principal 

Miss  Canilla  Lehan,  Principal 

Miss  Virginia  Fleming  Principal 

Mr.  Charles  Moresco,  Principal 

Mr.  Robert  Scarpitti,  Principal 

Total  budget  for  the  five  year  program  from  the  Erie  School  District 

and  l^ord  Fou^ation. 

50%  ^ Ford  Foundation 

26%  - Erie  School  District 

Department  of  Public  Health  and  Welfare 

“ Department  of  Public  Instruction 


School  District  Ford  Foundation 


Public  Welfare 


1st  year  - $ 1,070  $ 7,700 
2nd  year  - 3,624  9,039 
3rd  year  - 8,955  7,550 
4th  year  - 11,860  4,595 


$ 1,100 
2,200 
3,300 
3,300 


School  District  assijmed  hidden  costs  as  transportation,  supplies 
(paints,  paper,  clay,  etc.),  school  building  maintenance  and  per 
sonnel,  bus  driver  and  aide. 


Total  amount  invested 

^64 , 293  of  which  the  school  district  pays  $25,509  plus  hidden 
costs  (about  $10,000). 
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SCHOOL  DISTRICT  OF  THE  CITY  OF  ERIE 
DEPARTMENT  OF  CHILD  STUDY  AND  RESEARCH 


Purpose  and  Referrals 

The  Department  of  Child  Study  was  organized  to  provide  prevent- 
ive and  therapeutic  services  to  children,  their  parents  and  teachers, 
through  the  diagnosis  and  treatment  of  educational  and  personality 
problems,  where  special  needs  prevent  the  maximal  use  of  available 
educational  opportunities. 

Referrals  are  accepted  from  either  school  principals  or  counsel- 
ors. The  initial  contact  is,  however,  sometimes  made  by  parents, 
physicians  or  agency  representatives. 

Personnel 


The  current  staff  consists  of  four  psychologists,  six  visiting 
teachers  (sometimes  known  as  school  social  workers)  and  four  psychia- 
trists, whose  services  are  provided  by  the  Warren  State  Hospital. 

The  psychiatrists  spend  one  day  each  week  at  the  Department  Office. 

Services 


Children  with  emotional,  social  and  personality  problems  may  be 
referred  initially  for  either  psychological  or  visiting  teacher  at- 
tention. In  the  majority  of  cases,  a limited  team  approach,  using 
both  services  is  employed.  Psychiatric  consultation  and/or  diagnosis 
and  therapy  is  given,  when  the  situation  requires  it.  Parents  or 
guardians  are  included  in  treatment  procedures.  Special  services 
(group  and  individual)  are  given  by  both  psychologists  and  psychia- 
trists to  pupils  who  are  enrolled  in  the  classes  for  emotionally 
disturbed  pupils. 

Caseload  and  Waiting  List 

During  the  current  period  (of  about  three  years)  the  caseload 
has  remained  fairly  constant.  Approximately  1,000  to  1,200  pupils 
receive  psychological  study  during  the  school  year,  with  about  10% 
to  15%  of  them  (with  their  families)  receiving  psychiatric  evalua- 
tion and  a somewhat  smaller  percentage,  extended  therapy. 

Approximately  1,000  pupils  receive  visiting  teacher  service. 

Some  of  these  are  also  included  in  other  services,  but  about  1,500 
families  have  had  Department  contacts  during  each  year.  At  the  close 
of  each  school  term,  there  are  usually  from  300  to  350  unfilled  re- 
quests for  service 

Fees 


No  fees  are  charged  for  any  of  these  services. 


Hours 


The  Department  office  is  open  from  8:00  A.M.  to  4:30  P.M  daily, 
during  the  school  year,  plus  a period  of  two  weeks  prior  to  and 
following  the  regular  school  term. 
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CATCHMENT  AREA  TWO 


CRAWFORD  COUNTY 
PREVENTIVE  SERVICE 
MEDICAL  CARE,  EXISTING 

This  catchment  has  one  Cl)  pre-  and  post-natal  clinic  lo- 
cated at  the  hospital  in  Titusville,  meeting  six  (6)  hours  a 
month.  In  addition,  the  public  health  service  conducts  three  C3) 
child  health  conferences,  ^ich  meet  two  (2)  times  a month  for  a 
total  of  twelve  (12)  hours.  Each  clinic  lasts  approximately  two 
(2)  hours.  This  is  a ratio  of  one  (1)  clinic  hour  per  4,000  popu- 
lation. With  five  (5)  nurses  available,  a ratio  of  one  Cl)  public 
health  nurse  per  15,000  population  exists;  exactly  three  times  the 
recommended  ratio. 

Three  of  the  catchment’s  hospitals  are  using  a blood  test  for 
evidence  of  phenylketonuria  in  new-born  infants. 

UNMET  NEEDS 


This  C<xnmittee  finds  it  extremely  difficult  to  accurately 
determine  unmet  needs  in  the  area  of  prevention  for  this  catchment. 
As  noted  above  only  one  Cl)  pre-  and  post-natal  clinic  exists  in 
the  catchment.  Quite  possibly  a second  clinic  should  be  opened  in 
one  of  Meadville’s  two  hospitals.  The  existing  clinic  is  not  cen- 
trally located  in  terms  of  either  the  catchroent's  geographic  or 
population  centers. 

PHASING  PROGRAM 

Assuming  existing  services  are  adequate  (this  admittedly  may 
be  a most  unwarranted  assumption),  then  no  new  preventive  services, 
based  on  population  growth,  appear  to  be  needed.  The  exception, 
noted  above,  is  for  a pre-  and  post-natal  clinic  at  a Meadville 
hospital.  If,  however,  services  are  needed,  the  Committee  recom- 
mends that  the  use  of  ’’Appalachia”  and  Economic  Opportunity  Act 
Funds  be  explored  for  this  purpose.  This  does  not  relieve  the 
Commonwealth  of  its  responsibility  for  providing  adequate  prevent- 
ive programs  of  a medical  nature. 

In  order  to  achieve  a ratio  of  one  public  health  nurse  per 
5,000  population  (five  (5)  are  now  available)  the  following  phas- 
ing might  be  applicable: 

1964  to  ’65  add  2 

1965  to  ’67  add  2 

1967  to  ’71  add  3 

1971  to  ’75  add  3 

Since  the  Committee  cannot  determine  what  other  preventive 
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programs  are  needed,  it  cannot  develop  a complete  preventive 
phasing  program. 

SOGIO- CULTURAL  SERVICES 


Refer  to  the  Committee  statement  on  this  subject. 
DETEGTI(»r  AND  CASE  FINDING 


Refer  to  the  Committee  statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  public  health  educator  be  assigned 
to  this  catchment  by  July,  1971  to  function  in  the  area  of  mental 
retardation  and  mental  health. 

DIAGNOSTIC  FACILITIES 


EXISTING  SERVICES 

There  does  not  appear  to  be  any  coordinated  comprehensive 
program  of  diagnostic  service  available  within  this  catchment. 
Existing  out-patient  facilities  of  the  Crawford  County  Mental 
Health  Center  are  available  for  psychological  examinations.  The 
Polk  State  School  Outpatient  Clinic  (within  one  hour  of  the  catch- 
ment) is  also  available. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluating 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  approxi- 
mately three  hours.  The  Committee  anticipates  that  the  proposed 
Community  Mental  Health  Center,  to  be  located  in  Meadville,  will 
expand  its  basic  diagnostic  services  for  the  mentally  retarded. 
This  should  occur  concurrently  with  the  development  of  this  Mental 
Health  Center  scheduled  for  no  later  than  July,  1967. 

The  Committee  wishes  to  emphasize  this  anticipation  in  no  way 
negates  the  need  for  truly  comprehensive  diagnostic  and  evaluation 
services  to  be  developed  at  Polk  State  School  and  Hospital  as  soon 
as  possible. 

PHASING 

Local  diagnostic  services  by  7-67 

Complete  regional  Diagnostic  & Evaluation  Center  at  Polk 
State  School  & Hospital  between  7-67  and  7-71 

PARENT  COUNSELING  SERVICES  & HOME  TRAINING 


Refer  to  the  Committee  statement  on  this  subject.  Note  the 

* i.e.,  public  mental  health-retardation  educator 
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Committee  recommends  one  Cl)  social  worker  knowledgeable  and  ex- 
perienced in  the  field  of  mental  retardation  to  act  as  coordina- 
tor be  added  to  the  staff  of  the  Mental  Health  Center  prior  to 
July,  1967. 

Two  (2)  Public  Health  Nurses  should  be  assigned,  exclusively, 
to  Home  Training  for  the  catchment’s  estimated  fifty  (50)  retarded 
needing  this  service. 

EDUCATIONAL  SERVICES* 

PRE-SCHOOL  DAY  CARE  SERVICES 

EXISTING  SERVICES 


There  is  one  (1)  class  for  pre-school  mentally  retarded,  spon 
sored  by  the  Association  for  Retarded  Children  available  to  this 
catchment.  Enrollment  is  eight  (8)  children.  The  class  suffers 
severely  from  a lack  of  transportation. 

UNMET  NEEDS 


Based  on  population  pro j'ect ions  there  appears  to  be  a need  for 
only  this  class,  with  increased  enrollment.  This  assumes  the  Com- 
mittee recommendation  of  enrolling  the  mentally  retarded  in  public 
school  at  age  six  is  adopted. 

The  need  is  for  adequate  transportation. 

PHASING 

By  Sept.  1967  - one  class  with  average  of  nine  to  twelve  stu- 
dents 

TRAINING  CLASSES 

EXISTING  SERVICES 


There  are  three  (3)  trainable  classes  with  an  average  enroll- 
ment of  twelve  (12)  students  each. 

UNMET  NEEDS 


Hypothetically  four  (4)  additional  classes  appear  to  be  needed, 
assuming  each  has  the  Department  of  Public  Instruction  mandated 
minimum  enrollment  of  eight  (8)  students. 

PHASING 

By  Sept.  1967  - add  one  (1)  trainable  class 
By  Sept.  1969  - add  one  (1)  trainable  class 


* % of  mentally  retarded  enrolled  in  public  schools  - 2.1% 
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By  Sept.  1971  - add  one  (1)  trainable  class 
By  Sept.  1975  - add  one  (1)  trainable  class 


EDUCABLE  GLASSES 
EXISTING  SERVICES 


Twenty-six  (26)  classes  with  a total  enrollment  of  384  students 
and  an  average  of  fifteen  (15)  students  per  class. 

UNMET  NEEDS 


Approximately  four  (4)  classes  for  educable  students  with 
fifteen  (15)  students  per  class.  Hypothetically  two  hundred  and 
twelve  (212)  students  need  these  services. 

PHASING 


(Based  on  hypothetical  incidence  figures  and  estimates  by  the 
Supervisor  of  Special  Education.) 

By  Sept.  '67-3  additional  classes 
By  Sept. *  *69-4  additional  classes 
By  Sept.  '71-3  additional  classes 
By  Sept.  '75-4  additional  classes  (if  needed) 

DAY  AND  RESIDENTIAL  CARE 

★ 

DAY  CARE 

EXISTING  SERVICES 


None 

UNMET  NEEDS 


On  the  basis  of  population  figures,  it  appears  there  are  nine 
(9)  retarded  in  the  catchment  in  need  of  this  service. 

PHASING 

Based  on  availability  of  funds,  but  no  later  than  7-71. 
LONG-TERM  AND  SHORT-TERM  RESIDENTIAL  CARE** 

EXISTING  SERVICES 


None 

* Due  to  limited  numbers,  the  possibility  of  developing  combined 
pre-school  and  day  care  programs  jointly  financed  by  D.P.I.,  D. 
P.W.  and  the  conmunity  should  be  explored.  Approximately  twenty 
(20)  mentally  retarded  would  be  involved. 

Refer  also  to  Region  II  Committee  Statement  on  the  subject. 
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UNMET  NEEDS 


Twenty-five  (25)  beds  in  one  (1)  twenty-five  bed  facility  lo- 
cated centrally  in  the  catchment;  plus  twenty  to  twenty-five  beds 
in  a variety  (nursing,  rest,  foster  homes,  etc.)  of  settings  under 
a broadened  and  enriched  Department  of  Public  Welfare- -County  Gov- 
ernment reimbursement  program. 

PHASING 


It  does  not  appear  to  be  advisable  because  of  the  limited  num- 
bers involved  to  contemplate  separate  ’’short-term”  and  ’’long-term” 
facilities.  This  phasing  applies  to  both. 

Twenty-five  (25)  beds  in  a variety  of  settings  by  July  1967. 
Twenty-five  bed  facility  by  July  1975. 

INSTITUTIC»IAL  CARE* ** 


EXISTING  SERVICES 


One  hundred  and  eleven  (111)  mentally  retarded  from  this  catch- 
ment receive  this  care  in  state  schools  and  hospitals.  Thirty- 
seven  (37)  are  on  the  waiting  list  at  Polk  State  School  and  Hospital, 
a one-hour  drive  from  the  catchment. 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential  care 
programs  are  developed,  existing  institutional  care  programs  should 
be  adequate  to  meet  the  needs  of  the  catchment. 

SHELTERED  WORKSHOPS 


EXISTING  SERVICES 


Fifteen  (15)  mentally  retarded  from  this  catchment  are  now 
enrolled  in  a multi-handicap  workshop  in  Meadville.  There  is  a 
waiting  list  of  approximately  fifteen  (15).  Transportation  is  a 
problem. 

UNMET  NEEDS 


Faci^^ties  for  a maximum  of  75  mentally  retarded  in  two  (2) 
workshops  ; one  in  Meadville,  the  second  in  Titusville. 


* Refer  also  to  Region  II  Committee  Statement  on  the  subject. 

**  or  transportation,  not  to  exceed  a one-way  one-hour  bus  trip, 
to  the  Meadville  shop 
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PHASING 


By  7-71  “ 40  trainees  in  Meadville 
By  7-75  - 35  trainees  in  Titusville 

EMPLOYMENT  SERVICES 


EXISTING  SERVICES 


None  beyond  those  now  offered  by  the  B\ireau  of  Vocational 
Rehabilitation  counselors  and  the  Pennsylvania  State  Employment 
Service,  which  are  inadequate. 

UNMET  NEEDS 


Two  (2)  Bureau  of  Vocational  Rehabilitation  Counselors  plus 
one  (1)  from  the  Pennsylvania  State  Employment  Service  (specially 
trained)  available  to  the  catchment  on  an  on-going  basis  to  work 
exclusively  with  the  mentally  retarded  and  mentally  ill. 

One  (1)  placement  counselor  available  to  the  catchment’s  work 
shops  as  part  of  the  staff. 

PHASING 

By  7-71  - 2 BVR  counselors 
By  7-71  - 1 PSES  counselor 
By  7-75  - 1 workshop  placement  counselor 

G(»1MUNITY  SERVICES 

(MEDICAL,  MENTAL  HEALTH,  RECREATION) 

Refer  to  the  Regional  Committee’s  Statement  on  this  subject. 
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KiENTAL  ILLNESS  ALD  I^ENTAL  RET.AL.DATICN  ANL  RELATED  INDICES  Appendix  One 

Catchment  Area  #2  Crawford  (58. 9) 


GRAWORD  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 


1967 

77,556 


Pre-School 

CO-6) 

School  Age 
C6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

256 

447 

113 

1,062 

1,878 

Moderate 

41 

71 

18 

170 

300 

Severe 

10 

17 

5 

42 

74 

2,252 


1971 

77,317 


Mildly 

264 

461 

116 

1,094 

1,935 

Moderate 

42 

73 

19 

174 

308 

Severe 

10 

18 

5 

43 

76 

1975 

77,156 


Mildly 

263 

460 

116 

1,094 

1,933 

Moderate 

42 

73 

19 

174 

308 

Severe 

10 

18 

5 

43 

76 

CATCHMENT  AREA  THREE 


MERCER  COUNTY 


PREVENTIVE  SERVICE 
MEDICAL  CARE,  EXISTING 

This  catchment  has  one  (1)  pre-  and  post-natal  clinic  lo- 
cated at  Sharon  General  Hospital.  In  addition,  the  public  health 
service  conducts  five  C5)  child  health  conferences,  which  meet 
twenty-five  (25)  times  a month  for  a total  of  approximately  55 
clinic  hours.  This  is  a ratio  of  one  clinic  hour  per  5,369  popu- 
lation. Wit±i  ten  (10)  nurses  available,  a ratio  of  one  (1)  pub- 
lic health  nurse  per  13,423  population  exists. 

Four  (4)  of  the  catchment's  hospitals  are  using  a blood 
test  for  evidence  of  phenylketonuria  in  new-born  infants. 

UNMET  NEEDS 


This  Committee  finds  it  difficult  to  accurately  determine 
unmet  needs  in  the  area  of  prevention.  As  noted  above,  only  one 
(1)  pre-natal  clinic  exists  in  the  catchment.  Other  clinics,  par- 
ticularly pre-  and  post-natal,  should  be  opened  in  the  Shenango 
Valley  Urban  Complex,  located  in  depressed  industrial  neighborhoods. 

One  such  clinic  would  hardly  appear  adequate  for  a population 
of  one  hundred  thirty-four  thousand,  even  ^dmen  located  in  the 
catchment's  high  density  population  area. 

PHASING  PROGRAM 


Existing  pre-  and  post-natal  services  do  not  appear  adequate. 
Assuming  they  are,  however,  (possibly  a most  unwarranted  assumption!) 
then  new  preventive  services,  based  on  population  growth,  would 
still  appear  to  be  needed.  Such  services  may  be  obtainable  through 
the  use  of  "Appalachia"  and  Economic  Opportunity  Act  Funds. 

In  order  to  approach  a ratio  of  one  public  health  nurse  per 
5,000  population  (five  are  now  available),  the  following  phasing 
might  be  applicable: 

1964  to  '65  - add  4 nurses 

1965  to  '67  - add  5 nurses 

1967  to  '71  - add  6 nurses 

1971  to  '75  - add  6 nurses 

Merely  to  maintain  existing  patient  clinic  ratios,  the  follow- 
ing phasing  might  be  applied: 

1964  to  '67  - add  1 clinic  hour 
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1967  to  ’71  - add  2 clinic  hours 


Since  the  Committee  cannot  determine  what  other  preventive 
programs  are  needed,  it  cannot  develop  a complete  preventive  phas- 
ing program. 

SOCIO- CULTURAL  SE31VICES 


Refer  to  the  Committee  Statement  on  this  subject. 

DETECTION  AND  CASE  FINDING 

Refer  to  the  Committee  Statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  public  health  educator*  be  assigned 
to  this  catchment  by  July  1971,  to  function  in  the  area  of  mental 
retardation  and  mental  health.  A second  such  professional  should 
be*  if  needed,  assigned  by  1975.* 

DIAGNOSTIC  FACILITIES 


EXISTING  SERVICES 


There  does  not  appear  to  be  any  coordinated  comprehensive 
program  of  diagnostic  service  available  within  this  catchment. 
Existing  out-patient  facilities  of  the  Family  Guidance  Clinic, 
located  in  Sharon,  are  available  for  psychological  examinations. 
The  Polk  State  School  Outpatient  Clinic  (within  one  hour  of  the 
catchment)  is  also  available. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluating 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  approximately 
two  and  a half  to  three  hours.  The  Committee  anticipates  that  the 
proposed  Community  Mental  Health  Center,  located  in  Sharon,  will 
expand  its  basic  diagnostic  services  for  the  mentally  retarded. 

This  should  occur  concurrently  with  the  development  of  the  Mental 
Health  Center  scheduled  for  July  1971. 

The  committee  emphasizes  that  this  in  no  way  negates  the  need 
for  truly  comprehensive  diagnostic  and  evaluation  services  to  be 
developed  at  Polk  State  School  and  Hospital,  as  soon  as  possible. 

PHASING 


Local  diagnostic  services  by  7-71 

Complete  regional  Diagnostic  & Evaluation  Center  at  Polk 
State  School  & Hospital  between  7-67  and  7-71 


1 . e . public  mental  health-retardation  educator 
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PARENT  COUNSELING  SERVICES  & HOME  TRAINING 


Refer  to  the  Committee  Statement  on  this  subject.  Note  the 
Committee  reconmends  one  (I)  social  worker,  knowledgeable  and  ex- 
perienced in  the  field  of  mental  retardation,  should  be  added  to 
the  staff  of  the  Mental  Health  Center  prior  to  July  1967. 

Three  or  four  C3  or  4)  public  health  nurses  should  be  assigned, 
exclusively,  to  home  training  for  the  catchment's  estimated  89 
retarded  needing  this  service. 

EDUCATIONAL  SERVICES* ** 

PRE-SCHOOL  DAY  CARE  SERVICES 

EXISTING  SERVICES 


There  is  one  (1)  class  for  pre-school  mentally  retarded,  spon- 
sored by  the  Association  for  Retarded  Children,  available  to  this 
catchment.  Enrollment  is  sixteen  (16).  The  class  is  fortunately 
located  in  the  catchment's  population  center.  However,  it  suffers 
from  a lack  of  transportation  from  the  catchment's  fringe  areas. 

UNMET  NEEDS 


A total  of  two  C2)  new  pre-school  classes  to  serve  the  catch- 
ment's approximate  twenty-nine  (29)  pre-school  students. 

Based  on  population  projections,  there  appoars  to  be  an  irnmed*^ 
iate  need  for  two  (2)  additional,  eight-student,  pre-school  classes. 
This  assumes  the  Committee  reconimendation  of  enrolling  the  mentally 
retarded  in  public  school  at  age  six  is  adopted.  It  would  appear, 
moreover,  that  the  existing  pre-school  class  of  sixteen  (16),  if  a 
teacher  and  facilities  were  available,  might  be  divided  into  two 
(2)  classes. 

PHASING 

By  Sept.  '67-1  additional  class  with  average  of  8 to  10 

students  (achieved  by  dividing  existing 
classes) 

By  Sept.  '69-1  additional  class  with  average  of  8 to  10 

students 


* % of  mentally  retarded  enrolled  in  public  schools  - 2.2% 

**  This  does  not  include  pre-school  programs  for  the  culturally 
deprived,  which  may  be  needed  in  the  catchment's  urban  areas. 
In  the  case  of  the  culturally  deprived,  they  should  start 
school  earlier. 
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TRAINABLE  GLASSES 


EXISTING  SERVICES 


Six  (6)  classes  with  a total  enrollment  of  seventy  (70) 
students 

UNMET  NEEDS 


Seven  (7)  additional  classes  appear  to  be  needed  immediately, 
assuming  the  class  have  the  Department  of  Public  Instruction  man- 
dated minimum  enrollment  of  eight  (8)  students.  By  1975  the  catch- 
ment should  have  nine  (9)  new  classes, 

PHASING 


By  Sept. 
By  Sept. 
By  Sept. 
By  Sept. 

EDUGABLE  CLASSES 


’67-3  additional 
’69-3  additional 
’71-2  additional 
’75-2  additional 

EXISTING  SERVICES 


trainable  classes 
trainable  classes 
trainable  classes 
trainable  classes 


Thirty-six  (36)  classes  with  a total  enrollment  of  588  students 
and  an  average  of  approximately  sixteen  (16)  students  per  class. 

UNMET  NEEDS 


Hypothetically  there  are  206  students  in  this  catchment  in 
need  of  fourteen  (14)  special  education  classes.  With  fifteen  (15) 
students  in  a class  and  allowing  for  population  growth,  twenty  (20) 
new  classes  will  be  needed  by  1975. 

PHASING 

(Based  on  hypothetical  incidence  figures  and  estimates  by  the 
Supervisor  of  Special  Education.) 

By  Sept.  ’67-4  additional  classes 
By  Sept.  ’69-6  additional  classes 
By  Sept.  ’71-6  additional  classes 
By  Sept.  ’75-6  additional  classes 

DAY  & RESIDENTIAL  CARE 

★ 

DAY  CARE 

EXISTING  SERVICES  None 

* The  possibility  of  developing  combined  pre-school  and  day  care 
programs,  jointly  financed  by  D. P.I.,  D.P.W.  and  the  community, 
should  be  explored.  Approximately  forty-four  (44)  mentally  re- 
tarded would  be  involved. 
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UNMET  NEEDS 


On  the  basis  of  population  figures,  it  appears  there  are 
fifteen  (15)  retarded  in  the  catchment  in  need  of  this  service. 

PHASING 

Based  on  availability  of  funds,  but  no  later  than  7-71. 
LONG-TERM  AND  SHORT-TERM  RESIDENTIAL  CARE 
EXISTING  SERVICES 


None 

UNMET  NEEDS 


Seventy-five  (75)  beds  in  three  (3)  twenty-five  (25)  bed 
facilities  located  centrally  in  the  catchment. 

Plus  twenty-five  to  thirty-five  beds  in  a variety  (nursing, 
rest,  foster  homes,  etc.)  of  settings  under  a broadened  and  en- 
riched DPW — County  Government  reimbursement  program. 

PHASING 

It  does  not  appear  to  be  advisable,  because  of  the  limited 
numbers  involved,  to  contemplate  separate  ’’short-term"  and  "long 
term"  facilities. 

By  July  '67  - 25  to  35  beds  in  a variety  of  settings 
By  July  '75  - 75-bed  facility 

INSTITUTIWIAL  CARE 


EXISTING  SERVICES 


One  hundred  forty-four  (144)  mentally  retarded  from  this  catch- 
ment receive  this  care  in  state  schools  and  hospitals.  Fifty-four 
(54)  are  on  the  waiting  list  at  Polk  State  School  and  Hospital,  a 
one-hour  drive  from  the  catchment  . 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential  care 
programs  are  developed,  existing  institutional  care  programs  should 
be  adequate  to  meet  the  needs  of  the  catchment. 

SHELTERED  WORKSHOPS 


EXISTING  SERVICES 


Thirty-six  (36)  mentally  retarded  from  this  catchment  are  en- 
rolled in  a sheltered  workshop  in  Sharon. 
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UNMET  NEEDS 


Hypothetically,  workshop  facilities  for  a maximum  of  three 
hundred  thirty-three  (333)  mentally  retarded  are  needed  now.  By 
1975  facilities  for  approximately  sixty-six  (66)  more  will  be 
needed.  Assuming  these  hypothetical  figures  are  accurate,  it 
would  appear  the  workshop  needs  of  this  catchment,  given  existing 
staff  and  financial  limitations,  cannot  be  met  in  the  decade, 

1965  to  1975. 

The  application  for  a seventy-five  (75)  trainee  workshop, 
submitted  to  this  Committee  by  the  Mercer  County  Chapter  c£  the 
Pennsylvania  Association  for  Retarded  Children  is  an  excellent 
beginning. 

PHASING* ** 

By  7-67  - 75  trainees  in  new  Sharon  workshop 

By  7-71  - 160  trainees  in  shops  concentrated  in  the  Sharon- 
Farrell  area 

By  7-75  - 165  trainees  in  shops  throughout  the  catchment 

EMPLOYMENT  SERVICES 


EXISTING  SERVICES 


None,  beyond  those  now  offered  by  the  Bureau  of  Vocational 
Rehabilitation  counselors  and  the  Pennsylvania  State  Employment 
Service,  which  are  inadequate. 

UNMET  NEEDS 


Three  (3)  Bureau  of  Vocational  Rehabilitation  Counselors 
and  one  (1)  from  the  Pennsylvania  State  Employment  Service 
(specially  trained)  available  to  the  catchment  on  an  on-going 
basis  to  work  exclusively  with  the  mentally  retarded  and  mentally 
ill. 


Two  (2)  placement  counselors  available  to  the  catchment’s 
workshops  as  part  of  the  staff. 

COMMUNITY  SERVICES 

(MEDICAL,  MENTAL  HEALTH,  RECREATION) 

Refer  to  the  Regional  Committee’s  Statement  on  this  subject. 


* In  practice,  as  opposed  to  hypothetical  needs,  this  may  be 
adequate  for  the  next  decade. 

Theoretically,  in  order  to  meet  needs  a new  forty  (40)  trainee 
shop  would  have  to  be  opened  every  year  from  1967  to  1975  to 
meet  hypothetical  demands. 
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MENTAL  ILLNESS  AND  MENTAL  RETARDATION  AND  RELATED  INDICES  Appendix  One 

Catchment  Area  #3  Mercer  (49.8)'^ 


MERCER  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 


1967 

139,830 


Pre-School 

CO-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

477 

834 

210 

1,982 

3,503 

Moderate 

76 

133 

34 

316 

559 

Severe 

18 

32 

1971 

147,884 

8 

78 

136 

4,198 

Mildly 

504 

881 

222 

2,094 

3,701 

Moderate 

80 

140 

35 

335 

590 

Severe 

19 

34 

1975 

156,726 

9 

83 

145 

4,436 

Mildly 

534 

934 

235 

2,219 

3,922 

Moderate 

85 

149 

38 

354 

626 

Severe 

20 

36 

9 

88 

153 

4,701 
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CATCHMENT  AREIA  FOUR 


CLARION,  FOREST,  VENANGO  COUNTIES 

PREIVENTIVE  SEIRVICE 
MEDICAL  CARE,  EXISTING 


This  catchment  has  no  pre-  or  post-natal  clinics.  The  public 
health  service  conducts  four  (4)  child  health  conferences,  which 
meet  a total  of  four  C4)  times  a month  for  a total  of  twelve  (12) 
hours.  E^ch  clinic  lasts  approximately  two  (2)  hours.  This  is  an 
approximate  ratio  of  one  clinic  hour  per  8,333  population.  With 
seven  (7)  nurses  available,  an  approximate  ratio  of  one  (1)  public 
health  nurse  per  14,200  population  exists. 

Three  of  the  catchment’s  hospitals  are  using  a blood  test  for 
evidence  of  phenylketonuria  in  new-born  infants. 

UNMET  NEEDS 


This  Committee  finds  it  difficult  to  accurately  determine 
unmet  needs  in  the  area  of  prevention.  As  noted  above,  there  are 
no  pre-  or  post-natal  clinics  in  the  catchment.  Clinics  should  be 
opened  in  all  three  hospitals.  Clarion  County  has  no  pre-  or  post- 
natal clinics  and  no  child  health  conferences.  This  situation 
should  be  rectified.  In  addition,  at  least  one  well-child  con- 
ference should  be  established  in  southern  Venango  County. 

PHASING  PROGRAM 

Assuming  existing  services  are  just  adequate  (this  admittedly 
may  be  a most  unwarranted  assumption),  then  no  new  preventive  ser- 
vices, based  on  population  growth,  appear  to  be  needed.  There  are, 
however,  deficiencies  previously  noted  which  should  be  corrected 
at  once.  Some  services  might  be  obtainable  through  the  use  of 
’’Appalachia**  and  Economic  Opportunity  Act  Funds. 

In  order  to  achieve  a ratio  of  one  public  health  nurse  per 
5,000  population  (five  are  now  available)  the  following  phasing 
might  be  applicable: 

1964  to  ’65  - add  2 nurses 

1965  to  '67  - add  2 nurses 

1967  to  ’71  - add  3 nurses 

1971  to  '75  - add  3 nurses 

Service  Phasing:  1964  to  '67  - three  (3)  post-  & pre-natal 

clinics 

1964  to  '67  - two  (2)  child  health  conferences 

Since  the  Committee  cannot  determine  what  other  preventive 
programs  are  needed,  it  cannot  develop  a complete  preventive  phasing 
program. 
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SCGIO- CULTURAL,  EXISTING  SERVICES 

Refer  to  the  Committee  Statement  on  this  subject. 
DETEGTIC^I  AND  CASE  FINDING 


Refer  to  the  Committee  Statement  on  this  subject.  Note  that 
the  Committee  recommends  one  (1)  public  health  educator*  be  assign 
to  this  catchment  by  July  1971  to  function  in  the  area  of  mental 
retardation  and  mental  health. 

DIAGNOSTIC  FACILITIES 


EXISTING  SERVICES 


There  does  not  appear  to  be  any  coordinated  comprehensive  pro- 
gram of  diagnostic  service  available  within  this  catchment.  Exist- 
ing outpatient  facilities  of  the  Venango  County  Mental  Health  Cen- 
ter are  available  for  psychological  examinations,  as  is  the  Polk 
State  School  Outpatient  Clinic. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluation 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  approxi- 
mately two  to  three  hours.  The  Committee  anticipates  that  the  pro- 
posed Community  Mental  Health  Center,  located  in  Oil  City,  will  ex- 
pand its  basic  diagnostic  services  for  the  mentally  retarded.  This 
should  occur  concurrently  with  the  development  of  the  Mental  Health 
Center  scheduled  for  completion  by  July  1967. 

The  Committee  wishes  to  emphasize  this  in  no  way  negates  the 
need  for  truly  comprehensive  dianostic  and  evaluation  services  to 
be  developed  at  Polk  State  School  and  Hospital,  at  least  by  July 
1971. 

PHASING 

Local  diagnostic  services  by  7-67 

Complete  regional  Diagnostic  & Evaluation  Center  at  Polk 

State  School  & Hospital  between  7-67  and  7-71. 

PARENT  COUNSELING  SERVICES  & HOME  TRAINING 


Refer  to  the  Committee  Statement  on  this  subject.  Note  the 
recommendation  that  one  Cl)  social  worker,  knowledgeable  and  ex- 
perienced in  the  field  of  mental  retardation,  should  be  added  to 
the  staff  of  the  Mental  Health  Center  prior  to  July  1975. 


* i.e.,  public  mental  health-retardation  educator 
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Three  (3)  Public  Health  Nurses  should  be  assigned,  exclus- 
ively, to  *'home  training*'  for  the  catchment’s  estimated  sixty- 
seven  (67)  retarded  needing  this  service. 

EDUCATIONAL  SERVICES* 

PRE-SCHOOL  DAY  CARE  SERVICES 

EXISTING  SERVICES 


None 

UNMET  NEEDS 


Based  on  population  projections,  there  appears  to  be  a need 
for  two  (2)  pre-school  classes.  Because  of  geographic  conditions, 
there  should  be  three  (3)  classes.  This  assumes  the  Committee 
recommendation  of  enrolling  the  mentally  retarded  in  public  school 
at  age  six  is  adopted. 

The  need  is  for  adequate  transportation  to  enable  the  pre- 
school retarded  child  to  attend  class. 

PHASING 


By  Sept.  1967  - three  (3)  classes  with  average  of  seven  (7) 
students  in  Oil  City,  Franklin  and  Clarion. 

TRAINABLE  CLASSES 

EXISTING  SERVICES 


Three  (3)  classes  with  a total  enrollment  of  forty-four 
students . 

UNMET  NEEDS 

Six  (6)  additional  classes  appear  to  be  needed,  assiiming  the 
classes  have  the  Department  of  Public  Instruction  mandated  minimiun 
enrollment  of  eight  (8)  students. 

PHASING 

By  Sept.  1967  - 2 trainable  classes 

By  Sept.  1969  - 2 trainable  classes 

By  Sept.  1971  - 2 trainable  classes 


* % of  mentally  retarded  enrolled  in  public  schools  - 27o 
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EDUGABLE  CLASSES 


EXISTING  SERVICES 

Twenty-seven  (27)  classes  with  a total  enrollment  of  474 
students  and  an  average  of  nearly  eighteen  (18)  students  per  class. 

UNMET  NEEDS 


Hypothetically,  there  are  now  approximately  one  hundred  and 
twenty-two  (122)  students  in  need  of,  but  not  receiving,  special 
class  services.  Eight  (8)  new  IS-student  classes  are  needed. 

PHASING 


(Based  on  hypothetical  incidence  figures  and  estimates  by  the 
Supervisor  of  Special  Education.) 

By  Sept.  ’67-2  additional  classes 
By  Sept.  ’69-3  additional  classes 
By  Sept.  *71-3  additional  classes 
By  Sept.  ’75-2  additional  classes 

Note:  The  overall  percent  of  the  student  body  in  special  educa- 
tion in  this  catchment  is  2.0%.  This  varies,  however,  from  2.9%  in 
Clarion  County  has  1.7%  of  the  student  body  in  special  education. 
The  Committee  recommends  that  the  Department  of  Public  Instruction 
undertake  a survey  of  the  school  age  population  to  determine  if 
the  educational  needs  of  the  retarded  in  Forest  and  Venango  are 
being  met. 


DAY  & RESIDENTIAL  CARE 

★ 

DAY  CARE 

EXISTING  SERVICES 


None 

UNMET  NEEDS 


On  the  basis  of  population  figures,  it  appears  there  are 
twelve  (12)  retarded  in  the  catchment  in  need  of  this  service. 

PHASING 

Based  on  availability  of  funds,  but  no  later  than  7-71. 


* The  possibility  of  developing  combined  pre-school  and  day  care 
program  jointly  financed  by  D.P.I.,  D.P.W.  and  the  community 
should  be  explored.  Oil  City  might  be  an  appropriate  site  to 
combine  services  for  the  pre-school  and  day  care  services  of 
the  catchment. 
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LONG-TERM  AND  SHORT-TERM  RESIDENTIAL  CARE 


EXISTING  SERVICES 


None 

UNMET  NEEDS 


Fifty  (50)  beds  in  two  (2)  twenty-five  bed  facilities  located 
centrally  in  the  catchment. 

Plus  twenty-five  to  thirty-five  beds  in  a variety  (nursing, 
rest,  foster  homes,  etc.)  of  settings  under  a broadened  and  en- 
riched D.P.W. — County  government  reimbursement  program. 

PHASING 

It  does  not  appear  to  be  advisable,  because  of  the  limited 
numbers  involved,  to  contemplate  separate *  *’short-term*'  and  "long- 
term** facilities.  This  phasing  applies  to  both. 

By  July  *67  - 25  to  35  beds  in  a variety  of  settings 
By  July  *75  - 50  beds  in  two  (2)  25-bed  facilities 


INSTITUTIONAL  CARE 


EXISTING  SERVICES 


One  hundred  seventy-eight  (178)  mentally  retarded  from  this 
catchment  receive  care  in  state  schools  and  hospitals.  Forty-eight 
(48)  mentally  retarded  from  Catchment  #4  are  at  Polk  State  School 
and  Hospital,  a one  and  a half  hour  maximum  drive  from  any  location 
in  the  catchment. 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential  care 
programs  are  developed,  existing  institutional  care  programs  should 
be  adequate  to  meet  the  needs  of  the  catchment. 


SHELTERED  W<®KSHOPS* 


EXISTING  SERVICES 


Eight  (8)  mentally  retarded  from  this  catchment  are  enrolled 
in  an  inadequate  (t^th  in  facility  and  staff)  workshop  in  Franklin. 

* In  order  to  provide  Catchment  4 with  workshop  facilities,  the 

Commonwealth  might  wish  to  explore  the  practicality  of  constructing 
at  either  Clarion  State  College  of  Polk  State  School  and  Hospital 
a workshop  and  residential  facility  of  between  one  hundred  and 
twenty-five  and  one  hundred  aid  fifty  beds;  trainees  to  remain  in 
residence  only  Monday  through  Friday  of  each  week. 
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UNMET  NEEDS 


Facilities  for  a maximum  of  two  hundred  and  fifty  C250)  men 
tally  retarded  in  three  (3)  workshops.  One  in  Franklin,  one  in 
Oil  City,  and  one  in  Clarion,  There  is  a tremendous  need  for  a 
transportation  system  in  the  catchment  to  enable  trainees  to  ef- 
fectively use  the  proposed  facilities. 

PHASING 


Between  1964  and 

1-71 

- 70 

trainees 

in 

Franklin 

By 

7-71 

100 

trainees 

in 

Oil  City 

By 

7-75 

- 80 

trainees 

in 

Clarion 

EMPLOYMENT  SERVICES 


EXISTING  SERVICES 


None  beyond  those  now  offered  by  the  Bureau  of  Vocational  Re 
habilitation  counselors  and  the  Pennsylvania  State  ESaployment  Ser 
vice,  which  are  inadequate. 

UNMET  NEEDS 


Three  C3)  Bureau  of  Vocational  Rehabilitation  Counselors  and 
one  (1)  from  the  Pennsylvania  State  Qnployment  Service  (specially 
trained)  available  to  the  catchment  on  an  on-going  basis  to  work 
exclusively  with  the  mentally  retarded  and  mentally  ill. 

PHASING 

By  7-71  - three  (3)  BVR  counselors 

By  7-71  - one  (1)  PSES  counselor 

By  7-75  - one  Cl)  workshop  placement  counselor 


COMMUNITY  SERVICES 
(MEDICAL,  MENTAL  HEALTH,  RECREATIW) 

Refer  to  the  Regional  Committee’s  statement  on  this  subject. 
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MEJxTAL  lU.N'CSS  ANr  MENTAL  RETARDATION  ANT  RELATEt^  INDICP'S  Appendix  One 

Catchment  Area  Venango  (62»5)'”~»  Clarion  (68.8)-p-  and  Forest  (55»7)~- 


VENANGO  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

64,913 


Pre-School 

CO-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

222 

387 

98 

920 

1,627 

Moderate 

35 

79 

16 

147 

277 

Severe 

8 

17 

4 

64 

93 

1,997 

1971 

64,691 


Mildly 

221 

386 

97 

915 

1,619 

Moderate 

35 

61 

16 

146 

258 

Severe 

9 

15 

4 

35 

63 

1,940 


1975 


64,515 


Mildly 

220 

385 

97 

914 

1,616 

Moderate 

35 

61 

145 

146 

387 

Severe 

8 

15 

4 

36 

63 

2,066 
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CLARION  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 


1967 

36,857 


Mildly 

Pre-School 

(0-6) 

128 

School  Age 
(6-19) 

224 

Young  Adults 
(20-24) 

56 

Adults 

(26-) 

531 

Total 

939 

Moderate 

20 

36 

9 

85 

150 

Severe 

9 

9 

2 

21 

41 

Mildly 

125 

1971 

36,544 

218 

55 

517 

1,130 

915 

Moderate 

20 

34 

9 

82 

145 

Severe 

5 

8 

2 

21 

36 

Mildly 

123 

1975 

36,203 

216 

54 

513 

1,096 

906 

Moderate 

20 

34 

9 

82 

145 

Severe 

5 

8 

2 

20 

35 

1,086 
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FOREST  COUNTY 


Mildly 

Moderate 

Severe 


Mildly 

Moderate 

Severe 


Mildly 

Moderate 

Severe 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 


1967 

4,455 


Pre-School 

(0-6) 

18 


School  Age 
(6-19) 

30 


Young  Adults 
(20-24) 

8 


Adults 

(26-) 

71 


Total 


127 


3 

1 


5 

1 


1 

0 


11 


20 


152 


1971 

4,390 


15 

2 

1 


26 

4 

1 


7 

62 

110 

1 

10 

17 

0 

2 

4 

131 


15 

2 

1 


1975 

4,310 

26 

26 

1 


6 

61 

108 

1 

10 

39 

0 

2 

4 

151 
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PLAN 
FOR  A 
TRI- COUNTY 

(FOREST,  CLARION,  JEFFERSON) 
GUIDANCE  CENTER 

County  & Local  School  Boards 

of 

Forest,  Clarion  & Jefferson  Counties 

June  24,  1963 


A.  Prevention  - None 

B.  Treatment  - Psychiatric  diagnosis  and  therapy  one  day  a week, 
nine  months  a year.  Clinical  psychological  services  primarily 
evaluation.  Center- school -Home  liaison,  including  family  ther- 
apy by  social  worker. 

C.  Rehabili tation  - None 

D.  Administration  - Center  to  be  located  in  Clarion  State  College, 
since  it  is  geographic  center  of  tri-county  area. 

E.  Personnel  - Staff  to  consist  of  psychiatrist,  clinical  psy- 
chologist , psychiatric  social  worker  and  secretary. 

F.  Financing  - Entire  cost  to  be  part  of  Clarion  County  Special 
Education  Project  Budget.  Total  (PISE-CBI)  yearly  budget  to  be 
approximate Ij^  $22 , 500 . 

G.  Research  - None 

H.  Other  - 246  pupils  in  three  counties  have  been  identified  as  in 
need  of  such  services.  Nearest  comparable  services  are  avail- 
able at  Warren  State  Hospital  and  Ridgway  Area  Psychiatric  Cen- 
ter, but  distance  precludes  their  effective  use. 
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CATCHMENT  AREA  FIVE 


COUNTIES  OF  JEFFERSON.  ELK,  CAMERON.  POTTER  ^ 

PREVENTIVE  SERVICE 
MEDICAL  CARE,  EXISTING 

There  are  no  post-  or  pre-natal  clinics  in  this  catchment. 

The  public  health  service  conducts  a total  of  forty-three  (43) 
hours  of  child  health  conferences  monthly.  This  is  an  approximate 
ratio  of  one  (1)  clinic  hour  per  2,325  population.  With  seven- 
teen (17)  nurses  available,  an  approximate  ratio  of  one  (1)  public 
health  nurse  per  6,250  population  exists. 

Four  (4)  of  the  catchment's  hospitals  are  using  a blood  teat 
for  evidence  of  phenylketonuria  in  new  born  infants. 

UNMET  NEEDS 

This  Committee  finds  it  difficult  to  accurately  determine  un- 
met needs  in  the  area  of  prevention  for  this  catchment.  Aa  noted 
above,  there  are  no  pre-  or  post-natal  clinics  in  the  catchment. 
Quite  possibly  such  a clinic  should  be  opened  in  each  of  the  catch- 
ment's hospitals  and  certainly  such  a clinic  should  exist  in  each 
county. 

PHASING  PROGRAM 

Pre-  and  post-natal  services  are  non-existent  and,  therefore, 
inadequate.  The  services  which  are  needed  may  be  obtainable  through 
the  use  of  "Appalachia”  and  Economic  Opportunity  Act  Funds. 

By  July  1967  - four  or  five  pre-  and  post-natal  clinics 

In  order  to  achieve  a ratio  of  one  public  health  nurse  per 
5,000  population  (seventeen  are  now  available)  the  following  phas- 
ing might  be  applicable: 

1964  to  1967  - add  2 nurses 

Since  the  Committee  cannot  determine  what  other  preventive 
programs  are  needed,  it  cannot  develop  a complete  preventive  phasing 
program. 

SOCIO- CULTURAL  SERVICES 


Refer  to  the  Regional  Committee's  Statement  on  this  subject. 

DETECTION  AND  CASE  FINDING 

Refer  to  the  Committee  statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  public  health  educator*  by  July  1971 

* i.e.  public  mental  health-retardation  educator 


-320- 


to  function  in  the  area  of  mental  retardation  and  mental  health. 


DIAGNOSTIC  FAaLITIES 


EXISTING  SERVICES 


There  does  not  appear  to  be  any  coordinated  comprehensive 
program  of  diagnostic  service  available  within  this  catchment.  Ex 
isting  outpatient  facilities  of  the  Ridgway  Area  Psychiatric  Cen- 
ter are  available  for  psychological  examinations.  The  Polk  State 
School  Outpatient  Clinic  (within  three  to  four  hours  of  the  catch- 
ment) is  also  available. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluating 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  from  2 to 
4%  hours,  depending  on  where  you  are  located  in  the  catchment.  The 
Committee  anticipates  that  the  proposed  Community  Mental  Health 
Center,  to  be  located  in  Ridgway,  will  expand  its  basic  diagnostic 
services  for  the  mentally  retarded.  This  should  occur  concurrently 
with  the  development  of  the  Mental  Health  Center,  scheduled  for 
July  1967. 

The  Committee  wishes  to  emphasize  that  this  in  no  way  negates 
the  need  for  truly  comprehensive  diagnostic  and  evaluation  services 
to  be  developed  at  Polk  State  School  and  Hospital  by  July  1971. 

PHASING 


Local  diagnostic  services  by  7-67 

Complete  regional  Diagnostic  and  Evaluation  Center  at 
Polk  State  School  & Hospital  between  7-67  and  7-71. 


PARENT  COUNSELING  SERVICES  AND  H(»1E  TRAINING 

Refer  to  the  Committee  statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  social  worker,  knowledgeable  and  ex- 
perienced in  the  field  of  mental  retardation,  be  added  to  the  staff 
of  the  Mental  Health  Center  prior  to  July  1975. 

Three  (3)  public  health  nurses  should  be  assigned,  exclusively, 
to  hfcme  training  for  the  catchment’s  estimated  sixty-seven  (67)  re- 
tarded in  need  of  this  service. 


EDUCATIONAL  SERVICES* 

PRE-SCHOOL  DAY  CARE  SERVICES 

* % of  mentally  retarded  enrolled  in  public  schools  2.67o 
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EXISTING  SERVICES 


None 

UNMET  NEEDS 

Based  on  population  projections  there  appears  to  be  a need 
for  two  (2)  classes.  This  assumes  the  Committee  recommendation  of 
enrolling  the  mentally  retarded  in  public  school  at  age  six  is 
adopted . 

Because  of  the  geographic  spread  of  the  catchment  and  its 
population,  it  may  prove  most  difficult  to  assemble,  in  one  lo- 
cation, sufficient  pre-school  age  children  to  justify  a class. 

PHASING 

By  Sept.  1971  - two  (2)  classes  with  average  of  nine  (9) 

students  (one  in  Elk  County  and  one  in 
Jefferson  County) 

With  the  above  difficulties  in  mind,  this  phasing  is  theoretical. 
TRAINABLE  CLASSES 

EXISTING  SERVICES 


Three  (3)  classes  with  a total  enrollment  of  thirty-eight 
(38)  students.  Cameron  and  Potter  Counties  do  not  have  trainable 
classes . 

UNMET  NEEDS 


Seven  (7)  additional  classes  appear  to  be  needed,  assuming 
the  classes  have  the  Department  of  Public  Instruction  mandated  mini 
mum  enrollment  of  eight  (8)  students. 

PHASING 


By  Sept.  1967 
By  Sept.  1969 
By  Sept.  1971 
By  Sept.  1975 

EDUGABLE  CLASSES 

EXISTING  SERVICES 


- 2 trainable  classes 

- 2 trainable  classes 

- 2 trainable  classes 

- 1 trainable  classes 


Thirty-eight  (38)  classes,  with  a total  enrollment  of  565 
students  and  an  average  of  14  to  15  students  per  class. 


UNMET  NEEDS 


See  comment  under  Phasing,  below. 
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PHASING 


(Based  on  hypothetical  incidence  figures  and  estimates  by 
Supervisors  of  Special  Education.) 

By  Sept.  1967  - 2 additional  classes  with  fifteen  (15) 

students  each 

The  Committee  notes  that  this  catchment  comes  extremely  close 
to  meeting  the  hypothetical  standards  of  forty  (40)  educable 
classes  for  a population  of  100,000.  It  also  notes  that,  in  ad- 
dition to  the  hypothetical  phasing  above,  supervisors  of  special 
education  have  indicated  the  following  needs: 


By 

1966 

Elk  County 

3 

Potter  County 

0 additional 

By 

1967 

0 

1 additional 

By 

1971 

2 

1 additional 

By 

1975 

1 

1 additional 

DAY  AND  RESIDENTIAL  CARE 

■k 

DAY  CARE 

EXISTING  SERVICES 
None 

UNMET  NEEDS 

On  the  basis  of  population  figures,  it  appears  there  are 
eleven  (11)  retarded  in  the  catchment  in  need  of  this  service. 

PHASING 

Based  on  availability  of  funds,  but  no  later  than  7-71. 


LONG-TERM  AND  SHORT-TERM  RESIDENTIAL  CARE 
EXISTING  SERVICES 
None 


* The  possibility  of  developing  combined  pre-school  and  day  care 
program  jointly  financed  by  D.P.I.,  D.P.W.  and  the  community 
should  be  explored.  It  would  appear  that  such  programs  could 
be  developed  only  in  Elk  and  Jefferson  Counties,  with  an  ap- 
proximate maximum  of  12  in\dLved  in  each  county. 
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UNMET  NEEDS 


Fifty  (50)  beds  in  two  (2)  twenty-five  bed  facilities  Located 
centrally  in  the  catchment. 

Plus  up  to  twenty-five  (25)  beds  in  a variety  (nursing,  reat, 
foster  homes,  etc.)  of  settings  under  a broadened  and  enriched  D.P. 
W. -county  government  reimbursement  program. 

PHASING 


It  does  not  appear  to  be  advisable,  because  of  the  limited 
numbers  involved,  to  contemplate  separate  *'short-term”  and  “long- 
term" facilities.  This  phasing  applied  to  both.* 

In  addition,  the  Potter  County  Board  of  Education  is  preparing 
a plan  for  a short-term  residential  facility  to  augment  the  special 
education  system  which  should  be  given  every  consideration. 


INSTITUTIONAL  CARE 

EXISTING  SERVICES 

One  hundred  eighty-eight  (188)  mentally  retarded  from  this 
catchment  receive  this  care  in  state  schools  and  hospitals.  Eight 
(8)  residents  of  this  catchment  are  on  the  waiting  list  at  Polk 
State  School  and  Hospital;  approximately  a four-hour  drive  from 
the  catchment.  Fifty  (June  30,  1964)  are  awaiting  admission  to 
other  state  facilities. 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential  care 
programs  are  developed,  existing  institutional  care  programs  should 
be  adequate  to  meet  the  needs  of  the  catchment. 


SHELTERED  WORKSHOPS 

EXISTING  SERVICES 


None 

UNMET  NEEDS 


Facilities  for  a maximum  of  250  mentally  retarded  in  three  to 
five  workshops  throughout  the  catchment.  Suggested  sites  are 
Punxsutawney , Brookville,  St.  Marys,  Ridgway  and  Coudersport. 


* See  the  Committee  Statement  on  Residential  and  Institutional  Care. 
The  Elk  County  Project  wcwld  make  beds  available  to  this  catch- 
ment. 
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PHASING 


By  7-67  - 25  trainees  in  St.  Marys 

By  7-71  - 75  trainees  (25  each)  in  Ridgway,  Punxsutawney 

and  St.  Marys 

By  7-75  - 150  trainees*  in  workshops  throughout  the 

catchment 


EMPLOYMENT  SERVICES 


EXISTING  SERVICES 


None  beyond  those  now  offered  by  the  Bureau  of  Vocational  Re- 
habilitation counselors  and  the  Pennsylvaia  State  Employment  Ser- 
vice, which  are  inadequate. 

UNMET  NEEDS 


Three  (3)  Bureau  of  Vocational  Rehabilitation  Counselors  and 
two  (2)  from  the  Pennsylvania  State  Employment  Service  (specially 
trained)  available  to  the  catchment  on  an  on-going  basis,  to  work 
exclusively  with  the  mentally  retarded  and  mentally  ill.  Geography, 
not  numbers  involved,  necessitates  the  need  for  two  C2)  counselors. 

PHASING 

By  7-71  - 3 BVR  counselors 

By  7-71  - 2 PSES  counselors 

By  7-75  - 2 workshop  placement  counselors 


COMMUNITY  SERVICES 

(MEDICAL,  MENTAL  HEALTH,  RECREATION) 


Refer  to  the  Regional  Committee's  Statement  on  this  subject. 


* Potter  County  should  have  a workshop  during  this  period. 
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JEFFERSON  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

44,390 


Pre-School 

(0-6) 

7 - " 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adul  ts 
(26-) 

Total 

Mildly 

151 

262 

66 

623 

1,102 

Moderate 

23 

42 

11 

99 

175 

Severe 

6 

10 

3 

25 

44 

1,321 


1971 

42,874 

Mildly 

146 

255 

64 

608 

1,073 

Moderate 

23 

41 

10 

97 

171 

Severe 

6 

10 

3 

23 

42 

1,286 


1975 

41,308 

Mildly 

141 

246 

62 

585 

1,034 

Moderate 

22 

39 

10 

93 

164 

Severe 

5 

10 

2 

23 

40 

1,238 
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ELK  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 


1967 

38,757 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

128 

222 

55 

528 

933 

Moderate 

20 

35 

8 

84 

147 

Severe 

4 

9 

1971 

39,607 

2 

21 

36 

1,116 

Mildly 

135 

236 

59 

561 

991 

Moderate 

22 

38 

9 

89 

158 

Severe 

5 

9 

1975 

40,425 

2 

23 

39 

1,188 

Mildly 

138 

241 

61 

572 

1,012 

Moderate 

22 

38 

10 

91 

161 

Severe 

5 

9 

2 

23 

39 

1,212 


-328 


POTTER  CXrUNTY 


MEl^TAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

16,305 


Pre-School 

CO-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

55 

97 

24 

230 

406 

Moderate 

9 

16 

4 

37 

66 

Severe 

2 

5 

1971 

16,202 

1 

10 

18 

490 

Mildly 

55 

97 

24 

229 

405 

Moderate 

9 

15 

4 

37 

65 

Severe 

2 

4 

1975 

16,136 

1 

9 

16 

486 

Mildly 

55 

96 

24 

228 

403 

Moderate 

9 

15 

4 

36 

64 

Severe 

2 

4 

1 

9 

16 

483 

CAMERON  COUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

7,259 


Pre-School 

School  Age 

Young  Adults 

Adults 

(0-6) 

(6-19) 

(20-24) 

(26-) 

Mildly 

26 

45 

11 

106 

Moderate 

4 

7 

2 

17 

Severe 

1 

2 

1971 

7,059 

0 

4 

Mildly 

24 

42 

11 

100 

Moderate 

4 

7 

2 

16 

Severe 

1 

2 

0 

4 

1975 

6,883 

Mildly 

23 

41 

10 

98 

Moderate 

4 

7 

2 

16 

Severe 

1 

1 

1 

4 

Total 

188 

30 

7 

225 


177 

29 

7 

213 


172 

29 

7 


208 


CATCHMENT  AREA  SIX 


McKEAN  & WARREN  COUNTIES 


PREVENTIVE  SERVICES 
MEDICAL  CARE,  EXISTING 


This  catchment  has  one  (1)  pre-natal  clinic  located  at  the 
hospital  in  Bradford.  In  addition,  the  piiblic  health  service 
conducts  ten^  child  health  conferences,  which  meet  one  to  four 
times  a month,  for  a total  of  32  hours.  Each  clinic  lasts  ap- 
proximately 2 hours.  This  is  a ratio  of  one  clinic  hour  per 
1,562  population,  including  the  pre-natal  clinic. 

With  nine  nurses  available,  a ratio  of  one  (1)  public  health 
nurse  per  11,258  population  exists. 

Only  one  of  the  catchment’s  hospitals  is  using  a blood  test 
for  evidence  of  phenylketonuria  in  new-born  infants. 

UNMET  NEEDS 


This  Committee  finds  it  difficult  to  accurately  determine  un- 
met needs  in  the  area  of  prevention.  As  noted  above  only  one  (1) 
pre-  and  post-natal  clinic  exists  in  the  catchment.  A second  clinicc 
should  be  opened  in  the  Warren  General  Hospital.  The  existing 
clinic  is  not  centrally  located  in  terms  of  either  the  catchment’s 
geographic  or  population  centers. 

PHASING  PROGRAM 

Assuming  existing  services  are  adequate  (this  admittedly  may 
be  a most  unwarranted  assumption)  no  new  preventive  services,  based 
on  population  growth,  appear  to  be  needed.  The  exception  is  the 
pre-  and  post-natal  clinic.  The  Committee  recommends  that  the  use 
of  ’’Appalachia”  and  Economic  Opportunity  Act  Funds  be  explored  for 
the  purpose  of  increasing  preventive  services. 

By  July  1967  - one  pre-  and  post-natal  clinic  at  Warren 

General  Hospital 

In  order  to  achieve  a ratio  of  one  public  health  nurse  per 
5,000  population  (nine  are  now  available)  the  following  phasing 
might  be  applicable: 

1964  to  1965  - add  2 nurses 

1965  to  1967  - add  3 ntirses 

1967  to  1971  - add  3 nurses 

1971  to  1975  - add  3 nurses 

Since  the  Gocmittee  cannot  determine  quantitatively  what  other 

* One  conducted  by  Volunteer  Nurses  Association 
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preventive  programs  are  needed,  it  cannot  develop  a complete 
preventive  phasing  program, 

SOGIO- CULTURAL  SERVICES 


Refer  to  the  Committee's  Statement  on  this  subject. 


DETECTION  AND  CASE  FINDING 


Refer  to  the  Committee  Statement  on  this  subject.  Note  the 
Cormnittee  recommends  one  (1)  public  health  educator*  be  assigned 
to  this  catchment  by  July  1971  to  function  in  the  area  of  mental 
retardation  and  mental  health. 


DIAGNOSTIC  FACILITIES 


EXISTING  SERVICES 


There  does  not  appear  to  be  any  coordinated  comprehensive  pro- 
gram of  diagnostic  service  available  within  this  catchment.  Out- 
patient facilities  of  the  Warren  State  Hospital  are  available  for 
Dsychological  examinations.  The  Polk  State  School  Outpatient  Clinic 
(within  two  to  three  hours  of  the  catchment)  is  also  available. 

UNMET  NEEDS 


The  closest  source  of  comprehensive  diagnostic  and  evaluating 
services  is  Pittsburgh;  a driving  distance,  one  way,  of  approxi- 
mately four  hours.  The  Committee  anticipates  that  the  proposed 
Community  Mental  Health  Center,  to  be  located  in  either  Warren  or 
Bradford,  will  expand  its  basic  diagnostic  services  for  the  mentally 
retarded.  This  should  occur  concurrently  with  the  development  of 
the  Mental  Health  Center,  scheduled  between  July  1967  and  July  1971. 

The  Committee  wishes  to  emphasize  that  this  anticipation  in  no 
way  negates  the  need  for  truly  comprehensive  diagnostic  and  evalua- 
tion services  to  be  developed  at  Polk  State  School  and  Hospital  by 
July  1971. 

PHASING 


Local  diagnostic  services  by  7-71 

Complete  regional  Diagnostic  & Evaluation  Center  at  Polk 
State  School  & Hospital  between  7-67  and  7-71 


PARENT  COUNSELING  SERVICES  AND  HOME  TRAINING 


Refer  to  the  Committee  statement  on  this  subject.  Note  the 
Committee  recommends  one  (1)  social  worker,  knowledgeable  and  ex- 

* i.e.  public  mental  health-retardation  educator 
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perienced  in  the  field  of  mental  retardation,  be  added  to  the 
staff  of  the  Mental  Health  Center  prior  to  July  1975. 

Three  (3)  public  health  nurses  should  be  assigned,  exclusively, 
to  home  training  for  the  catchment's  estimated  sixty-seven  (67) 
retarded  in  need  of  this  service. 


EDUCATIONAL  SERVICES* 
PRE-SCHOOL  DAY  CARE  SERVICES 
EXISTING  SERVICES 


None 

UNMET  NEEDS 


Based  on  population  projections  there  appears  to  be  a need 
for  two  (2)  classes  of  approximately  nine  (9)  children  each.  This 
assumes  the  Committee  recommendation  of  enrolling  the  mentally  re- 
tarded in  public  school  at  age  six  is  adopted. 

The  need  is  for  adequate  transportation  to  enable  the  children 
to  reach  the  classes. 

PHASING 


By  Sept.  1967  - two  (2)  classes  with  average  of  eleven 

(11)  students  each 


TRAINABLE  CLASSES 

EXISTING  SERVICES 


Four  (4)  classes  with  a total  enrollment  of  sixty-one  (61) 
students . 

UNMET  NEEDS 


Four  (4)  additional  classes  appear  to  be  needed,  asstiming  the 
classes  have  the  Department  of  Public  Instruction  mandated  minimum 
enrollment  of  eight  (8)  students. 

PHASING 

By  September  1967  - 2 trainable  classes 

By  September  1969  - 1 trainable  class 

By  September  1971  - 1 trainable  class 


■*  % of  mentally  retarded  in  public  schools  1.8% 
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EDU GABLE  CLASSES 


EXISTING  SERVICES 


Twenty-three  (23)  classes  with  a total  enrollment  of  four 
hundred  and  nineteen  (419)  students  and  an  average  of  approximately 
seventeen  (17)  students  per  class. 

UNMET  NEEDS 


Hypothetically,  one  hundred  and  seventy-seven  (177)  students 
need  this  service  now.  Twelve  (12)  classes  should  be  added.  The 
county  needs  at  least  one  full-time  school  psychologist. 

PHASING 


(Based  on  hypothetical  incidence  figures  and  estimates  by  the 
Supervisor  of  Special  Education.) 

By  September  1967  - 4 additional  classes 

By  September  1969  - 3 additional  classes 

By  September  1971  - 3 additional  classes 

By  September  1975  - 2 additional  classes 

Note:  The  Committee  notes  that,  in  most  counties  of  Pennsylvania, 
the  mentally  retarded  enrolled  in  special  education  number  between 
two  (2.0)  and  two  and  a half  (2.5)  percent  of  school  enrollment. 

In  McKean  County  they  represent  only  1,6%  of  the  student  body. 
Warren  County,  to  the  west,  has  a rate  of  2.0%.  Potter  County,  to 
the  east,  2.7%.  This  may  indicate  low  incidence  figure  or  it  may 
indicate  inadequate  case  finding  and/or  programming.  The  Region  II 
Committee  suggests  the  Department  of  Public  Instruction  determine 
^ich  is  the  case. 


DAY  k RESIDENTIAL  CARE 

DAY  CARE* * 

EXISTING  SERVICES 


None 

UNMET  NEEDS 


On  the  basis  of  population  figures  it  appears  there  are  ap- 
proximately twelve  (12)  retarded  in  the  catch^nt  in  need  of  this 
service . 

PHASING 

Based  on  availablilty  of  funds,  but  no  later  than  7-71. 

* The  possibility  of  develooing  combined  pre-school  and  day  care 
programs  jointly  financed  by  D.P.I.,  D.P.W.  and  the  community 
should  be  e3q5lored. 


-334- 


Conceivably,  because  of  distance  involved,  two  (2)  centers 
could  be  established;  one  in  Warren  and  the  other  in  Bradford. 
These  would  serve  the  pre-schooler  and  those  needing  day  care. 
Approximately  fifteen  C15)  retarded  would  be  involved  in  each 
center. 


LONG-TERM  AND  SHORT-TERM  RESIDENTIAL  CARE 
EXISTING  SERVICES 


None 

UNMET  NEEDS 

Fifty  (50)  beds  in  two  (2)  twenty-five  bed  facilities,  locat- 
ed centrally  in  the  catchment. 

Plus,  up  to  twenty-five  (25)  beds  in  a variety  (nursing,  rest, 
foster  homes,  etc.)  of  settings  under  a broadened  and  enriched 
D.P.W. --county  government  reimbursement  program. 

PHASING 


It  does  not  appear  to  be  advisable,  because  of  the  limited 
numbers  involved,  to  contemplate  separate  *'short-term*'  and  *'long 
term*’  facilities.  This  phasing  applies  to  both. 

25  beds  in  a variety  of  settings  - by  July  1967 
50  bed  facility  - by  July  1975 


INSTITUTIONAL  CARE 


EXISTING  SERVICES 


One  hundred  twenty-six  (126)  mentally  retarded  from  this  catch 
ment  receive  this  care  in  state  schools  and  hospitals.  Twenty-two 
(22)  are  on  the  waiting  list  at  Polk  State  School  and  Hospital,  a 
two  to  three-hour  drive  from  the  catchment. 

UNMET  NEEDS 


Assuming  catchment-based  short-  and  long-term  residential  care 
programs  are  developed,  existing  institutional  care  programs  should 
be  adequate  to  meet  the  needs  of  the  catchment. 


SHELTERED  VCHUCSHOPS 

EXISTING  SERVICES 

None 
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UNMET  NEEDS 


Facilities  for  a maximum  of  250  mentally  retarded  in  three  (3) 
workshops  located  in  Bradford,  Warren  and  Kane. 

PHASING 


By  7«71  ” 100  trainees  in  Bradford 

By  7“75  “ 100  trainees  in  Warren* * 

By  7“75  - 59  trainees  in  Kane* 


E^LOYMENT  SERVICES 

EXISTING  SERVICES 


None  beyond  those  now  offered  by  the  Bureau  of  Vocational  Re- 
habilitation counselors  and  the  Pennsylvania  State  Snplo57ment  Ser- 
vice, which  are  inadequate. 

UNMET  NEEDS 

Three  (3)  Bureau  of  Vocational  Rehabilitation  Counselors  and  one 
(1)  from  the  Pennsylvania  State  Qnployment  Service  (specially  trained 
available  to  the  catchment  on  an  on-going  basis  to  work  exclusively 
with  the  mentally  retarded  and  mentally  ill. 

One  (1)  placement  counselor,  available  to  the  catchment’s  work- 
shop as  part  of  the  shop  staff. 

PHASING 

By  7-71  - two  (2)  BVR  counselors 
By  7-71  - one  (1)  PSES  counselor 
By  7-75  - one  (1)  workshop  placement  counselor 


G(MMUNITY  SERVICES 

(MEDICAL,  MENTAL  HEALTH,  RECREATION2 
Refer  to  the  Regional  Committee’s  Statement  on  this  subject. 


* In  lieu  of  three  (3)  workshops,  but  transportation  may  be  less 
expensive . 
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MENTAL  ILLNESS  AND  MENTAL  RETARDATION  AND  RELATED  INDICES 
Catchment  Area  McKean  (50.0)~**~  & Warren  (57.8)^ 


WARREN  CXJUNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

47,689 


Pre-Sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adult e 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

162 

286 

72 

680 

1,200 

Moderate 

26 

46 

12 

109 

193 

Severe 

6 

11 

3 

27 

47 

1971 

1,440 

48,978 

Mildly 

167 

292 

73 

694 

1,226 

Moderate 

26 

46 

12 

111 

195 

Severe 

6 

11 

3 

28 

48 

1975 

1,469 

50,383 

Mildly 

172 

300 

76 

713 

1,261 

Mod  erate 

27 

48 

12 

114 

201 

Severe 

7 

12 

3 

28 

50 

1,512 
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McKEAN  CX)UNTY 


MENTAL  RETARDATION 
HYPOTHETICAL  PREVALENCE 

1967 

54,541 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

188 

328 

83 

779 

1,378 

Moderate 

30 

52 

13 

124 

219 

Severe 

7 

13 

3 

31 

54 

1,651 

1971 

54,482 


Mildly 

186 

325 

82 

771 

1,364 

Moderate 

29 

52 

13 

123 

217 

Severe 

7 

12 

3 

31 

53 

1,634 

1975 

54,385 

Mildly 

185 

324 

82 

770 

1,361 

Moderate 

29 

52 

13 

123 

217 

Severe 

7 

13 

3 

30 

53 

1,631 


STATEMENT  G0NGE31NING  PROGRAM,  STRUCTURE  AND  FINANCE 


STATE  RESPONSIBILITY  FOR  PREVENTION 


The  prevention  of  most  mental  illness  and  mental  retardation 
is  so  involved  with  the  expensive  alteration  and  manipulation  of 
environmental  conditions  (i.e.  adequate  medical  care,  housing,  home 
life,  research,  education,  etc,)  that  only  State  and/or  the  Federal 
government  have  sufficient  financial  resources  with  which  to  im- 
plement  programs  of  primary  prevention  and  preventive  research. 
Secondary  prevention  and/or  treatment  is  the  responsibility  of  both 
the  state  and  local  communities. 

Research,  as  an  instrur^nt  of  prevention  both  in  mental  ill- 
ness and  mental  retardation,  is  also  too  expensive  to  contemplate 
extensive  local  support.  The  Committee  feels,  moreover,  that  there 
is  a definite  psychological  advantage  in  having  “local*’  mental 
health  and  mental  retardation  monies  spent  locally  where  the  resi- 
dents can  observe  their  contributions  combating  the  two  disabilities. 

The  Region  II  Committee  feels,  therefore,  that  the  prevention 
of  mental  illness  and  mental  retardation  and  preventive  research  in 
both  fields  is  primarily  the  financial  obligation  and  responsibility 
of  either  or  both  the  state  and  federal  governiaent. 

STATE  R^PONSIBILITY  FOR  TREATMENT  AND  REHABILITATION* 


The  Commonwealth’s  mentally  ill  and  mentally  retarded  constitute 
a large  (possibly  13%)  and  , by  the  nature  of  their  disability,  in- 
articulate segment  of  any  community. 

This  Goimaittee  has  the  conviction  that,  in  broadest  terms,  the 
Commonwealth  has  the  ultimate  obligation  to  provide  treatment  and 
rehabilitation  services  for  both  her  mentally  ill  and  mentally  re- 
tarded citizens.  The  local  community  should  assume  its  moral  and 
financial  obligation  to  both  the  mentally  ill  and  mentally  retarded. 

RELATIONSHIP  BEIWEEN  STATE  AND  LOCALITIES 


The  Region  II  Gcmunittee  assumes  there  will  be  a State  Authority 
with  overall  responsibility  in  mental  health  and  mental  retardation. 
Such  an  Authority  should  have,  under  a Secretary,  a Commissioner  of 
Mental  Health  and  a Commissioner  of  Mental  Retardation. 


Under  this  State  Authority,  the  Committee  visualizes  a two-tier 
structure.  The  structure  should  include  a “Regional  Planning  Board** 
and  a “Catchment  Planning  Board.”  The  latter  would  be  a Board  for 
the  delivery  of  services  within  each  Mental  Health  and  Mental  Re- 
tardation Catchments  at  the  local  county  and  multi-county  level.  The 
Committee  recognizes  that  such  structures  do  not  now  exist  in  Penn- 
sylvan ia 

* “Treatment**  and  “Rehabilitation”  of  the  mentally  retarded,  as 


herein  discussed,  is  interpreted  by  the  Committee  to  mean  those 
direct  services  extended  to  the  rctardee  to  enable  him  to  achieve 


his  fullest  potential 


-340- 


REGION  II  Mental  Health-Mental  Retardation  Planning  Boards.  The 

establishment  of  a Regional  Planning  Board  is  recocmended  by  the 

Region  II  Committee.  This  should  be  an  Advisory  Board  to  the 
Secretary  and  his  two  subordinate  Commissioners.  The  Regional 
Board  will  consist  of  members  appointed  by  the  Governor  and  elected 
by  the  six  local  county  and  multi-county  Catchment  Boards,  as 
specified  below. 

It  would  be  the  function  of  this  Board  to  act  as  a coordinat- 
ing and  planning  mechanism  for  the  region.  The  Board  would  be  con- 
cerned with  problems,  such  as  service  coverage  and  duplication, 
priorities,  and  the  role  of  specialized  agencies. 

In  addition,  the  Regional  Board  would  serve  as  a "Court  of 
Appeals"  for  agencies  which  might  be  receiving  inadequate  state 
financial  support  or  which  had  support  withdrawn.  The  Regional 
Board  should  be  staffed  by  a Regional  Mental  Health-Mental  Retard- 
ation Educator  Coordinator. 

Some  provision  for  an  Executive  Committee  would  be  necessary. 

Two  members  from  each  Catchment  Board  in  the  Region  would  be 
elected  to  the  Regional  Board  by  the  Catchment  Board.  One  member 
each  should  be  appointed  by  the  Governor  from  the  following  groups: 

County  Commissioners 

United  Funds  (or  Community  Chests) 

Health  and  Welfare  Councils 
County  Medical  Societies 
General  Hospital  Administrators 
Mental  Health  Association  Representative 
Public  Health  Office 

Mental  Retardation  Association  Representative 
Representative  of  Pennsylvania  Psychiatric  Society 
Representative  of  National  Association  of  Social  Workers 
Superintendent  of  the  State  Hospital  for  the  Mentally  111 
serving  the  region 

Superintendent  of  the  state  school  and  hospital  serving  the 
region. 

Judges 

★ 

CATCHMENT  MENTAL  HEALTH  AND  RETARDATION  BOARDS 


The  Region  II  Committee  recommends  that  the  six  Catchment 
Boards  in  the  Region  be  composed  of  the  following: 

One  representative,  either  staff  or  Board  member,  from 

Region  II  has  three  catchments  embracing  single  counties: 
Erie  - Catchment  #1 

Crawford  - " #2 

Mercer  - " #3 

and  three  multi-county  catchments: 

Venango,  Clarion,  Forest  - Catcnment  #4 

Potter,  Elk,  Jefferson,  Cameron  - " #5 

Warren  and  McKean  - " #6 
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all  agencies  Boards  delivering  service  as  a part  of  the 
coomrunity  mental  health  "cluster.** 

One  representative  from  all  fund  sources,  such  as  county 
conmissioners , city  council,  United  Fund,  etc. 

One  representative  from  each  Special  Education  System  in 
the  catchment. 

One  representative  from  each  county  Mental  Health  Associa- 
tion. 

One  representative  from  each  Association  for  Retarded  Chil- 
dren in  the  catchment 

One  representative  from  all  local  planning  groups,  such  as 
Health  and  Welfare  Council. 

Because  of  their  potential  size,  provision  should  be  made  for 
Executive  Committees  within  the  catchment  boards. 

RESPONSIBILITIES  OF  THE  CATCHMENT  BQ<^RD 

1.  Review  and  evaluate  community  mental  health  and  mental  re- 
tardation services  and  facilities. 

2.  Submit  a program  of  community  mental  health  and  mental  re- 
tardation services  and  facilities  to  the  regional  planning 
board . 

3.  Appoint,  if  necessary,  an  administrator  with  qualifications 
meeting  standards  of  the  Commonwealth  to  serve  as  coordina- 
tor-director of  the  catchment  mental  health/mental  retarda- 
tion service  and  prescribe  duties  and  review  performance  of 
such  director. 


FINANCING 

FISCAL  RESPONSIBILITY  OF  THE  COMMONWEALTH  OF  PENNSYLVANIA 

The  Committee  position  concerning  overall  fiscal  responsibility 
is  clearly  outlined  above.  Appended  are  two  tables  differentiating 
between  state  and  local  mental  health  programs.  In  addition,  the 
Committee  wishes  to  make  the  following  specific  recommendations  con- 
cerning fiscal  matters  in  addition  to  those  found  elsewhere  in  the 
Regional  Mental  Health  and  Regional  Mental  Retardation  Plan. 

FISCAL  RESPONSIBILITY  OF  DEPARTMENTS  OF  STATE  GOVERNMENT 


The  Department  of  ^blic  Welfare,  Office  of  Mental  Health, 
should  be  allocated  sufficient  funds  to  enable  it  to  match  completely 
all  local  monies  raised  to  staff  mental  health  and  mental  retardation 
facilities . 
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★ 

This  matching  to  be  based  on  the  percentage  (developed  by 
employing  county  per  capita  income  and  per  capita  taxable  real  es- 
tate) formula  now  employed  by  that  office. 

The  General  State  Authority  should  be  altered  by  statute  to 
permit  it  to  participate , Financially,  in  the  construction  of  local 
non-profit  facilities  for  the  mentally  ill  and/or  mentally  retarded. 
In  no  case  should  this  participation  be  greater  than  the  maximum 
percentage,  for  that  community,  achieved  by  the  above  formula. 

The  Department  of  Public  Instruction  should  be  allocated  suf- 
ficient  monies  "to  enable  local  special  education  departments  to  put 
into  effect  all  programs  for  the  emotionally  disturbed  and  mentally 
retarded  presently  planned,  but  unimplemented  for  lack  of  funds.  In 
addition,  the  Department  should  receive  sxifficient  funds  to  enable 
communities,  by  direct  grant,  to  develop  pre-school  programs  for  the 
mentally  retarded. 

The  Bureau  of  Vocational  Rehabilitation  should  be  allocated  suf- 
ficient  monies  so  that  federal  rehabilitation  grants  to  the  Common- 
wealth are  never  allowed  to  lapse.  In  addition,  the  Bureau  should 
have  sufficient  monies  to  enable  it  to  recruit  and  train  counselors 
to  work  exclusively  in  the  area  of  mental  health  and  mental  retarda- 
tion. The  Bureau,  moreover,  should  have  ample  resources  to  enable  it 
to  purchase  mental  health  care  for  all  mentally  ill  and  rehabilitive 
and  trade  services  for  all  mentally  retarded  needing  such  services. 
Moreover,  it  should  be  stressed  that  the  Bureau  should  limit  its  in- 
terest in  facilities  only  to  programs  in  which  it  is  purchasing  ser- 
vice . 


The  Department  of  Public  Health  should  be  allocated  sufficient 
funds  to  enable  it  to  establish  truly  effective  preventive  programs 
in  the  field  of  mental  illness  and  mental  retardation.  In  addition, 
should  the  concept  of  using  visiting  nurses  for  home  training  of  the 
mentally  retarded  and  home  visiting  for  former  mental  patients  prove 
practical,  the  Department  should  be  allocated  sufficient  funds  to 
recruit  and  train  niirses  for  these  two  purposes. 

The  Department  of  Public  Assistance.  This  Department  should  be 
allocated  sufficient  funds  to  enable  it  to  purchase  mental  health 
care  for  relief  recipients. 

State  Schools  and  Hospitals.  That  no  parent  be  required  to 
financially  support  a cbila  in  a state  school  and  hospital  beyond 
age  twenty-one,  and  that  no  parent,  whose  income  is  below  that  de- 
scribed as  adequate  by  the  United  States  Department  of  Commerce,  be 
required  to  support  a child  of  any  age  in  a state  school  and  hospital. 


* As  now  written,  no  county  can  receive  less  than  40%  or  more  than 
60%  support.  There  should  be  no  minimum  or  maximum.  The  allot- 
ment can  be  found  on  each  catchment  indices  chart. 
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FISCAL  RESPONSIBILITY  CF  LOCAL  GOVERNMENT 


The  fiscal  (and  moral)  responsibility  of  local  government  to 
provide  adequate  services  and  facilities  for  the  mentally  ill  and 
mentally  retarded  is  as  great,  except  in  prevention  and  research, 
as  that  of  the  Commonwealth.  Suffice  it  to  say,  then,  that  local 
governments  should  be  ever  ready  to  bear  their  "share"  (based  on 
the  formula  discussed  above)  in  developing  local  direct  services. 

THE  ROLE  OF  PRIVATE  AND  VOLUNTARY  FUNDS 


The  Committee  sees  these  monies  as  a primary  source  of  the  local 
communities  share  in  matching  state  and/or  federal  grants  for  con- 
struction and  staffing.  These  monies  may  be  used  to  augment,  but 
not  replace  "state"  programs  and  funds. 

POLICIES  FOR  THE  ESTABLISHMENT  AND  COLLECTION  OF  FEES 


These  policies  should  be  established  by  individual  catchments 
boards  for  facilities  within  the  mental  health  cluster.  The  Com- 
mittee suggests  that  all  fees  be  based  on  a sliding,  ability  to  pay, 
scale.  Moreover,  no  one  should  ever  be  denied  service  because  of 
an  inability  to  pay. 

THE  COMMONWEALTH’S  SUBSIDY  PROGRAM 

Many  of  the  mental  health/mental  retardation  services  in  each 
catchment  will  continue  to  be  rendered  under  private  auspices.  It 
would  be  the  responsibility  of  each  catchment  mental  health/mental 
retardation  board  to  see  that  all  necessary  services  are  rendered. 
This  should  be  done  by  subsidizing  private  agencies  with  state  mon- 
ies where  this  is  most  feasible  or  providing  a public  agency  or 
service  where  private  services  are  not  appropriate  or  cannot  be  de- 
veloped . 

Since  mental  health/mental  retardation  care  is  heavily  depen- 
dent on  Conmonweal th  monies,  the  subsidy  program  should  be  adequate 
in  scope,  as  to  enable  at  least  the  same  quality  of  service,  if 
rendered  by  the  state,  to  be  achieved. 
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MENTAL  RETARDAHON 

DIF5ERENTIATION  BETWEEN  STATE  & LOCAL  PROCRA'IS 


Detection  and  Case 

Finding  Services 

A dmini s tr a tio  n 

Local  & State 

Finance 

Local  State 

Auspices 

Local  & State  Health 
Service  & Public  Sch. 

Diagnostic  Facilities 

A.  Regional  fa- 
cility ^tate 

A.  State  finance 

A.  D (St  E Center  Polk 

St.  Sch,  (Sc  Hospital 

Parent^CounseUng  "S^vTce^s"” 

Honie^-*-'raining 

B.  Community  fa- 
cility Local 
”Loc^ 

State  or  local 
depending  on 
agency  deliv- 
ering service 

B,  State  & Local  B.  Component  of  all 

M.  H.  Centers 

Local^witH  St~te  Local'"MTHT  Plus'^er 

part,  in  staff  salary 

Either  State  or  Public  Health  Service 

local  or  local  Health  Ser- 

vice 

Pre-School  Day  Care  Services: 

a.  Nursery  Local 

b.  Special  Education 

Classes  (SCD) 

State  DPI  & 

Dept,  of  Pub- 
lic Welfare 

Local  Special  Educa- 
tion Departments 

Trainable  Classes 

Local 

State  DPI 

as  above 

Educable  Classes 

Local 

State  DPI 

as  above 

Pay  Sc  ifesidentiai  Care 
a.  Day  Care 

Local 

DPI  or  DPW 
funds  & local 

Local  Spec,  Ed.  Dept, 
of  local  vol,  agency 

b.  Short-term  residen- 
tial care 

Local  to  meet 

State  standards 

State  via  reimtur- 
sement  program, 
local  &:  parents 

Co.  Govt,  Child  Wel- 

fare Serv,  and/or 
local  vol,  agency 

c.  Long-term  residen- 

tial care  including 
Foster  Homes  & Group 
Homes 

Local  to  meet 

State  standards 

as  above 

as  above 

Tnstitutional  Care 

State 

State  & parents 
till  child  is  21 

Polk  State  School  &. 
Hospital  (5'.  others 

PhelTered  Workshop^ 

“local" 

S^aTe~GrA" Sc"B'7R 
fees  - Local 

"Loc"^“v^T  agenc^y 

Employment  Services 

State  & Local 

State  & Local 

State  BVR,  PSES 

Local  Workshops 

Community  Services 
a.  Medical  Services 

Local 

Loc  al  & State  for 
DPA  recipients 

Com.  Medical  Resources 

b.  Psychiatric  Services 

Local 

Local  & State 

Com.  M.H.  Centers 

c.  Recreational  Services 

Local 

Local 

Volunteer  groups 
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MENTAL  RETARDATION 


GENERAL  PHILOSOPHY  OF  REGION  III 


The  members  of  the  Regional  Committee,  after  considerable 
time,  thought  and  review  of  the  material  and  expression  of  unmet 
needs  obtained  from  numerous  professional  Task  Force  groups  for 
the  retarded,  public  hearings  in  each  county  and  of  Chapters  of 
the  Pennsylvania  Association  for  Retarded  Children  in  the  area, 
wish  to  present  their  suggestions  to  meet  these  needs  in  Region 
III.  These  suggestions  are  based  on  the  philosophy  that  - 

’’the  needs  of  the  mentally  handicapped  child  be  recog- 
nized as  those  of  all  children,  with  additional  needs 
for  special  care  arising  from  the  nature  of  the  handi- 
cap, requiring  continuous  care  and  follow-up  as  long 
as  deemed  necessary." 

In  the  course  of  only  twelve  months  much  ground  has  had 
to  be  covered  as  many  of  us  had  a great  deal  to  learn,  not  only 
about  retardation  but  about  what  little  comprehensive  service 
and  facilities  for  research  exist  to  meet  needs  in  this  field. 

A general  lack  of  knowledge  and  interest  of  the  community  also 
is  apparent.  While  a comparative  wealth  of  State  facilities  may 
be  found  in  this  small  four-county  region  (two  State  Schools  and 
Hospitals,  two  State  Hospitals  and  a Youth  Development  Center) 
any  plans  for  a comprehensive  service  meant  looking  at  \^at  seemed 
to  be  overwhelming  financial  outlay  to  provide  community  services- 
or  even  more  drastically,  attempting  to  find  the  right  kind  of 
personnel  with  which  to  staff  proposed  services  and  facilities. 

Although  people  closely  related  to  services  for  the  re- 
tarded are  aware  of  the  saving  in  money  possible  through  commun- 
ity service,  in  comparison  to  the  cost  of  lifetime  institutional 
care,  the  general  public  does  not  know  this  or  of  the  possibilities 
of  the  retarded  becoming  worthwhile,  self-supporting  citizens-- 
assets  to  each  community  rather  than  a hidden  or  isolated  burden. 
The  committee  also  feels  that  the  fact  that  at  least  85%  of  the 
so-called  retarded  are  in  the  mild  range  is  little  known  or  under- 
stood . 


In  all  our  planning,  effort  was  constantly  made  to  not 
only  educate  many  of  those  from  whom  we  sought  expression  of 
needs,  but  also  to  obtain  signs  of  community  awareness  that  needs 
do  exist. 

We  wish  to  strongly  recommend  that  in  each  Catchment  Area, 
in  line  with  the  Comprehensive  Mental  Health  Plan,  there  should 
be  established  at  the  earliest  possible  date  a Mental  Retardation 
Center  \(hich  follows  the  setting  up  of  authoritative  Regional  and 
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Area  Boards  as  outlined  in  the  Regional  Committee's  joint  recom- 
mendations on  Program  Structure  for  implementation.  This  Center, 
wherever  possible,  should  be  housed  with  a Community  Mental  Health 
and/or  a Comprehensive  Health  Center.  If  more  conveniently 
housed  else^ere,  the  Center  should  have  strong  ties  with  the  Men- 
tal Health  Center  and  other  State  and  private  agencies  through 
the  Area  Board,  by  the  sharing  of  some  staff  and  services. 

Some  critical  functions  would  be  to: 

Ca)  Maintain  a public  information  and  education  program 
coordinated  with  existing  services. 

Cb)  Einploy  a suitably  qualified  social  worker  for  family 
counseling  and  follow-up  service  through  life  where 
necessary  for  notified  retardates  in  coordination  with 
existing  services. 

(c)  Coordinate  existing  vocational  rehabilitation  programs, 
and  establish  catchment  vocational  rehabilitation  pro- 
grams . 

(d)  Coordinate  and  supplement  existing  placement  services. 

Ce)  Establish  and  promote  new  programs --activity,  social, 
recreation,  sheltered  residences  and  workshop. 

(f)  Arrange  an  adequate  program  for  related  services,  e.g. 
transportation,  medication. 

(g)  Coordinate  and  stimulate  research  programs. 

In  view  of  the  fact  that  Region  III  has  in  existence  good 
State  facilities,  the  use  of  Community  Mental  Health  Centers  for 
treatment  would  be  limited  to  emotionally  disturbed  or  psychotic 
retardates  requiring  psychiatric  care,  although  public  information, 
consultation  and  professional  and  community  educational  programs 
could  be  shared. 
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CONSTRUCTION 


It  should  first  be  mentioned  that  reluctance  was  shown 
by  the  Committee  to  consider  construction  of  any  facilities, 
owing  to  the  difficulties  of  financing  out  of  the  community’s 
resources  in  rural  and  depressed  areas. 

Whatever  final  decisions  are  reached,  construction  funds 
to  some  considerable  extent  would  be  required. 

The  only  construction  proposal  currently  received,  however, 
in  this  region  for  funds  under  the  Cwnmunity  Mental  Health  Centers 
Act  of  1963,  P.L.  88-164  is  from  Goodwill,  Inc.,  of  Johnstown,  to 
serve  40  retardates — providing  training  and  sheltered  work  for 
mild  and  moderately  retarded  adults  over  20  years  of  age. 

After  careful  consideration  of  the  application  and  in  view 
of  the  urgent  need  fcr  training  and  occupational  programs  for  the 
retarded  over  school  age  in  this  area,  high  priority  is  recommended 
at  the  State  level  for  this  application. 

Other  construction  proposals  tentatively  submitted  by  our 
committee  are  listed  in  the  recommendations  of  each  Catchment 
Area  and  with  the  maps  showing  existing  and  programmed  facilities. 

Existing  rehabilitation  and  terminal  services  are  minimal, 
with  no  community  residential  facilities.  Sheltered  residences 
or  ’’half-way”  homes  are  included  in  each  area  to  enable  the  re- 
tardate to  function  as  a contributing  and  respected  member  of  the 
community. 

Urgent  priority  should  be  given  to  provide  these  missing 
needs--particularly  in  socio-culturally  deprived  areas--Some rset 
and  Bedford  being  two  of  the  lowest  counties  in  the  State. 

Recommendation  is  made  also  for  the  establishment  of  a 
Regional  Children’s  Hospital. 

Before  attempting  to  establish  priorities  for  construction 
and  phasing  for  implementation  we  wish  to  stress  that  these  can 
only  be  tentative.  Priorities  have  been  assessed,  however,  for 
the  region,  based  on  socio-economic  factors,  current  prevalence 
of  mental  retardation  and  the  availability  of  existing  facilities 
as  analyzed  by  a volunteer  for  the  committee.  They  are: 

1.  Bedford/Blair  Counties 

2.  Somerset  County 

3.  Cambria  County 
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GENERAL  CHARACTERISTICS  OF  THE  REGION 


Region  III  consists  of  four  counties  which  make  up  three 
catchment  areas  as  follows: 

I Bedford  and  Blair  Counties 
II  Somerset  County 
III  Cambria  County 


Governmental  Structure: 


The  governing  body  of  each  of  these  counties  consists  of 
three  commissioners.  The  townships  are  governed  by  a board  of 
supervisors , and  the  boroughs  by  council-mayor  type  organization. 


Classification  of  Counties  by  Population: 


Bedford 

Somerset 

Blair 

Cambria 


7th  class 
6th  class 
5th  class 
4th  class 


In  Cambria  County  more  than  50%  of  the  people  live  in  the 
city  of  Johnstown.  The  rest  are  scattered  throughout  the  county. 

In  Blair  County  about  507o  live  in  the  city  of  Altoona.  The  other 
two  counties  are  essentially  rural. 

Geographic  and  fopographic  Characteristics: 

These  four  counties  are  in  the  southwestern  part  of  the 
state,  with  Somerset  and  Bedford  Counties  near  the  Maryland  border. 

Cambria  and  Somerset  Counties  are  in  the  Allegheny  Mountain 
section  of  the  State,  with  the  land  between  the  mountains  in 
Somerset  County  being  well-suited  for  agriculture  and  dairy  farm- 
ing. Mining  and  forestry  rank  second  to  agriculture  in  this  re- 
ion. All  four  counties  lie  in  the  Appalachian  Mountain  section. 

The  Pennsylvania  Turnpike  and  the  main  line  of  the  Penn- 
sylvania Railroad  cross  Bedford  and  Scnnerset  Counties.  U.S. 

Route  #22  crosses  Cambria  and  Blair  Counties  east  to  west,  and 
U.  S.  #220  goes  north-south- -Job ns town  and  Altoona  have  commer- 
cial airports.  Transportation  is  very  limited  throughout  the 
four  counties. 
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Population  Distribution; 

State  average:  density,  251  people/sq.  mile;  % urban  71.6. 


County 

Pop.  1960 

Pop.  1965 

% urban 

Pop./sq.mi. 

Bedford 

42,451 

43,399 

0-24 

41.8 

Blair 

137,270 

136,430 

50-74 

258.5 

Somerset 

77,450 

77,178 

0-24 

71.4 

Cambria 

203,283 

199,547 

50-74 

292.5 

In  the  near  future  it  may  be  found  advisable  to  enlarge 
this  region  to  include  Clearfield,  Huntingdon,  Juniata,  and 
Mifflin  Counties,  and  to  perhaps  revise  some  of  the  Catchment 
Areas;  but  it  is  quite  obvious  that  constant  review  and  modi- 
fications or  changes  will  be  necessary  in  the  following  recom- 
mendations, which  we  again  stress  are  purely  tentative  proposals 
as  far  as  actual  construction  of  facilities  and  staffing  pat- 
terns are  concerned. 
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PREVENTIVE  SERVICES 


Preventive  services  and  research  are  seen  as  requiring 
the  highest  priority.  Listed  below  are  some  of  the  existing 
clinics  in  the  area,  together  with  a summary  of  unmet  needs  and 
suggested  phasing  over  a 10-year  period--as  prepared  by  a 
volunteer. 


Existing  Services 

Well-Baby  Clinic  (Listed  in  detail  in  Catchment  Areas) 
Pre-natal  Clinics,  Altoona  & Mercy  Hospitals,  Altoona; 

Memorial  Hospital,  Johnstown 
Private  Physicians 

Orthopedic  Clinics — Somerset,  Cambria  & Bedford 
Cardiac  Clinic — Bedford  & Cambria  Counties 

Socio- cultural : 


Public  Welfare 
United  Mine  Workers  Welfare 
Limited  Religious  Resources 
Social  Security 


Unmet  Needs 


Pre-natal ; 

Adequate  nunber  of  home  visiting  health  nurses  and  other 
specialist  staff. 

Prevention 

Education  of  related  personnel  and  nurses 
Diagnostic  services 
Phasing  Program: 

1967  1971  1975 

Hospital  centered  pre-  Visiting  nurse  & Community  Health 

natal  clinics  clinical  nurse  Centers 

Special  home  service 

Natal : 

Resident  staff  at  hospitals  to  cover  24-hour  period.  In- 
terns for  24  hour  for  management  of  labor  and  emergency  care. 
Adequate  facilities  and  trained  staff  for  care  of  premature  and 
defective  newborn. 
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Phasing  Program: 
1967 


1971 


1975 


Interns  for  community 
hospitals 


Resident  staff  in 
hospitals  to  cover 
24  hours  adequate 
f acilitie  s 


Specialists  to 
staff  community 
centers  from  all 
medical  groups 


Post-natal: 

Preventive  testing  and  immunization  as  developed;  continuous 
medical  guidance  for  all  children  to  provide  adequate  physical, 
social,  emotional,  and  rehabilitation  care  to  age  5. 


Phasing  Program: 

1967  1971  1975 

Hospital  centered  post-  An  adequate  number  Community  Health 

natal  clinic  of  visiting  & of  Centers 

clinical  nurses 
Specialist  for  home 
service 

Socio-cultural : 


Planned  parenthood  association 
Mother's  Classes 

Child  Guidance  Clinic;  Mental  Health  & Retarded  Associations 


Phasing  Program: 

L267 

1971 

1975 

Hospital  centered  clinics 

Community  Health 
Centers 

The  committee  wishes  to  emphasize,  however,  both  the  need 
to  extend  clinical  services  to  all--those  who  can  or  cannot  pay-- 
but  also  to  ensure  that  by  every  means  possible  families  in  iso- 
lated and  socio-economically  deprived  areas  are  knowledgable  as 
to  the  services  which  are  available  and  their  purpose.  Equally 
important,  educational  programs  for  related  personnel--physicians , 
nurses,  psychologists,  social  workers,  educators,  ministers. 

However,  as  at  least  857o  of  the  retarded  are  in  the  mild 
range,  and  already  a majority  attributed  through  research  to 
cultural  deprivation,  emphasis  must  lie  here  to  attempt  to  abolish 
this  overwhelming  number. 
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Every  effort  must  be  exerted  by  all  in  the  field  of  re- 
tardation and  others  knowledgeable  of  this  fact,  to  promote  and 
urge  support  for  programs  under  the  Appalachian  and  Economic 
Opportunity  Acts,  which  should  be  coordinated  with  this  program 
through  personnel.  Wherever  possible  similar  areas  of  service 
should  be  used.  Cambria  County  has  made  a strong  start  under 
Project  Headstart  of  the  Economic  Opportunity  Act,  and  it  is 
hoped  that  Blair,  Bedford,  and  Somerset  are  also  well  on  their 
way  to  seeking  support  for  such  projects. 

The  committee  feels  it  should  be  a function  of  both  the 
Regional  and  Catchment  Area  Boards  to  cooperate  with  all  other 
planning  programS““Federal , State,  and  local--to  further  the 
drive  to  eliminate  socio-cultural  deprivation.  The  school  sys- 
tems in  all  cases  should  be  pressured  if  slow  in  taking  advantage 
of  such  opportunities  to  do  so,  and  homemaker  and  other  programs 
designed  to  work  with  families  should  be  strongly  encouraged 
and  developed. 
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GENERAL  RECOMMENDATIONS 


Before  submitting  specific  catchment  area  proposals, 
the  following  are  some  regional  recommendations. 

Detection  and  Case  Finding  Services: 

Ca)  Adequate  and  intense  inservice  education  for  related 

professional  groups  and  existing  agencies  at  all  levels 
to  be  developed  by  each  Mental  Retardation  Center, 
working  closely  with  the  Regional  Educator.  Concur- 
rently, strong  public  information  and  education  pro- 
grams should  be  established  by  the  sane  methods  and 
with  the  support  of  local  Mental  Health  Associations 
and  Chapters  of  the  Pennsylvania  Association  for  Re- 
tarded Children. 

(b)  Adequate  psychological  evaluation, 

Cc)  A distinction  from  mental  retardation  should  be  care- 
fully made  when  evaluating  reading,  si^t,  speech, 
language  and  hearing  disabilities.  For  this  purpose 
specially  qualified  staff  should  be  available. 

(d)  Compulsory  and  appropriate  tests  be  given  at  birth. 
Diagnostic  Facilities: 

The  Regional  Committee  recognizes  that  diagnosis  is  a 
continuing  process  with  conditions  and  needs  of  an  individual 
changing  over  a period  of  time  through  intervening  treatment  and 
new  environmental  experiences.  Medical  and  related  diagnostic 
and  evaluation  services,  therefore,  should  be  conducted  separately 
from  mental  health  services. 

Recommendation  is  made  that  Cresson  State  School  & Hospital, 
with  its  hospital  personnel  and  facilities  in  existence  following 
former  use  as  a Tuberculosis  Sanatorium,  be  designated  as  the 
Region  III  Diagnostic  Center  for  the  mentally  retarded.  This  Cen- 
ter would  provide  a complete  diagnostic  study  with  periodic  eval- 
uation involving  all  the  necessary  professional  skills  as  early 
as  possible.  There  should  also  be  as  much  social  restoration  as 
possible  with  a good  follow-up  program  integrated  at  the  local 
level  by  the  Mental  Retardation  Center  with  all  available  health, 
education  and  welfare  services.  The  following  would  be  necessary 
to  meet  an  ideal  basic  diagnostic  study: 

1.  Physical  examination  and  history  aimed  at  determining 
the  present  medical  picture  and  revealing  possible 
etiology  of  the  condition. 


2,  A psycho-educational  evaluation,  including  analyses  of 
familial,  cultural,  education,  economic  and  social 
factors , Implemented  often  by  services  of  a specialist 
in  psychiatry,  neurology,  speech  and  hearing,  dentis- 
try and  pertinent  related  professions.  Routine  labora- 
tory and  x-ray  services  are  also  frequently  utilized. 

Schools  should  provide  multi-disciplinary  services  for 
identification  of  the  mentally  handicapped  at  the  start  of  a 
child’s  school  experience — with  regular  evaluation  throughout  his 
education. 

We  feel  that  clinical  services  offered  by  Universities 
should  be  expanded  and  developed--University  Planning  Boards 
should  be  approached  by  regional  or  local  mental  retardation 
boards,  to  stimulate  interest  and  awareness  of  the  important 
roles  they  can  fulfill,  not  only  to  meet  community  service  needs 
but  also  to  promote  interest  in  mental  retardation  careers.  The 
Central  Pennsylvania  Council  on  Research  in  Mental  Retardation 
might  be  of  help  in  co-ordinating  and  developing  comprehensive 
service . 


An  estimate  of  the  number  of  children  referred  to  diagnostic 
clinics  each  year  varies  between  200  and  800  new  cases  per  mil- 
lion population — according  to  the  socio- cultural  level  of  the  com- 
munity and  the  availability  of  referring  agencies  and  personnel. 

The  proposed  service  should  be  able  to  evaluate  100  to  400  new 
cases  each  year. 

Parent  Counseling  (including  home  training) : 

This  service  should  be  administered  by  the  Community  Mental 
Retardation  Center  through  emplo5mient  on  its  staff  of  a suitably 
qualified  social  worker  for  counseling  and  follow-up  at  regular 
intervals  as  required. 

The  multi-dimensional  aspect  of  mental  retardation  has 
tended  to  obscure  the  fact  that  it  is  first  and  foremost  a family 
problem.  Individualization  is  a paramount  consideration.  Prob- 
lems presented  by  retarded  children,  as  they  relate  to  family 
life,  are  manifested  in  various  ways:  (1)  family  feeling  and 
reaction,  (2)  care  and  management,  (3)  guidance  and  training, 

C4)  providing  for  the  future. 

Extension  of  basic  services  for  children  and  adults  is 
felt  to  be  the  most  effective  way  to  meet  needs  of  the  mentally 
retarded,  with  provisions  for  a well  planned  follow-up  counsel- 
ing service  developed  by  the  Mental  Retardation  Center — a Center 
which  is  seen  as  vital  to  the  success  and  implementation  of  a 
lifetime  retardate  program — with  sufficient  emphasis  on  prevention 
and  research  for  organic  retardation. 
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Home  training  might  be  a service  of  the  Genter--or  devel- 
oped by  the  Center  through  other  services,  and  would  also  include 
occupational/craf twork.  Some  limited  home  teaching  would  be 
necessary  and  should  be  a responsibility  of  the  schools. 

Pre-school  Day  Care  Services — Trainable  and  fidu cable  Glasses: 

The  public  school’s  responsibility  should  include: 

Ca)  Pre-school  nursery  classes  (socialization  and  readi- 
ness co-ordinated  with  parent  education). 

Cb)  A program  for  all  educable  mentally  handicapped  chil- 
dren from  nursery  levels  through  secondary  school. 

(c)  A program  for  the  trainable  retarded  child,  adapted 
to  his  individual  needs  and  abilities. 

(d)  Local  school  funds  for  the  education  and  training  of 
mentally  handicapped  children  and  youth  to  be  supple- 
mented by  necessary  Federal  and  State  aid. 

Ce)  Special  education  classes  (particularly  for  school 
drop-outs)  in  socio-culturaily  deprived  areas  to  be 
developed  as  part  of  an  adult  education  program. 

4-H  Clubs,  Scout  programs  should  be  modified  to  meet 
the  needs  of  the  retardate.  Personnel  in  these  pro- 
grams should  also  have  some  training  in  the  field  of 
mental  retardation. 

Day  and  Residential  Care: 

(^stodial  Day  Care:  This  should  be  designated  as  a 
definite  responsibility  of  either  the  Department  of  Public 
Instruction  or  Department  of  Public  Welfare. 

Short-term  & Ehiergency  Residential  Care:  To  be  a service 
offered  by  our  State  Schools  & Hospitals  for  the  distxirbed 
and  severely  retarded. 

Community  residential  facilities  should  be  established  for 
the  moderate  and  mildly  retarded. 

Einergency  placement  should  be  the  responsibility  of  Child 
Welfare  Service  and  not  the  Court. 


Long-term  Residential  Care,  including  Foster  Home  and 

Group  Homes : The  committee  sees  long-term  residential 

care  for  the  severely  and  some  moderately  retarded  cases 
as  being  the  prerogative  of  the  State  School  and  Hospital. 
It  should  be  the  responsibility  of  Mental  Retardation 
Centers,  with  State/Federal  financial  support,  to  estab- 
lish an  adequate  residential  foster  and  group  home  service 
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at  the  local  level  for  the  moderate  and  mildly  retarded. 

More  provision  should  be  made  for  the  elderly  retardate 
requiring  only  sheltered  care:  it  is  recoMnended  that 
County  Homes  should  be  encouraged — financially  and  other- 
wise-“to  expand  their  services  and  that  all  counties  should 
have  one  or  more  county  home,  according  to  population, 
with  a more  dynamic  approach  and  with  programmed  activities 
through  the  use  of  volunteers.  Such  homes  could  then  be 
of  service  to  the  community  as  well  as  the  retarded. 

Institutional  Care: 

Residential  care  should  be  received  as  an  integral  part 
of  total  coismunity  services  for  the  prevention  as  well  as  allev- 
iation of  the  problems  of  mentally  handicapped  children  and  their 
families.  Each  institution  to  undertale  as  soon  as  possible: 

The  provision  of  a comprehensive  living  situation,  includ- 
ing social  life;  health  services  equal  to  the  community’s 
best;  an  opportunity  for  education,  training,  recreation, 
eiiiplo3nnent  and  spiritual  growth. 

Extend  these  facilities  to  non-residents  where  appropriate, 
i.e.,  short-term  to  enable  parents  to  have  a ’’rest”  or 
during  family  and  other  emergencies. 

Admission  procedures  to  be  revised  and  simplified. 

Provide  psychiatric  care  for  retardates  with  emotional  prob- 
lems rather  than  transfer  to  a mental  hospital  where  this  care  is 
geared  to  the  patient  with  normal  or  near  normal  intelligence. 

Sheltered  Workshops: 

Occupational  preparation  training  should  be  a responsibility 
of  school  programs  and  there  should  be  pressure  exerted  to  provide 
such  training  in  all  school  districts--particulariy  in  socio- 
culturally deprived  areas. 

Sheltered  workshops--pref erably  created  as  part  of  a multi- 
handicapped service  and  providing  four  programs--activity  and  ter- 
minal groups;  vocational  training;  supportive  work;  and  employment- 
should  be  regarded  as  a place  where  retardates , even  at  the  lowest 
level,  can  achieve  at  their  optimum  and  be  surrounded  by  encourag- 
ing and  stimulating  staff  with  knowledge  and  interest  in  this  field 
There  should  be  initial  and  regular  evaluation,  counseling  and  a 
variety  of  programs--to  include  such  fields  as  market  gardening, 
agriculture,  domestic  and  child  care  (where  thought  possible), 
simplified  RedCross  courses,  and  a strong  social/recreation  pro- 
gram using  "helpers”  to  assist  with  training  and  volunteers. 
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Community  Services: 


Medical : All  community  hospitals  to  provide  adequate 
medical  care,  hospitalization,  dental,  visual,  and  pros- 
thetic appliances,  such  as  hearing  aids,  etc. 

It  is  recommended  that  Gresson  State  Sd\ool  & Hospital 
should  provide  these  services  for  the  more  severely  dis- 
turbed or  hyperactive  for  the  region. 

Psychiatric : There  are  little  or  no  existing  facilities 

for  the  retardate  in  the  community,  but  the  Community 
Mental  Health  Center,  when  established  should  provide 
services . 

Recreational : Day-camp  experience  should  be  available 

for  mentally  retarded  children  through  special  use  of 
existing  state  and  county  parks.  (Shawnee,  Gallitzin, 

Laurel  Hill.)  Opportunities  for  overnight  camping  should  also 
be  made  available  for  specific  periods.  A program  to  be 
developed  and  coordinated  by  the  Mental  Retardation  Center. 

Children's  Services: 


Construction  of  a Regional  Children’s  Hospital  for  the  use 
of  all  children.  The  only  existing  facilities  are  in  Pittsburgh 
and  Philadelphia.  Such  a hospital  wuld  serve  200,000  children 
in  Region  III  alone,  not  counting  other  contiguous  areas  nearby 
and  would,  it  is  felt,  go  a long  way  towards  attracting  much  need- 
ed professional  personnel  to  this  section  of  the  State. 

No  specific  recommendations  were  made  as  to  location,  al- 
though places  suggested  for  consideration  were  Altoona  or  Johns- 
town, where  Mental  Health  and  Mental  Retardation  Centers  are 
recommended  and  construction  funds  are  currently  sou^t;  or  in 
Centre  County,  to  serve  both  Region  III  and  IV,  and  where  per- 
sonnel could  work  closely  with  research  and  demonstration  proj- 
ects at  Penn  State  University  and  vice  versa. 

It  is  strongly  recommended  that  priority  be  given  to  set- 
ting up  programs  designed  to  meet  the  special  needs  of  the  blind, 
deaf,  mute  or  other  handicapped  retarded  children,  with  frequent 
evaluation  to  note  changing  levels.  Possibilities  seen  by  the 
committee  are: 

Gresson  State  School  & Hospital 

The  Public  School  system  and  Community  Colleges 


Insuran  ce : 

Extension  of  hospitalization  coverage  beyond  present  age 
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of  18,  or  State  reimbursement  for  county  services  as  proposed 
for  State  facilities  after  five  years  of  institutionalization. 

Personnel : 


A strong  career  enrollment  and  recruitment  drive  should 
be  made  to  endeavor  to  build  up  health  and  visiting  nurses  to 
the  minimal  standard  felt  to  be  adequate,  i.e.  one  nurse  per 
5,000  population  in  rural  areas,  particularly  in  the  winter 
months,  5,000  would  be  a difficult  population  to  serve,  whereas 
with  a concentration  of  population  more  could  readily  be  served 
or  seen  in  Centers. 


-360- 


CATCHMENT  AREA  FOREWORD 


Although  the  Regional  Committee  is  charged  with  the 
responsibility  for  final  programming,  its  sub-committee  on 
Mental  Retardation  spent  considerable  time  in  drawing  up 
proposals  for  each  catchment  area  in  order  to  coordinate 
mental  retardation  with  mental  health  needs.  This  coordina- 
tion should  lead  to  easier  administration,  finance,  economy 
of  staff  and  inter-agency  cooperation  at  all  levels. 

Ebcisting  and  programmed  facilities  are  shown  on  the 
maps  and  accompanying  list.  They  are  repeated  in  each  Catch- 
ment Area  in  greater  detail,  together  with  a summary  of  exist- 
ing school  classes. 
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CATCHMENT  AREA  #1 


Population:  Bedford  and  Blair  Counties 

1965  - 179,404 
1967  - 179,004 
1971  - 177,011 


EXISTING  FACILITIES 


Blair  County  Well  Baby  Clinic,  Tyrone,  Wednesday  2:00-4:00 

Bedford  County  Well  Baby  Clinic: 

Everett,  Mondays  10:00-12:00 
Hyndman , 1st  Friday  8:00-12:00 
Saxton,  Tuesdays  2:00-4:00 

Pre-Natal  Clinic:  Altoona  Hospital,  Tuesday  & Thursday, 

9:00 

Mercy  Hospital,  Altoona,  Tuesday 
9:00-11:00 

Cresson  State  School  & Hospital 
EHDensburg  State  School  & Hospital 
Hollidaysburg  State  Hospital 
Laurelton  State  School  & Hospital 
Youth  Development  Center,  Cresson 
Parent’s  Center,  Altoona 
Skills,  Inc.,  Altoona 

Existing  Trainable  & Educable  Classes  are  listed  in  next 
section. 

PROGRAMMED  FACILITIES  AND  SERVICES 


Detection  and  Case  Finding: 

Expansion  of  pre-natal,  natal  and  post-natal  services  in 
both  areas  and  development  of  follow-up  services  to  five  years  of 
age,  particularly  in  socio-culturally  deprived  areas.  1967-1975 

All  professional  staff  to  receive  training  in  detection 
of  mental  retardation  and  identified  cases  to  be  notified  to 
the  Mental  Retardation  Center  for  follow-up:  The  Center’s  staff 
should  also  coordinate  with  other  health  services  in  areas  of 
’high  risk  incidence.’  1967-1975. 

Diagnostic : 

Cresson  State  School  and  Hospital  to  provide  full  service. 

1967. 


-362- 


Parent  Counseling: 


Establishment  of  a Mental  Retardation  Center,  possibly 
housed  with  the  Community  Mental  Health  Center  or  with  one  of 
the  proposed  retardation  facilities,*  with  follow-up  program 
staffed  by  suitably  qualified  personnel  for  counseling.  1967-1971 

Pre-school  Day  Care; 

Nursery  School  & Special  Education  Classes  (SCD) 

An  adequate  number  of  classes  with  suitably  trained  staff 
to  be  provided  through  the  Department  of  Public  Instruction,  age 
four  and  up.  Priority  for  establishment  of  these  classes  in  socio- 
culturally deprived  areas,  from  age  2 and  up. 

Trainable  Classes;  Educable  Classes: 

A necessity  for  the  provision  of  adequate  services  on  a 
high  uniform  standard  (see  regional  recommendations  and  hypotheti- 
cal prevalences  following). 

The  trainable  class  recently  established  in  Bedford  County 
to  be  taken  over  by  the  school  system. 

Adult  extension  programs  with  school  and  local  encourage- 
ment for  enrollment  to  be  set  up  in  socio-culturally  deprived  areas. 
1967-1975. 

Day  and  Residential  Care: 

Custodial  Day  Care; 

Custodial  day  care  to  be  established  under  the  school 
systan  with  one  home  trainer/craf tworker  for  the 
catchment  area.  1967-1971. 

Short-term  Residential  Care: 

It  is  recommended  that  Ebensburg  and  Cresson  State 
Schools  should  take  severe  and  some  moderate  retardates 
for  short  term  emergency  care.  Other  moderate  and  mild 
retardates  might  be  housed  in  a residential  home  under 
the  auspices  of  the  Community  Retardation  Center. 
1567-1971.  (10-20  beds.) 

* It  is  understood  that  there  is  the  possibility  of  a Health  Cen- 
ter being  established  through  the  Appalachian  Act  in  this  area. 

If  so,  the  Retardation  Center  might  be  located  in  the  same 
building. 
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Long-term  Community  Care: 

It  is  recommended  that  there  be  established  a sheltered 
residence  for  mild  and  moderate  working  retardates  1 

requiring  supportive  care  or  having  no  suitable  home. 

The  Center  to  set  up  such  a facility.  1971  (20  beds.) 

That  there  be  established  two  half-way  houses  for  mild 
and  moderate  retardates  (male  and  female)  requiring 
vocational  training — a coordinated  service  of  Cresson 
State  School  and  the  community  through  the  Mental  Re- 
tardation Center.  1971-1975. 

A foster  and  group  home  service  to  be  developed  by 
staff  of  the  Mental  Retardation  Center  working  closely 
with  the  social  service  staff  of  Cresson  State  School, 

The  Youth  Development  Center,  Cresson,  and  existing 
services.  1967-1975. 

Institutional  Care: 

Services  are  adequate  for  the  Area. 

Sheltered  Workshops: 

There  is  a serious  limitation  of  vocational  rehabilitation 
services:  recommendations  are  to  expand  the  Pennsylvania  Re- 
habilitation Center’s  program  for  training  to  cover  supervised 
residence. 

The  establishment  of  vocational  programs  at  State  Schools. 

All  services  are  to  be  coordinated  and  stimulated  by  the  staff 
of  the  Mental  Retardation  Center. 

Expansion  of  the  existing  sheltered  workshop  program  for 
vocational  and  sheltered  programs  for  educable  and  trainable  adults, 
in  Altoona.  1967. 

A branch  in  Bedford.  1971. 

An  activity  center  for  adults  to  be  set  up  either  as  part 
of  the  sheltered  workshop  program  or  administered  oy  the  Center; 
possibly  housed  at  one  of  the  residential  homes  if  not  set  up  as 
part  of  the  workshop  service.  1971. 

Employment: 

Employment  placement  should  be  a service  coordinated  by 
the  staff  of  the  Mental  Retardation  Center  through  the  develop- 
ment of  existing  services — the  Bureau  of  Vocational  Rehabilitation, 
Employment  Security,  sheltered  workshops  and  public  school  sys- 
tems. 1967-1975. 
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Community  Services: 

Medical  Services: 


See  Regional  recommendations  for  Gresson  State 
School  and  Hospital.  1967. 

General  hospitals  to  be  encouraged  to  provide  dental 
and  other  clinical  services --through  the  Community 
Mental  Heal th /Men tal  Retardation  Center.  1967-1971. 

Psychiatric  Services 


The  Community  Mental  Health  Center  to  provide  psychia- 
tric care. 

Recreational  Services: 

A recreational  program  to  be  developed  and  encouraged 
by  the  staff  of  the  Center  for  year-round  planning. 
1967-1975. 
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BEDFORD  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


Total 

Population  43, 

399 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

148 

259 

65 

615 

1087 

Moderate 

23 

41 

11 

98 

173 

Severe 

6 

10 

3 

24 

43 

1971 

Total 

Population  43, 

862 

Pre-Sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

150 

261 

66 

621 

1098 

Moderate 

23 

42 

11 

99 

175 

Severe 

6 

10 

3 

24 

43 

im 

1975 

Tot  al 

Population  44, 

336 

Pre-Sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adult  s 
(26-) 

Total 

Mildly 

151 

264 

67 

628 

1110 

Moderate 

23 

42 

11 

100 

176 

Severe 

6 

10 

3 

25 

44 

mi5 
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BEDFORD  OOUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes 

4 

Secondary 

136 

ft 

9 

Elementary 

110 

ft 

0 

Trai nable 

0 

Total  246 


Custodial  Care 

State  Schools 


Total  71 


Waiting  Lists  as  of  June  30,  1964 
State  Sdiools 


Total  8 

Reported  Total  325 
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BLAIR  OOUNTY 


HYPOTHETICAL  IREVALENGE  OF  MENTAL  RETARDATION 

1967 

Total  Population  135,605 


Pre-Scb  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

463 

808 

203 

1920 

3394 

Moderate 

73 

129 

33 

306 

541 

Severe 

18 

31 

8 

76 

133 

1971 

Total 

Population  134 

,277 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

Total 

Mildly 

458 

800 

201 

1901 

3360 

Moderate 

72 

128 

32 

303 

535 

Severe 

17 

31 

8 

75 

131 

1975 

Total 

Population  132 

,675 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

452 

791 

199 

1879 

3321 

Moderate 

72 

126 

32 

300 

530 

Severe 

17 

31 

8 

74 

130 

im: 
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BLAIR  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  REGARDED 


Schools 


Classes  4 Senior  Hi^ 

” 9 Secondary 

*'  6 Junior  High 

” 22  Elementary 

” 5 Trainable 


Custodial  Care 

State  Schools 


Total 


Total 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total 


Reported  Total 


97 

230 

125 

291 

62 

805 


208 


53 

1066 
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GATCHMEOT  AREA  #2 


Population : 

1965  - 77,113 
1967  - 76,627 
1975  - 76,276 


Somerset  County 


EXISTING  FACILITIES 


Well-Baby  Clinic:  Central  City,  Wednesdays  1:00-3:00 

Confluence,  Ist  & 3rd  Monday  1:00-3:00 
Meyersdale,  1st,  2nd,  & 3rd  Wednesday 
1:00-3:00 

Cresson  State  School  & Hospital 
Ebensburg  State  School  & Hospital 
Laurelton  State  School  & Hospital 
Somerset  State  Hospital 

Existing  Classes  for  Trainable  and  Educable  are  listed  in 
the  next  section,  following  hypothetical  prevalence  of 
retardation. 


PROGRAMMED  FACILITIES  AND  SERVICES 


Detection  and  Case  Finding : 

Expansion  of  pre-natal,  natal  and  post-natal  services, 
with  follow-up  to  five  years  of  age,  particularly  in  socio-cul- 
turally  deprived  areas.  1967-1975. 

All  professional  health  staff  to  receive  training  in  de- 
tection of  mental  retardation.  Cases  of  mental  retardation  to 
be  notified  to  the  staff  of  the  Mental  Retardation  Center  who, 
through  their  follow-up  service,  should  coordinate  with  health 
and  other  agencies  in  “high  risk  incidence.”  1971-1975. 

Diagnostic  Facilities: 

See  Regional  recoramendations--Cresson  State  School  and 
Hospital  to  provide  complete  service.  1967. 

Parent  Counseling: 

Establishment  of  a Mental  Retardation  Center,  possibly 
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with  the  community  Mental  Health  Center  or  some  other  retarda- 
tion facility:  employment  of  a social  worker  with  mental  re- 
tardation training  for  follow-up  and  other  responsibilities  as 
required  by  the  Center’s  director,  1967-1971. 

Pre-School  Day  Care: 

Nursery  School  & Special  Education  Classes  (Socio-cul- 
turally  Deprived): 

An  adequate  nunber  of  classes  with  suitably  trained 
staff  to  be  provided  through  the  Department  of  Public 
Instruction  for  nursery  and  kindergarten  classes-- 
age  four  and  up,  but  from  age  two  in  special  circum- 
stances. 

Priority  for  establishment  of  nursery  and  kindergar- 
ten classes  in  s oci o-culturally  deprived  areas. 

Trainable  & Educable  Classes: 

A necessity  for  provision  of  an  adequate  service  to  the 
moderately  retarded  on  a high  uniform  standard.  (See  regional 
recommendations  and  hypothetical  prevalences  following.) 

Day  and  Community  or  Private  Residential  Care: 

The  establishment  of  two  classes  for  custodial  day  care 
through  the  public  school  system.  1967. 

Cresson  and  Ebensburg  State  Schools  to  undertake  short 
term  and  emergency  residential  care.  1967, 

A small  residential  home  for  the  mildly  retarded  as  a 
direct  service  to  be  established  by  the  Mental  Retardation  Cen- 
ter. 1971. 

The  development  of  an  expanded  foster  hcxne  program  through 
existing  agencies  and  development  of  private  group  homes  for  the 
mildly  retarded:  to  be  a service  of  the  Mental  Retardation  Cen- 
ter’s social  service  department.  1967-1971. 

Ebcpansion  of  the  county  home  for  increased  service  to  the 
older  working  retardate.  1971. 

Institutional  Care; 

This  service  appears  adequate  in  this  area. 
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Sheltered  Workshops: 


The  establishment  of  a sheltered  workshop  program  with 
sheltered  residences  for  15-20  (male  and  female).  Residences 
to  be  administered  by  the  staff  of  the  Mental  Retardation  Cen- 
ter. A program  is  currently  being  planned  by  the  local  Penn- 
sylvania Association  for  Retarded  Children’s  Chapter--for 
activity  and  terminal  cases.  1967-1971. 

Goodwill,  Inc.  of  Johnstown  might  be  encouraged  to  es- 
tablish a branch  for  trainable  and  educable  retardates  in  a 
multi-handicapped  program,  coordinated  or  combined  with  the 
Pennsylvania  Association  for  Retarded  Children  chapter's  ac- 
tivity center.  1971-1975. 

Ehiployment  Services: 

Ebepansion  of  employment  services  by  the  staff  of  the  Men- 
tal Retardation  Center  in  close  cooperation  with  other  agencies, 
such  as  the  state  employment  service  and  public  schools.  1967- 
1971. 

Community  Services: 

Medical  Services: 

The  ftree  community  hospitals  to  provide  clinical 
services,  i.e.  dental,  eye,  prosthetic  applicances, 
etc.  1967-1971. 

Psychiatric  Services: 

Psychiatric  services  to  be  available  throu^  the  com- 
munity Mental  Health  Center  and  branches  in  community 
hospitals.  1967-1971. 

Recreational  Services: 


Recreational  programs  to  be  developed  by  the  staff  of 
the  Mental  Retardation  Center  with  the  support  of  the 
Pennsylvania  Association  for  Retarded  Children's  local 
Chapter  and  other  agencies.  1967-1971 

Note:  Public  information  to  be  developed  by  the  Mental  Retardation 

Center,  coordinated  with  the  Community  Mental  Health  Center’s 
program  and  in  close  conjunction  with  the  regional  educator. 
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SOMERSET  GCXJNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


Total 

Population  76, 

627 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

261 

457 

115 

1085 

1918 

Moderate 

41 

73 

18 

173 

305 

Severe 

10 

18 

5 

43 

76 

1971 

Total 

Population  75, 

972 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20  - 24) 

Adults 

(26-) 

Total 

Mildly 

259 

453 

114 

1076 

1902 

Moderate 

41 

72 

18 

172 

303 

Severe 

10 

17 

5 

43 

75 

Tm 

1975 

Total 

Population  76, 

276 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

260 

455 

114 

1080 

1909 

Moderate 

41 

72 

18 

173 

304 

Severe 

10 

17 

5 

43 

75 
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SOMERSET  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETTARDED 


Schools 


Classes 

8 

Secondary 

195 

ft 

18 

Elemen  tary 

267 

ft 

4 

Trainable 

38 

Total 

500 

Custodial  Care 

State  Schools 


Total  107 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  17 

Reported  Total  624 
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CATCHMENT  AREA  #3 


Population: 

1965  - 198,623 
1967  - 196,661 
1975  - 188,329 


Cambria  County 


EXISTING  FACILITIES 

Well-Baby  Clinic  - Portage,  1st  & 3rd  Thursday  1:00-4:00 

Pre-natal  Clinic  - Memorial  Hospital,  Johnstown,  Monday, 
8:30. 

Cresson  State  School  & Hospital. 

Ebensburg  State  School  & Hospital 

Laurelton  State  School  & Hospital 

City/County  Clinic  (limited  diagnostic  & psychiatric 
services) 

Hollidaysburg  State  Hospital  (limited  psychiatric  service) 

Pennsylvania  Association  for  Retarded  Children--6  week 
summer  recreational  camp. 

Existing  Trainable  and  Educable  Classes  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of 
retardation. 


PROGRAMMED  FACILITIES  AND  SERVICES 
Detection  and  Case  Finding: 

Expansion  of  natal,  well-baby  and  post-natal  clinics  at 
the  large  hospitals  in  Johnstown  and  in  the  Ebensburg  and  Spang- 
ler Hospitals  in  the  northern  part  of  the  county--the  latter  to 
be  given  priority  as  it  is  a low  socio-culturally  deprived  area. 

Diagnostic  Services: 

Development  of  complete  service  at  Cresson  State  School  & 
Hospital  where  the  hospital  services  already  exist.  1967, 

An  adequate  training  program  for  professional  personnel 
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at  all  levels,  stimulated  and  developed  by  the  Mental  Retarda- 
tion Center.  1967-1975. 

Parent  Counseling: 

The  establishment  of  a Mental  Retardation  Center  (felt  to 
be  basic  to  the  success  of  the  entire  program)  with  a community 
catchment  area  board  staffed  by  two  suitably  qualified  social 
workers  for  the  coordination  of  existing  services  and  development 
of  a counseling  and  follow-up  program.  1967. 

Pre-school  Day-Care: 

Nursery  School  & Special  Education  Classes:  (Socio-cultur- 
ally  deprived) 

The  establishment,  through  a public  school  program,  of 
pre-school  nursery  classes  (providing  for  socialization  and 
school  readiness).  Priority  being  given  to  development  of 
these  classes  in  socio-culturally  deprived  areas.  In 
special  circumstances  these  classes  should  take  children 
from  age  two.  1967-1971. 

Trainable  Glasses: 


A program  for  the  trainable  retardate  adapted  to  their  in- 
dividual needs  and  abilities--already  existing  to  a large  extent 
in  this  county  (priority  in  socio-culturally  deprived  areas). 
1967-1971. 

Educable  Glasses: 

Ebcpansion  of  existing  prog  ram- -although  already  at  a fairly 
high  standard:  local  school  funds  to  be  supplemented  for  these 
classes  by  Federal  and  State.  Home  training;  teachers  and  program- 
ming to  be  developed  by  the  school  system  and  the  Mental  Retarda- 
tion Center.  1967-1975. 

Special  adult  education  programs  should  also  be  set  up  with 
encouragement  for  enrollment  from  the  schools  to  age  21,  as  a 
responsibility  of  the  school  system.  School  drop-outs  should  also 
be  encouraged  to  join  r4-H  Clubs,  Girl  and  Boy  Scouts--the  staff 
of  whom  should  be  given  some  awareness  of  need  for  special  programs. 
1967-1975. 

Day  and  Community  or  Private  Residential  Care: 

Custodial  Day  Care: 


A community  activity  center  is  recommended  as  an  extcn- 


sion  of  the  Mental  Retardation  Center  in  Johnstown-- 
and  possibly  later  of  the  branch  workshop  in  Ebensburg. 

Short-term  Residential  Care: 

A small  residential  center  for  moderately  retarded 
adults  should  provide  social  and  recreational  program-- 
10  beds.  1967-1971. 

Gresson  and  Ebensburg  State  Schools  to  provide  emer- 
gency and  short-term  care  for  the  severely  or  dis- 
turbed retardate. 

Long-term  Residential  Care: 

Two  residential  centers  to  provide  mild  and  some  mod- 
erate retardates  with  supervised  and  sheltered  condi- 
tions, rather  than  committal  to  a state  school.  This 
might  be  administered  by  the  Mental  Retardation  Center. 
Should  be  able  to  accommodate  30-40  each  (male  and  fe- 
male). It  is  also  recommended  that  these  homes  should 
be  used  by  the  state  school  and  state  hospital— retarded 
only--as  half-way  homes. 

Development  of  a foster  home  and  group  home  program  by 
the  staff  of  the  Mental  Retardation  Center. 

Institutional  Care: 

It  is  recommended  that  Gresson  State  School  should  provide 
service  to  the  coiimunity--emergency , short-term,  etc.  Also,  that 
retardates  requiring  resident  psychiatric  care  should  receive  this 
at  the  State  School  rather  than  be  conmitted  to  a State  Mental 
Hospital.  1967. 

It  is  strongly  urged  that  there  be  close  coordination  be- 
tween State  School,  State  Hospital,  and  Community  Center  staff  at 
all  levels. 

Sheltered  Workshops: 

Adequate  educational  and  vocational  programs  should  be  pro- 
vided through  the  school  program. 

The  development  of  Goodwill,  Inc.  to  provide  three  programs, 
i.e.  terminal,  trainable  and  mildly  retarded.  (Current  applica- 
tion received  to  serve  40  retardates.)  1967-1971. 

These  programs  and  others  should  be  coordinated  and  devel- 
oped by  the  Mental  Retardation  Center. 
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Employment  Services: 

Adequate  programs  to  be  developed  and  coordinated  by  the 
Mental  Retardation  Center,  with  state  employment  service,  public 
school  and  other  existing  agencies. 

Community  Services: 

Medical  Services: 

The  adequate  provision  of  dental,  hospitalization, 
medical  and  prosthetic  appliances  to  be  provided 
through  the  Conemaugh  Valley  Memorial  and  other  ccwi- 
munity  hospitals.  1967-1971. 

Cresson  State  School  to  provide  similar  services  for 
the  more  severely  disturbed  or  hyperactive.  1967. 

Psychiatric  Services: 

Professional  services  geared  to  the  retarded  to  be 
provided  from  existing  and  proposed  community  mental 
health  services. 

Recreational  Services: 


Coordination  of  existing  facilities  and  expansion  of 
program  by  the  Mental  Retardation  Center  (emplo3mient 
of  a recreation  supervisor),  and  training  of  ’’gate- 
keeper” groups  in  this  field  by  the  Center. 
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CAMBRIA  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 

Total  Population  196,611 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

670 

1172 

295 

2784 

4921 

Moderate 

106 

187 

47 

444 

784 

Severe 

26 

45 

12 

110 

193 

1971 

Total 

Population  192 

,556 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

657 

1148 

289 

2726 

4820 

Mod  erate 

104 

183 

46 

435 

768 

Severe 

25 

44 

12 

108 

189 

T777 

1975 

Total 

Population  188 

,329 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

642 

1122 

282 

2667 

4713 

Mod  erate 

102 

179 

45 

426 

752 

Severe 

24 

43 

11 

106 

184 

3^ 
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GAMBRIA  OOUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 

Glasses  15  Secondary 
’•  14  Elementary 

” 10  Trainable 

Custodial  Care 

State  Schools 


272 

219 

110 

Total  601 


Total  250 


Waiting  List  as  of  June  30,  1964 
State  Schools 


Total  57 

Reported  Total  908 
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RESEARCH  AND  PROGRAM  EVALUATION 


An  almost  complete  lack  of  knowledge  of  the  possibility 
for  developing  research  programs  at  the  community  level  has 
been  shown  throughout  the  survey  stages  of  the  planning  and 
this  committee  feels  that  strong  research  stimulous  would  need 
to  come  from  the  State  to  the  community,  utilizing  the  Regional 
Planning  and  area  boards  to  develop  programs  through  the  Mental 
Retardation  Center,  coordinating  closely  with  hospitals,  state 
schools,  local  universities  and/or  colleges.  The  provision  of 
a Children’s  hospital  service,  as  recommended,  would  do  much  to 
attract  research  personnel  to  the  area. 


Evaluation  of  programs  is  suggested  through  the  utiliza 
tion  of  similar  methods: 


Priority  Areas 


Ausoices 


Financing 


Cambria  County 

Ca)  Northern  part  of  county 
(b)  Greater  Johnstown  area 


State/Community 
Mental  Retardation 
Boards,  Centers 


Federal/ 

State/ 

Local/ 


Somerset --rural  low  socio- 
culturally deprived  pockets 

Ca)  Blair  County-- 

low  rural  socio-culturally 
deprived  pockets 
Altoona  district--low 
socio-culturally  deprived 
pockets 


(b)  Bedford--low  socio-culturally 
deprived  rural  areas 
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PUBLIC  & PROFESSIONAL  INFORMATION 


In  this  region  much  work  needs  to  be  done  to  assist 
existing  agencies  to  develop  a good  public  and  professional  in- 
formation program-“existi ng  today  are  Chapters  of  the  Pennsyl- 
vania Association  for  Retarded  Children  in  Somerset,  Cambria,  and 
Blair  Counties;  the  Central  Pennsylvania  Council  on  Research  in 
Mental  Retardation;  school  programs  for  exceptional  children; 
radio  and  television;  university  and  local  libraries;  and  news- 
paper articles. 

To  develop  such  a program  it  is  urgently  recommended  that 
in  each  of  the  three  catchment  areas  there  be  a well-defined 
service  coordinated,  adninistered , and  developed  by  the  Mental 
Retardation  Center,  working  in  close  operation  with  a State  re- 
gional educator. 

The  committee  feels  that  such  a program  should  be  given 
high  priority,  as  not  only  is  there  extreme  need  for  public  in- 
formation, but  at  the  professional  level  such  a service  would 
attract  much-needed  interest  in  professional  careers  in  this 
field,  and  assist  in  the  recruitment  of  existing  personnel. 
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MANPOWER 


Deficiencies  in  manpower  in  tlie  field  of  retardation 
are  considerable — particularly  lacking  are  professional  per- 
sons with  training  in  retardation. 

These  deficiencies  will  probably  continue  to  exist  for 
several  years  owing  to  the  difficulties  mentioned  elsewhere 
in  the  Plan  of  attracting  qualified  persons  of  calibre  to 
areas  v^ere  there  is  at  present  relatively  little  academic, 
educational  or  other  means  of  providing  professional  stimuli. 

The  facilities  envisioned  in  this  program,  if  implemented 
and  presented  in  a challenging  and  dynamic  way,  should  go  some 
way  toward  attracting  staff  to  meet  immediate  needs.  However, 
the  situation  should  improve  on  a long  range  basis,  through 
the  following  recommendations: 

(a)  Every  effort  should  be  made  to  interest  in  and 
provide  additional  training  courses  and  classes 
for  practicing  physicians  in  psychiatry  and  re- 
tardation at  hospitals,  universities  and  State 
Schools  and  Hospitals. 

(b)  An  exchange  of  personnel  (see  Research)  between 
college,  universities,  and  community  facilities 
might  be  developed  on  a reciprocal  basis. 

(c)  The  possibility  should  be  explored  of  having  3rd 
year  residents-in-psychiatry  from  Philadelphia 
and  Pittsburgh  do  some  of  their  field  work  in 
these  areas. 

(d)  That  in-service  training  programs  for  all  related 
professions  and  short  simplified  courses  and  semi- 
nars for  ’’helpers”  or  assistants  be  developed  in 
mental  retardation. 

(e)  That  strong  recruitment  programs  be  a part  of  each 
Mental  Retardation  Center’s  function. 

(f)  A program  existing  today  to  an  increasing  extent 
is  summer  employment  of  university  and  high  school 
students  in  State  and  community  facilities,  and 
their  involvement  as  volunteers  in  round-the-ye ar 
programs  at  State  Schools  and  Hospitals.  Both  pro- 
grams should  be  stimulated  and  expanded  as  having 
educational  and  career  recruitment  merit. 
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(g)  Tours  of  institutions  by  high  school  pupils  should 
be  promoted  by  the  staff  of  the  schools,  Mental 
Retardation  Centers  and  volunteer  service  depart- 
ments of  State  Institutions — many  of  whom  already 
have  outstanding  programs  designed  to  develop  com- 
munity awareness. 

(h)  A function  of  the  staff  of  Mental  Retardation  Centers 
should  be  to  work  with  existing  agencies  for  the 
optimiim  use  of  currently  employed  manpower,  to  pre- 
vent overlaoping  and  uneconomic  use  of  professional 
time . 

A further  general  recommendation  made  by  the  committee 
is  that  Federal  and  State  money  mi^t  be  provided  for  interested 
and  qualified  citizens  in  the  area,  to  obtain  necessary  educa- 
tional and  clinical  experience  in  mental  retardation. 

The  facilities  and  services  envisioned  in  the  program 
should  provide  for  the  efficient  use  of  such  trained  personnel. 

A regional  service  advocated  as  designed  to  attract  per- 
sonnel to  this  area,  is  the  establishment  of  a State  college 
in  Somerset  with  emphasis  on  social  service,  physical  and  occu- 
pational therapy  in  mental  health  and  retardation. 

As  a corollary/  of  these  suggestions,  standards  for  tea- 
chers of  educable  retardates  in  elementary  education  should  be 
established.  They  should  have  comprehensive  independent  educa- 
tional certification  apart  from  regular  classroom  programs  for 
children  with  normal  learning  ability.  Within  the  comprehensive 
independent  curriculum,  there  should  be  provision  for  three 
levels  of  certification  of  teachers — one  level  for  the  nursery 
school,  a second  for  elementary  education,  and  a third  level 
for  older  youth. 

We  suggest  that  a sample  staffing  cf  a Mental  Retardation 
Center  for  100,000  population  might  be: 

Director 

Clinical  psychologist 
two  social  workers 

recre  ational/occupational  supervisor 

home  training  consultant 

speech  pathologist 

audiologist 

medical  consultant 

educator 
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In  smaller  areas,  some  positions  might  be  combined  or  be 
part-time,  according  to  the  experience  of  the  director,  and  in 
larger  ones  more  than  one  social  worker  would  be  required. 

Sheltered  Workshop  and  Residence  staff  would  also  be  re- 
quired. 


At  the  professional  level  existing  staff  in  some  institu- 
tions is  low--part icularly  in  occupational  therapy--and  we  rec- 


•ramend  that  a strenuous  endeavor  be  made 
staff  to  American  Association  for  Mental 
by  higher  salaries  in  some  instances  and 
milieus  of  employment. 


to  raise  institutional 
Deficiency  standards, 
through  challenging 
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PROGRAM,  STRUCTURE  AND  FINANCE 


The  committee  realizes  that  to  be  at  all  effective  Program 
Structure  and  Finance  must  be  based  on  sound  administrative 
overall  s tructure“-strong  enough  to  provide  essential  community 
support  and  interest,  and  structured  as  far  as  possible  to 
obviate  local  rivalries  and  establish  services  with  good  com- 
munity feeling. 

In  meetings  held  by  special  committees  established  to 
prepare  draft  proposals,  a definite  or  unanimous  decision  could 
not  be  agreed  upon.  Members  presented  differing  procedures: 
one  group  favoring  stronger  emphasis  on  regional  boards  to 
provide  a more  detached  means  of  decision  and  to  obtain  more 
readily  less  biased  findings.  The  other  group  favoring  emphasis 
on  catchment  area  boards  to  obtain  support  from  the  community. 

As  a result  our  committee  decided  to  include  the  two  proposals, 
leaving  an  overall  decision  to  the  State  planners.  The  commit- 
tee has  agreed  to  accept  the  views  of  the  majority. 

The  two  proposals  are: 

1.  ’'A  strong  Regional  Control  Board  should  be  developed,  acting 
as  direct  liaison  between  the  State  and  the  more  personally  and 
professionally  oriented  catchment  area  services.  The  Regional 
Board  should  be  in  a position  to  point  out  and,  if  necessary, 
see  to  it  that  areas  of  inadequacy  are  recognized  and  corrected. 
For  this  reason,  it  should  be  the  responsibility  of  the  Regional 
Board  to  review  budgets  and  control  appropriations.  It  is  felt 
that  the  Regional  Board  should  contain  adequate  representation 
from  business,  political,  education,  and  professional  spheres. 

In  this  way,  existing  local  facilities,  especially  those  which 
have  already  agreed  to  participate  in  the  comprehensive  planning 
program,  can  maintain  their  own  private  sources  of  financial 
support,  and  retain  some  authnorriy  in  their  own  governing  boards. 
However,  in  addition  to  these  boards,  catchment  area  boards,  with 
representative  membership  from  individual  service  units,  plus 
government,  should  exist  primarily  as  an  interpretative  body 
to  the  Regional  Board. 


Membership  on  the  Regional  Board  should  not  exclude  ser- 
vice at  other  levels.  Original  membership  in  both  Catchment 
Area  Boards  and  Regional  Boards  should  be  nominated  by  the  cur- 
rent Regional  Planning  Committee,  with  final  appointment  by  the 
Governor.  Under  no  circumstances  should  state-level  authority 
be  in  a position  to  place  an  individual  on  these  boards  without 
prior  nomination  from  the  Regional  Planning  Committee,  and  after 
the  Board’s  beginning,  by  the  Board  itself.  Catchment  Area 
Boards  should  retain  this  same  type  of  nominating  power. 
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The  Regional  Board  should  be  responsible  for  distribution 
of  services  throughout  the  Region,  especially  where  these 
services  may  be  unequally  distributed  originally,  or  where  only 
Regional  specialty  services  are  practicable.  In  this  manner, 
services  otherwise  unavailable  to  one  catchment  area  can  be  made 
available  to  other  catchment  areas.*’ 

2.  "At  the  local  level,  a Catchment  Area  Board  would  be  com- 
posed of  representatives  of  various  support  groups,  professional 
organizations  and  gatekeeper  groups  with  special  emohasis 
placed  on  representatives  from  the  boards  of  the  various  agen- 
cies integrated  under  the  Comprehensive  Mental  Health/Mental 
Retardation  umbrella,  as  well  as  representatives  of  groups  who 
would  be  making  major  financial  contributions  on  the  local 
level,  such  as  County  Commissioners,  City  Council  and  Community 
Chest.  This  Board's  function  would  include  the  employment  of 
an  Executive  Director  for  the  Community  Comprehensive  Mental 
Health/Mental  Retardation  Center,  whose  duties  would  include 
coordinating  various  agencies,  instigating  action  for  new  facil- 
ities, and  rendering  services  where  they  are  not  currently  avail 
able . 


The  Catchment  Area  Board  would  also  be  the  primary  fin- 
ancial agent  in  this  structure,  receiving  funds  from  the  State 
level  and  disbursing  them  among  the  constituent  elements  of  the 
Comprehensive  Mental  Health/Mental  Retardation  Center.  The 
financial  policy  would  include  purchase  of  services  from  those 
agencies  which  currently  exist  and  vhich  are  being  integrated 
under  the  Mental  Health/Mental  Retardation  umbrella  and  also 
direction  of  funds  into  areas  which  are  not  currently  be^.ng 
served.  A financial  Revenue  Agent  and  staff  would  also  be  em- 
ployed. This  board  would  be  responsible  for  paying  salaries 
of  the  Director,  a Mental  Health  Educator,  and  other  positions 
created  within  the  scope  of  Comprehensive  Mental  Health/Mental 
Retardation,  such  as  a social  service  worker  for  half-way  houses 
foster  home  program  workers,  etc. 

The  Catchment  Area  Boards  would  be  incorporated.  This 
Board  should  be  nominated  through  the  agencies  noted  above. 

The  first  composing  of  this  Board  should  be  carried  out  by  the 
current  Regional  Committee  which  should  nominate  the  precise 
constituency  for  the  approval  of  the  Governor  through  the  Office 
of  Mental  Health.  Thereafter,  the  Boards  would  nominate  new 
members  to  be  approved  by  the  Governor. 

Certain  officers  or  their  duly  appointed  agents  should 
be  made  permanent  members  of  the  Catchment  Area  Boards.  Such 
officers  would  include  a County  Commissioner  (or  on  the  multi- 
county level,  a County  Commissioner  from  each  county),  the 
Ebcecutive  Director  of  the  Community  Chest,  and  a member  from 
each  of  the  Boards  of  constituent  agencies. 
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Private  and  volunteer  funds  are  to  be  retained  as  much 
as  possible.  This  will  be  accomplished  by  keeping  the  auton- 
omy of  the  agencies  ^ ich  are  currently  being  integrated  under 
the  Comprehensive  Mental  Health/Mental  Retardation  umbrella. 

These  agencies  presently  receive  funds  from  various  other 
agencies  and  should  continue  to  do  so;  also  provision  should 
be  made  for  local  financing  of  new  facilities.  The  executive 
director  of  the  Comprehensive  Mental  Health/Mental  Retardation 
Center  should  have  this  as  one  of  his  basic  premises.  Payment 
and  collection  of  fees  should  be  determined  by  the  financial 
agent  of  the  Catchment  Area  Board  and  should  be  established  on 
an  ability  basis.  Provision  for  retaining  the  essence  without 
the  fact  of  the  subsidy  program  for  clinics  should  be  provided 
within  the  Office  of  Mental  Health,  to  enable  the  clinics  cur- 
rently in  operation  to  retain  their  autonomy  and  their  indivi- 
dual initiative  in  providing  services. 

Level  two  of  the  structure  is  seen  as  a Regional  Board 
which  would  be  composed  of  representatives  of  the  Catchment 
Area  Boards  including  the  Executive  Director  of  the  Compre- 
hensive Mental  Health/Retardation  Center.  The  Regional  Board 
would  have  a Regional  Consultant  attached  to  it  who  would  be 
employed  by  the  State,  to  serve  ttie  Board  and  to  be  responsible 
for  working  with  Catchment  Areas  to  assist  in  developing  and 
stimulating  implementation  of  proposals. 

Essential  duties  of  the  Regional  Board  would  be  to: 

(1)  Fulfill  the  concept  of  Comprehensive  Community  Mental 
Health ; 

(2)  To  determine  the  priorities  throughout  the  region; 

(3)  To  instigate  action  for  regionally  oriented  services, 
such  as  a Children’s  Hospital;  and 

(4)  To  carry  on  such  services  as  are  not  practicable  at 
a Catchment  Area  level. 

Level  three  would  be  an  advisory  body  to  the  State  Author- 
ity and  would  be  composed  of  the  Regional  State  Consultant  and 
a representative  of  each  Regional  Board.  Key  duties  of  this 
advisory  body  would  be: 

Cl)  To  weigh  the  priority  nominations  of  the  Regional 
Boards  and 

(2)  To  fit  them  into  a consistent  pattern  based  on  the 
concept  of  Comprehensive  Community  Mental  Health/ 
Mental  Retardation  Planning. 

FINANCING: 

The  Department  of  Public  Welfare  has  overall  fiscal 
responsibilities  for  Comprehensive  Mental  Health/Mental  Re- 
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tardation  planning,  inasmuch  as  it  is  acting  as  the  agent  for 
Federal  funds.  This  is  also  true,  inasmuch  as  this  body  cur- 
rently directs  the  activities  of  the  various  State  Hospitals 
throughout  the  Commonwealth.  Other  departments  of  State  would 
accept  fiscal  resDonsibility  on  a purchase -service  basis.  State 
responsibility  financially,  includes  pa^mient  of  salaries  for 
Regional  Consultants,  acceptance  of  expense  accounts  for  the 
Board  members  of  the  Regional  Board  and  other  sudi  expenses  as 
might  be  incurred  to  provide  sufficient  impetus  for  Comprehensive 
Community  Mental  Health/Mental  Retardation  for  the  public  good.*' 

Both  proposals  were  based  on  acceptance  of  the  Regional 
Committee's  recommendation  for  the  establishment  of  Mental 
Health/Mental  Retardation  Centers  housed  together  wherever  prac- 
ticable and  sharing  some  staff.  It  was  also  felt  that  Centers 
should  work  closely  with  any  Comprehensive  Health  Center  estab- 
lished in  an  area. 

The  committee  felt  that  worthy  of  mention  at  this  junc- 
ture, was  the  spirit  of  cameraderie  which  developed  over  the 
past  twelve  months  between  members  of  our  committee,  and  hope 
that  this  can  be  maintained  through  continuity  of  Regional 
Boards  as  well  as  through  the  valuable  interchange  of  ideas  be- 
tween counties. 
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The  committee  wishes  to  express  its  deep  appreciation 
for  all  the  valuable  volunteer  man-hours  put  into  the  setting 
up  of  the  plan  and  for  the  wealth  of  valuable  information  and 
recommendations  made  by  the  various  Task  Forces. 

We  feel  that  strong  support  should  be  given  to  local 
Chanters  of  the  Pennsylvania  Association  for  Retarded  Children, 
for  it  is  mainly  due  to  the  efforts  of  these  chapters  and  their 
State  and  National  Associations  that  such  a thrust  is  now  under- 
way to  provide  public  understanding  and  the  necessary  support 
for  continuity  of  services  to  all  the  retarded. 

We  also  wish  to  convey  deep  appreciation  to  the  members 
of  our  special  committees  vh  o gave  up  many  hours  of  valuable 
professional  time,  traveling  long  distances  to  draw  up  what  we 
hope  will  be  a significant  background  for  implementation. 

Our  special  thanks  are  due  to  the  county  coordinators 
who  have  given--and  we  hope  will  continue  to  give  during  the 
following  months--constant  stimuli  to  their  county  committees 
to  obtain  views  on  local  planning  and  needs. 

Clerical  help  and  office  assistance  to  some  considerable 
extent  has  been  voluntarily  provided  to  enable  the  findings  to 
be  prepared  and  ass^bled. 

We  now  close  with  the  earnest  hope  ’’that  implementation 
will  follow  to  establish  truly  comprehensive  services.  Penn- 
sylvania would  thus  become  a leader  rather  than  a backward 
state  in  this  important  and  vital  field.*’ 

Special  thanks  should  be  rendered  for  the  courtesy  ex- 
tended to  our  committee  to: 

Cresson  State  School  and  Hospital 
Hollidaysburg  State  Hospital 
Agudath  Achim  Synagogue 
Elbensburg  State  School  & Hospital 
Somerset  County  Home 

The  Staff  of  the  Supervisor  of  Special  Education, 
Cambria  County. 


Respectfully  submitted, 

Herbert  G.  Panitch, 

Chairman- -Region  III 
Comprehensive  Mental  Health/ 
Mental  Retardation  Plans 
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GENERAL  PHILOSOPHY 


In  interpreting  what  is  felt  to  be  a comprehensive  mental 
retardation  plan  for  Region  IV,  the  committee  has  endeavored  to 
recommend  what  it  feels  to  be  a plan  to  provide  continuous  care 
for  the  retarded  from  birth  with  close  follow-up  and  adequate 
services  to  meet  unmet  needs  at  all  ages  throughout  life.  It 
feels  that  the  objectives  of  such  a plan  are  to  obtain  the  best 
possible  diagnosis  and  evaliiation  of  each  retardate  and  to  pro- 
vide services  that  will  allow  him  to  attain  maximiam  habilitation : 
The  evaluation,  to  be  effective,  must  be  continuous  or  as  long 
as  deemed  necessary  to  detect  changes  immediately  v*iich  would 
require  alterations  in  his  care;  and  services  should  closely  and 
promptly  follow  the  evaluation. 

The  retardate  should  be  a participating  member  of  the  lo- 
cal community  for  as  many  activities  as  possible,  beginning  in 
pre-school  play  groups,  and  continue  through  his  formal  training 
or  education  to  an  occupation. 

CONSTRUCTION 


No  current  construction  proposals  have  been  presented  for 
Region  IV,  although  the  State  University  is  applying  for  a 
$3,000,000  complex  for  training  teachers  of  exceptional  children. 
Construction  proposals  to  be  submi.tted  in  future  years  will  gen- 
erally implement  the  plans  to  satisfy  unmet  needs  and  are  set  out 
in  the  specific  Catchment  Area  proposals. 

In  considering  construction,  however,  the  committee  was 
faced  with  some  formidable  problems: 

(1)  Lack  of  existing  facilities 

(2)  Extreme  reluctance  by  the  community,  and  therefore 
the  committee,  to  consider  construction  of  facilities 
owing  to  the  difficulties  of  financing  from  a commun- 
ity's resources  in  rural  and  depressed  areas--the  com- 
munity showing  high  sensitivity  to  operational  costs 
beyond  Federal/State  financing  over  the  years. 

A fundamental  factor  to  the  successful  outcome  of  any  plan- 
ning, whether  new  construction  or  an  expansion  of  an  existing 
service,  is  the  extreme  difficulty  of  finding  professional  staff. 
While  the  Committee  will  submit  recommendations  to  help  to  meet 
this  latter  vital  problem  over  the  next  decade,  in  the  section  on 
Personnel  and  Training  there  are  also  pertinent  factors  recommended, 
which  we  feel  can  only  be  provided  through  top  State  level  parti- 
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cipation  and  encouragement — that  is  the  development  and  expansion 
of  university  programs  in  Mental  Health,  closely  coordinated  with 
proposed  community  Mental  Retardation/Mental  Health  Centers  and 
other  major  existing  community  and  State  facilities.  A strong 
drive  is  required,  and  with  state  backing,  this  might  be  one  of 
the  first  tasks  facing  Regional  Boards. 

Specific  construction  proposals,  however,  to  complement 
regional  and  area  recommendations  are  listed  and  shown  on  the 
map.  Suggestions  are  based  on  hypothetical  indices  of  an  average 
community  ^ich,  meet  only  a part  of  a great  need.  Prevalences 
are  listed  for  each  community  in  the  section  on  ’’Hypothetical 
Prevalence  of  Mental  Retardation.”  Some  current  available  in- 
formation on  the  existence  of  mental  retardation  in  each  county 
is  also  presented. 

In  order  to  provide  a closer  look  at  a fifteen  county 
region  sprawling  across  the  central  to  northern  border  of  the 
Goiranonwealth  and  lying  in  Appalachia,  the  County  coordinators 
were  asked  to  provide  information  on  the  geographical  and  demo- 
graphic complexities  of  the  region,  not  only  as  a means  of  es- 
tablishing Catchment  Areas — which  was  done  mainly  on  a popula- 
tion basis  to  provide  centers  of  service  where  possible,  of  not 
less  than  75,000  or  more  than  200,000 — but  also  to  enable  the 
committee  to  establish  some  measure  for  priority  of  implementa- 
tion, This  information  as  summarized  by  a volunteer  is  as  fol- 
lows ; 

GEOGRAPHIC  & TOPOGRAPHIC  DESCRIPTION  OF  REGION  IV 


Region  IV  consists  of  fifteen  counties  divided  into  the 
following  six  Catchment  Areas: 

I Bradford  and  Sullivan  Counties 
II  Clinton,  Lycoming,  and  Tioga  Counties 
III  Centre  County 

IV  Columbia,  Montour,  Northumberland,  Snyder,  Union 
Counties 

V Mifflin,  Juniata,  and  Huntingdon  Counties 
VI  Clearfield  County 

Governmental  Structure 


Region  IV  is  largely  a rural  area  in  which  county  govern- 
ments are  the  rule.  The  counties  are  governed  by  three  commis- 
sioners, the  townships  by  a board  of  supervisors,  and  the  bor- 
oughs by  council-mayor  type  organization. 

By  State  law,  classifications  of  counties  is  according  to 
population.  According  the  the  U.  S.  Census  of  1960,  the  classi- 
fication of  the  counties  in  Region  IV  are: 

Juniata,  Montour,  Sullivan  8th  class 
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Clinton,  Huntingdon,  Mifflin,  Snyder, 

Tioga,  Union  7th  class 

Bradford,  Centre,  Clearfield,  Columbia  6th  class 

Lycoming,  Northumberland  5th  class 

Geographic  and  Topographic  Characteristics 

Counties  of  Region  IV  extend  from  northeastern  Pennsyl- 
vania on  the  New  York  border  southwestward  through  the  center  of 
the  state.  Bradford,  Tioga,  Lycoming,  Sullivan,  Clinton,  Cen- 
tre, and  Clearfield  Counties  are  in  the  Plateau  section  and 
Appalachian  area  of  the  state.  The  remaining  counties  are  in 
the  valley  and  ridge  province  of  the  Appalachian  Mountain  sec- 
tion. Much  of  the  flat  and  hilly  land  is  very  fertile  farmland. 


The  principal  waterway  in  the  region  is  the  Susquehanna 
River  and  its  branches,  the  major  draining  system  of  the  region. 

The  New  York  Central  and  Pennsylvania  Railroads  provide 
freight  service,  but  inadequate  passenger  service  for  the  region. 
There  is  a bus  service  to  transportation  centers,  and  a few 
small  commercial  airports. 

The  major  highways  are  U.S.  #220  and  the  #522,  which  fol- 
low the  mountain  ridges  northeast -southwest ; U.  S.  route  #322, 
which  crosses  the  mountain  ridges  in  a northwest-southeast  di- 
rection; U.S.  #11-15,  which  follows  the  Susquehanna  River  north, 
parting  where  the  river  branches  to  the  east  and  west;  U.S.  #6 
going  east-west  across  the  northern  counties;  and  state  highway 
#14,  north  from  Lycoming  County.  The  proposed  Interstate  #80, 
paralleling  the  southern  border,  hopefully  will  promote  the  de- 
velopment of  this  area. 


Population  Distribution  and  Projections 


Population  1960  1980 

Bradford  & Sullivan  Catchment  Area  I 61,176  67,921 

(•*'6,745) 

Clinton,  Tioga,  Lycoming  Catchment  Area  II  183,600  208,240 

(♦24,640) 


Centre  Catchment  Area  III  78,580  101,702 

(+23,122) 

Columbia,  Montour,  Snyder, 

Northumberland  & Union  Catchment  Area  IV  225,925  227,789 

(+1,864) 
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Mifflin,  Juniata  & 
Huntingdon 


Catchment  Area  V 99,679 


97,887 

(-1,792) 


Clearfield 


Catchment  Area  VI  81,534  69,698 

(-11,836) 


Source:  1960  U.S.  Census 

1980--the  Population  of  Pennsylvania:  Projections 
to  1980,  Pennsylvania  State  Planning  Board 


Population  Distribution: 

State  average:  density,  251  people/sq.  mile;  % urban  71.6 


County 

Pop.  1960 

% urban 

Pop./sq.  mi 

Bradford 

54,925 

25-49 

47.9 

Sullivan 

6,251 

0-24 

13.1 

Clinton 

37,619 

40 

41.7 

Lycoming 

109,367 

50-74 

90.0 

Tioga 

36,614 

0-24 

31.8 

Centre 

78,580 

25-49 

70.5 

Columbia 

53,489 

25-49 

110.5 

Montour 

16,730 

41.2 

128.7 

Northumberla  nd 

104,138 

50-74 

229.4 

Snyder 

25,922 

15.2 

78.8 

Union 

25,646 

0-24 

80.6 

Mifflin 

44,348 

25-49 

102.9 

Juniata 

15,874 

0-24 

41.0 

Huntingdon 

39,457 

25-49 

44.2 

Clearfield 

81 , 534 

25-49 

71.3 

Approximately  40%  of  the  work  force  is  engaged  in 
manufacturing . 


Free  Choice  of  Service 


It  is  not  intended  to  eliminate  different  and  overlapping 
areas  of  service:  Two  exceptions  to  the  basic  principle  used  are: 

(1)  Bradford  and  Sullivan  Counties,  which  show  less  than 
the  minimum  population,  but  in  fact  use  existing  service  through 
the  Robert  Packer  Hospital,  and  Guthrie  Clinic  in  Sayre,  thereby 
serving  an  estimated  population  of  95,000;  and 

(2)  A five-county  Catchment  Area,  which  serves  over  the 
suggested  maximum. 

To  divide  this  area  up,  however,  at  present  would  make  little 
practical  sense,  in  spite  of  the  problems  inherent  in  implementing 
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proposals  for  which  planning  was  also  difficult.  How  practical 
these  proposals  will  be  for  implementation  will  depend  on  the 
strength  of  the  overall  structure,  staffing  of  the  center,  and 
realization  of  the  counties  concerned  toward  the  advantages  and 
economies  derived  from  combined  or  improved  good  services. 

In  other  areas  involving  more  than  one  county,  success  for 
implementation,  and  the  economies  of  staff  and  money  will  de- 
pend on  organization  and  clarity  of  approach  to  develop  superior 
service  by  such  groupings --groupings  ^ich  are  all  used  to  some 
extent  at  present. 


PREPARATION  FOR  RECOMMENDATIONS 


The  gathering  of  information  on  which  to  base  our  recommen- 
dations, in  addition  to  the  wealth  of  detailed  information  pro- 
vided by  the  Task  Forces  on  Mental  Retardation,  for  which  we  wish 
to  express  our  gratitude  and  to  take  this  opportunity  of  stating 
our  general  agreement,  was  done  through  the  media  of  all  related 
professional  and  community  groups.  Insofar  as  possible,  County 
Committees  gathered  together  for  this  purpose  were  encouraged  to 
meet  together  in  Catchment  Areas,  made  up  of  more  than  one  county, 
to  present  their  recommendations  for  this  cormnittee  to  consider. 

To  give  some  idea  of  the  extent  of  our  survey,  pressured 
into  the  short  period  of  twelve  months,  the  following  steps  were 
taken: 

(1)  A survey  and  summary  of  specific  proposals,  if  any, 
of  prior  planning  done  over  the  past  10  years  in  men- 
tal retardation. 

(2)  The  visitation  by  groups  of  volunteers  in  each  county 
of  existing  retardation  facilities,  and  where  none 
exists,  of  facilities  or  agencies  trying  to  fill  these 
gaps,  including  special  school  classes,  to  obtain  de- 
tailed information  for  the  preparation  and  completion 
of  Federal  Forms. 

(3) -a. ’’CatekecDer”  Meetings:  All  professional  persons 

who  have  first-hand  contact  with  the  problem  of  re- 
tardation divided  into  eight  main  and  29  sub-groups. 
The  eight  main  groups  are: 

1.  Educational  Institutions 

2.  The  Medical  Professions 

3.  Major  Religious  Groups 

4.  Labor  and  Business  Representatives 

5.  The  Helping  Profession 

6.  Governmental  Agencies 

7.  Federal  Organizations 

8.  Law  Enforceaent  Agencies 
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b.  Public  Hearings  in  each  county--sponsored  and 

supported  by  community  service  groups,  in  particular 
the  Pennsylvania  Association  for  Retarded  Children, 
and  Chapters,  Jaycees , and  the  Junior  Women’s  League, 
as  well  as  many  others. 

Needless  to  say,  a tremendous  amount  of  volunteer  time  a^ud 
effort  has  gone  into  the  preoaration  and  submission  of  these  recom- 
mendations and  a tribute  to  all  concerned  is  rendered  by  our  com- 
mittee; also  special  thanks  to  those  of  us  ^o  have  spent  so  many 
additional  hours  in  special  committees  drafting  outlines  for  con- 
sideration by  the  full  committee. 


PREVENTIVE  SERVICES 


Obviously  one  of  the  most  important  considerations  is 
prevention,  as,  after  all,  the  ultimate  aim  is  to  eliminate  re- 
tardation. 

We  recommend,  therefore,  that  existing  well-baby  clinics 
listed  in  each  Catchment  Area,  together  with  existing  crippled 
children’s,  other  agencies  and  hospital  clinics,  need  expansion 
to  provide  service  which  will  meet  the  full  requirements  of  both 
those  who  can  and  who  cannot  oay.  At  present,  the  committee  finds 
throughout  a strongly  expressed  opinion  that  present  facilities  are 
insufficient,  mainly  owing  to  shortage  of  staff,  but  also  to  the 
fact  that  many  in  the  community  are  unaware  of  available  services 
or  ignorant  of  what  is  at  stake  if  good  pre-  and  post-natal  care 
is  not  fully  utilized. 

Public  education  is  greatly  needed,  particularly  in  socio- 
culturally deprived  areas;  but  to  enable  such  an  educational  pro- 
gram to  have  real  drive  and  to  provide  the  essential  knowledgeable 
specialist  staff  in  this  field,  training  courses  should  be  set  up 
and  offered  to  all  related  personnel. 

This  should  be  one  of  the  first  functions  of  the  Mental 
Retardation  Center,  which  should  be  set  up  and  established  through 
the  Catchment  Area  Boards  with  the  hipest  priority. 

A strong  recruiting  drive  should  be  conducted  to  enroll  and 
attract  more  nurses  into  home  visiting-“all  of  whom  should  have 
some  training  in  preventive  measures  and  detection  of  early  symp- 
toms of  mental  retardation. 

Phenylketonuria  and  other  metabolic  testing  as  developed 
should  be  mandatory. 

A further  recommendation  is  for  24-hour  resident  staffing 
of  al 1 community  hospitals  and  a referral  system  set  up  between 
the  staff  of  the  hospital,  clinics  and  Mental  Retardation  Center, 
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with  follow-up  by  clinical  staff  to  age  five  in  cases  of  "high 
risk"  and  a close  relationship  established  between  the  social 
worker  on  the  staff  of  the  Mental  Retardation  Center  and  families 
of  identified  cases.  This  relationship  should  be  continued  as 
long  as  necessary  by  regular  visitation  to  the  family  for  guidance, 
support  and  to  ensure  that  families  can  take  advantage  of  what 
exists  to  help  the  changing  needs  of  their  retarded  children-- 
medical,  training,  education,  social,  recreational,  and  employment. 
The  social  worker  should  work  closely  with  other  existing  services 
to  ensure  optimal  benefit  and  prevent  overlapping.  To  do  this  the 
Center  should  establish  regular  inter-agency  staff  mee ti ngs--al- 
ready  provided  in  our  recommendations  on  structure  at  the  Catch- 
ment Area  Advisory  Board  level. 

A summary  of  some  existing  services  and  of  unmet  needs  has 
been  prepared  by  one  of  our  committee  members  and  is  as  follows: 

Existing  Services 

Pre-natal,  natal  and  post-natal : 

Well-Baby  Clinics  (See  Catchment  Areas  for  detailed  listing) 
Private  physicians 
Hospital  Clinics 

Socio-cultural : 


Plans  for  technical  hi^  schools  and  community  colleges 

Unmet  Needs 


Pre-natal,  natal,  and  post-natal: 

Expansion  of  pre-natal,  natal,  and  post-natal  clinics 
available  for  all  persons  with  follow-up  to  five  years.  Pre- 
natal clinics  should  be  directly  associated  with  other  clinics 
for  advanced  teaching. 

Compulsory  phenylketonuria  and  other  testing  as  developed, 
with  coordinated  referral  of  all  cases  to  the  Public  Health  Ser- 
vice, and  Mental  Retardation  Center  of  "suspected"  and  known  men- 
tal retardation  cases. 

Lectures  and  dissemination  of  printed  literature  for  bet- 
ter understanding  by  professionals  and  the  community  in  general. 

Socio-cultural : 

Pre-nursery  testing  and  classes. 

Adult  education  for  adolescent  drop-outs,  including  library, 
music,  and  other  art  and  craft  courses.  Enrollment  to  be  encouraged 
by  schools,  state  facilities,  and  community  agencies. 

Recruitment  of  special  educational  students  in  Scout  troops, 
4-H  Clubs--le aders  to  be  urged  to  provide  programs  for  the  mildly 
retarded . 
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Improved  placement  service. 


The  stimulation  of  communities  to  apply  for  Project  Head- 
start Funds  and  other  such  possibilities  through  the  Economic 
Opportunity,  Appaladiia  and  other  available  sources. 

Phasing 

Phasing  is  difficult  to  estimate  and  is  suggested  as  based 
on  oriority  for  recommendations  in  socio-culturally  deprived 
areas,  with  emphasis  on  methods  to  ensure  that  available  services 
are  used  by  all  expectant  mothers,  and  counseling  provided  at  the 
hospital  as  to  follow-up  services  and  the  needs  for  referral  to 
the  Mental  Retardation  Center  or  Public  Health  Service. 
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RECOMMENDATIONS 


REGIONAL  RECOMMENDATIONS 


The  needs  of  each  Catchment  Area  are  based  on  population 
today  and  projected  over  a 15-year  period,  with  priority  phas- 
ing suggestions  over  a 10-year  period,  subject  to  regular  review. 
The  region,  as  mentioned  earlier,  has  been  divided  into  six 
Catchment  Areas,  ranging  from  a population  of  63,000  to  227,000, 
based  on  areas  of  service  and  in  line  with  Mental  Health  Planning. 

Detection  and  Case  Finding: 

See  Prevention.  Success  in  this  depends  on  adequate 
specialist  staff  and  the  training  of  all  related  personnel  in 
this  field,  including  school  personnel,  in  the  detection  and 
understanding  of  symptomatic  behavior. 

All  physicians  should  have  an  awareness  of  early  symptoms 
and  sufficient  knowledge  of  parent  reaction  to  know  that  they 
will  need  supportive  help.  They  should,  therefore,  be  aware  of 
the  Mental  Retardation  Center's  services  and  advise  the  parent 
to  seek  immediate  counseling  from  the  Center. 

Diagnostic: 

The  coordination  of  existing  facilities  and  the  develop- 
ment of  the  two  State  Schools  in  conjunction  with  the  Central 
Diagnostic  & Evaluation  Center,  Geisinger  Medical  Center,  Dan- 
ville State  Hospital,  Bloomsburg  State  College,  as  well  as  the 
Williamsport  facilities,  and  facilities  in  the  northern  part  of 
the  region,  Sayre,  could  provide  excellent  and  comprehensive 
service--particularly  if  service  is  freely  provided  for  those 
unable  to  pay.  Use  of  the  possible  bio-genetic  laboratory  at 
Hershey  wculd  also  provide  an  additional  and  valuable  service 
for  the  area. 

Under  "Research  Program  Evaluation"  reference  is  made  to 
the  use  of  the  Central  Pennsylvania  Research  Council  to  stimulate 
research  in  mental  retardation--their  cooperation  would  also  be 
invaluable  in  establishing  a comprehensive  and  coordinated  diag- 
nostic service  for  this  region  and  for  Region  III. 

At  present,  diagnosis  is  fragmented  over  a wide  area,  with 
insufficient  pediatricians  and  other  specialist  staff. 

Parent  Counseling: 

It  is  suggested  that  this  be  a specific  service  of  the 
Mental  Retardation  Center,  by  the  mployment  of  a suitably 
qualified  social  worker  to  coordinate  and  develop  an  understand- 
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ing  relationship  with  parents,  for  the  purpose  of  providing 
guidance,  recommendations  for  services  available,  and  ensuring 
continuity  of  care  as  long  as  required.  Close  liaison  would 
need  to  be  maintained  with  other  agencies,  health  nurses,  the 
physician,  and  school  staff  where  involved. 

An  average  American  community  of  100,000  is  estimated  as 
having  not  less  than  3,000  mentally  retarded  persons  of  all  ages 
and  all  degrees  of  retardati on--the  parents  of  whom  should  all 
have  the  opportunity  for  this  parent  counseling  service. 

Pre-school  Day-care  Services: 

It  is  recommended  that  in  all  areas,  but  with  priority 
for  socio-culturally  deprived  sections,  kindergarten  classes  be 
established  from  age  four  (from  age  two  in  special  circumstances) 
preferably  through  the  Department  of  Public  Instruction,  empha- 
sizing socialization  and  an  awareness  of  the  arts,  to  prepare 
the  children  for  school  entry. 

Home  training  might  be  a service  provided  by  staff  em- 
ployed by  the  Mental  Retardation  Center  to  help  parents  bring 
up  their  children  trained  as  far  as  possible  in  elementary  be- 
havior. 


It  is  further  recommended  that  counties  and  school  systems 
be  strongly  urged  to  take  advantage  of  such  programs  as  Project 
Headstart  and  others  as  available--under  Economic  Opportunity 
and  Appalachian  Acts. 

Education ; (Trainable  and  Educable) 

School  programs  show  considerable  disparity  in  considera- 
tion of  and  service  provided  for  the  retarded  at  all  levels.  In 
spite  of  the  difficulties  which  an  isolated  and  widely  scattered 
population  present,  some  means  should  be  used  to  provide  a ser- 
vice which  is  the  ’’right”  of  all  children.  It  is  recommended, 
therefore,  that  some  oressure  be  exerted  to  provide  a uniform 
standard  at  a high  level--with  classroom  attendance  of  no  more 
than  10  to  15. 

Home  occupational  training  or  teaching,  individuals  were 
essential,  or  in  small  groups  would  be  one  way  of  neeting  such 
ne  e d s . 


Speech  therapists  and  other  specialist  school  staff  should 
service  as  required  to  these  children  and  youth. 

Use  should  also  be  made  of  specially  trained  teachers' 
assistants  or  helpers  to  enable  the  teacher  herself  to  give  the 
time  and  effort  required  to  develop  the  maximum  potential  of  each 
student. 


As  a corollary  of  these  suggestions,  standards  for  teachers 
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of  educable  retardates  in  elementary  education  should  be  es- 
tablished. They  should  have  comprehensive  independent  educa- 
tional certification  apart  from  regular  classroom  programs  for 
children  with  normal  learning  ability.  Within  the  comprehen- 
sive independent  curriculum  there  should  be  provision  for  three 
levels  of  certification  of  t eache rs--one  level  for  the  nursery 
school,  a second  for  elementary  education,  and  a third  level  for 
older  youth. 

The  above  three  levels  would  take  into  consideration  the 
specialized  needs  for  the  mentally  retarded  child , and  adoles- 
cent growth  and  devel opment--including  pre -vocational  guidance, 
manual  training  and  job  placement.  It  should  again  be  emphasized 
that  these  curriculae  should  be  unique  and  separate  from  academic 
programs  for  normal  (±.ildren--and  not  mere  extensions  of  an  elemen- 
tary or  secondary  curriculum. 

Uniform  teaching  salaries  should  also  be  established,  in- 
cluding qualified  institutional  staff,  with  similar  benefits  as 
to  hours  of  service;  although  it  is  felt  that  the  public  school 
system  might  participate  in  the  institutional  program  and,  as  in 
State  Hospitals  for  emotionally  disturbed  children,  that  students 
might  participate  in  local  schools  as  far  as  possible. 

It  is  strongly  recommended  that  school  age  limits  be  from 
four  to  twenty-one  years  of  age. 

Day  and  Residential  Care: 


Custodial  Day  Care: 

Opinion  was  divided  on  this  consideration:  some  members  felt 
that  ''activity  classes"  for  these  individuals  should  be  the 
responsibility  of  the  Department  of  Public  Instruction  or 
Public  Welfare  as  a part  of  their  responsibility  to  provide 
services  for  all  handicapped;  others  felt  that,  as  a re- 
sponsibility of  the  community  through  the  Mental  Retardation 
Center,  services  shculd  be  established  for  all  age  groups, 
either  as  an  extension  of  a sheltered  workshop  program  ad- 
ministered and  set  up  by  the  Center  or  as  a separate  program. 

Short-term  Residential  Care: 

This  and  emergency  care  is  seen  as  a service  which  should 
be  provided  by  the  State  Schools  for  surrounding  areas,  for 
the  severely  or  hyper-active  retardate  or  others  requiring 
close  supervision.  Some  provision  at  the  community  level 
should,  however,  be  provided  by  the  community  for  the  mildly 
and  moderately  retarcJed  and  specific  recommendations  are 
made  in  each  Catchment  Area  to  meet  this  need  on  a minimal 
basis.  (See  also  Institutional  Care) 
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Lonj5;“term  Residential  Care,  including  Foster  and  Group 

Homes : 

Long-term  care  for  the  profoundly,  most  severe,  and  some 
other  "problem"  retardates  are  seen  as  best  served  by  a 
State  School.  However,  for  others  the  use  of  supportive 
residences,  foster  and  group  homes  should  be  developed 
through  the  Mental  Retardation  Center,  coordinating 
existing  services  and  providing  others. 

The  expansion  of  county  and  private  homes  should  be  con- 
sidered to  provide  care  for  the  older  moderate  to  mild 
retardate,  with  some  nursing  care  where  hospital  service 
is  available . 

Also,  accommodation  might  be  made  available  for  the  older 
working  retardate. 

Institutional : 

It  is  strongly  urged  that  State  Schools  and  Hosoitals  and 
other  institutions  become  community  oriented,  for  it  is  known  by 
those  closely  associated  with  such  work  that  what  the  retarded 
need  is  affection,  interest  and,  of  vital  importance  to  those 
able  to  beccme  contributing  community  citizens,  a constant  contact 
with  the  realities  of  life.  One  of  the  most  difficult  steps  for 
a former  institutionalized  retardate  is  to  face  "normal”  compe- 
tition and  life  as  it  is,  rather  than  the  "fairy  tale"  life  has 
beccsne  through  withdrawal  from  the  stimuli  of  county  lines  and 
institutional  protective  security. 

A very  real  priority  we  feel  should  be  the  early  estab- 
lishment of  "half-way"  houses  for  not  more  than  20-25  residents 
for  both  institutional  and  other  mildly  retarded  with  home  living 
or  transport  problems--where  they  can  live  in  a supportive  set- 
ting while  either  starting  work  or  receiving  "trade"  training  at 
a sheltered  workshop  or  as  an  industrial  "apprentice."  Both  of 
the  latter  services  to  be  developed  and  encouraged  by  the  Mental 
Retardation  Center. 

See  Employment  Services  for  recommendations  on  vocational 
training. 

State  Schools  might  also  utilize  the  services  of  Sheltered 
Workshop  training  programs  as  a second  stage  measure,  and  as  a 
means  of  providing  resocialization  by  using  the  halfway  houses  and 
sheltered  residence  proposed. 

It  is  also  recommended  that  adequate  psychiatric  and  psy- 
chological service  be  provided  to  enable  emotionally  disturbed 
retardates  to  be  treated  within  the  institution  rather  than  be 
transferred  to  a State  Hospital;  or  to  use  the  services  of  the 
Mental  Retardation  Center  staff,  if  practicable,  or  interchange 
of  State  staff  when  sufficient  are  available  to  adequately  staff 
state  hospitals. 
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Sheltered  Workshops: 


Rehabilitation  and  terminal  services  are  minimal,  only 
two  sheltered  workshops  are  located  in  a fifteen  county  area 
and  there  are  no  community  residential  facilities.  Expansion 
of  existing  multi-handicapped  programs  will  be  necessary  or  the 
establishment  of  a new  facility  providing  services  for: 

Ca)  Trade  training--includ ing  such  employment  possibilities 
as  agriculture,  market  gardening,  dome  Stic-- including 
also  simple  infant  and  child  care,  elementary  first- 
aid,  and  home  nursing  (through  the  Red  Gross);  hospital 
aides,  etc.  To  make  this  service  worthwhile,  a Direc- 
tor who  is  interested  and  knowledgeable  in  the  needs 
and  possibilities  of  such  a service  should  be  employed. 

(b)  Sheltered  work  production. 

(c)  Activity/  occupational  for  all  ages. 

The  program  should  be  constantly  evaluated  and,  where  a new 
venture  should  be  established  under  the  auspices  of  the  Mental  Re- 
tardation Center  and  the  Catchment  Area  Board,  with  contractual 
arrangements  with  the  Bureau  of  Vocational  Rehabilitation. 

Urgent  priority  should  be  given  to  provide  these  missing 
needs--particularly  in  socio-culturally  deprived  areas--Huntingdon 
being  one  of  the  lowest  in  the  State. 

Employment  Services: 

A well  coordinated  program  should  be  build  up  and  expanses 
by  the  Mental  Retardation  Center  through  existing  services-- 
schools,  sheltered  workshop.  Department  of  Public  Assistance  and 
employers,  using  training  programs  for  personnel  of  agencies, 
local  employers  and  other  informational  and  educational  means  to 
bring  an  awareness  of  the  contributions  such  workers  can  make  to 
the  community,  and  also  the  benefits  of  shared  community  ’’burdens. 

Pre-vocational  training  to  be  a ’’must’  for  State  Schools  and 
also  a part  of  the  school  programs  for  this  group--worthy  of  men- 
tion are  existing  programs  where  students  have  half-day  classes 
and  half-day  placement  in  local  industry  to  help  them  to  face  com- 
petition and  working  conditions,  while  still  having  a supportive 
background . 

In  the  future,  this  program  cannot  but  become  increasingly 
important . 

Community  Services: 

Medical : 

An  awareness  of  all  physicians  of  mental  retardation  and 
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its  possibilities,  as  well  as  knowledge  of  available 
service  through  the  Mental  Retardation  Center. 

Expansion  of  existing  hospital,  medical,  dental,  visual, 
speech  and  hearing  clinical  services  to  include  the  re- 
tarded, with  these  services  being  made  available  by  the 
State  Schools  for  the  severely  or  hyperactive  retardate. 

Psychiatric ; 

These  should  be  available  through  the  setting  up  of 
recommended  Community  Mental  Health  Centers,  as  staff  become 
availaole  through  training  in  Mental  Retardation  for  exist- 
ing professional  personnel,  such  as  physicians  currently  in 
practice,  and  a recOTimendation  in  the  Mental  Health  Plan 
for  the  possibility  of  third-year  residents-in-psychiatry 
to  obtaining  some  of  their  practical  experience  in  urban 
and  rural  settings. 

Recreati on: 

The  committee  feels  this  to  be  an  important  role  of  the 
Mental  Retardation  Center:  to  develop  all-year-round  pro- 
grams to  meet  varying  needs,  cooperating  with  and  coordin- 
ating existing  services--schools , community,  church,  etc. 
Social/recreation  should  also  be  a very  real  part  of  the 
proposed  residences  and  of  sheltered  workshops. 

Volunteer: 

Volunteer  services  are  of  considerable  importance  to  aug- 
ment staff  as  t±)eir  warm  and  friendly  interest  is  very 
meaningful  to  the  retarded  of  all  levels,  but  not  the  least 
so  to  the  mild  retardate  seeking  a means  of  acceptance  in 
the  community. 

Before  setting  out  our  Catchment  Area  Suggestions  it  should 
be  mentioned  that  reluctance  was  shown  by  the  Committee  to  con- 
sider construction  of  facilities,  owing  to  the  difficulties  of 
financing  out  of  the  community’s  resources  in  rural  and  depressed 
areas . 


A basic  consideration  in  their  planning  over  an  extended 
period  to  1975  has  been  the  fact  that  the  overall  population 
growth  shows  little  change.  The  only  two  exceptions--balanced 
out  in  the  region--are  the  Centre  County  and  Lycoming/Clinton/ 
Tioga  County  areas,  as  Centre  and  Lycoming  Counties  show  fairly 
substantial  projected  population  increases. 
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REOOMMENDATIONS  FOR  CHILDREN’S  TREATMENT  SERVICES 


A suggestion,  made  by  both  Region  III  and  IV  Committees, 
as  urgently  required  to  meet  the  needs  of  children,  is  estab- 
lishing a Children’s  Hospital  in  Central  Pennsylvania,  which 
provides  all  children’s  services  and  i^iich  would  go  a long  way 
toward  attracting  much-needed  professional  personnel  to  this 
section  of  the  State. 

No  specific  recommendations  were  made  as  to  location, 
although  places  suggested  for  consideration  were:  the  proposed 
new  Community  Hospital  in  Centre  County;  between  State  College 
and  Belief onte,  to  serve  both  regions,  and  where  the  services 
could  work  closely  with  research  and  demonstration  projects  al- 
ready in  the  planning  stages  at  Penn  State  University. 

Other  alternatives  for  each  region:  In  Region  III,  «t 
Altoona  or  Johnstown,  where  Mental  Health  and  Mental  Retarda 
tion  Centers  are  to  be  established  and  construction  funds  cur- 
rently sought;  and  in  Region  IV,  at  Williamsport,  where  the  two 
large  hospitals  are  also  current  applicants  for  construction  money 
for  mental  health  services. 

Whatever  final  decisions  are  reached,  construction  funds  to 
some  considerable  extent  would  be  required. 
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CATCHMENT  AREA  #1 


Population:  Bradf ord/SuLlivan  Counties 

1965  ~ 62,424 
1967  - 63,352 
1975  - 65,933 


EXISTING  FACILITIES 

Martha  Lloyd  School,  Troy  (Limited  Day  and  Residential 
Service) 

State  Elnployment  Service  (Limited  service) 

Laurelton  State  School  & Hospital 
Selinsgrove  State  School  & Hospital 
Ebensburg  State  School  & Hospital 
Danville  State  Hospital 
Clarks  Summit  State  Hospital 
Robert  Packer  Hospital 
General  Hospitals:  Towanda  and  Troy 

Ebcisting  trainable  and  educable  classes  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of  re- 
tardation. 

PROGRAMMED  FACILITIES  AND  SERVICES 
Detection  and  Case  Finding : 

Development  and  expansion  of  well-baby,  pre-natal,  natal, 
and  post-natal  clinics  at  community  hospitals  in  Troy  and  Towanda. 
1967-1971. 

It  is  also  recommended  that  an  obstetrician  should  visit 
these  hospitals--extending  the  service  by  1971  to  1975  to  towns 
not  having  hospitals. 

Diagnostic : 

A comprehensive  service  of  diagnosis  and  evaluation  as 
part  of  the  service  from  the  Mental  Health/Mental  Retardation 
Center  in  Sayre;  currently  being  planned  by  Martha  Lloyd  School 
with  Robert  Packer  Hosp ital--1967 

Parent  Counseling  Services: 

A program  of  parent  counseling,  incorporated  with  a corn- 
ole  te  family  counseling  service:  1967.  A visiting  team  should 
provide  this  service  on  a bi-weekly  basis  to  the  major  population 
areas.  This  should  be  developed  by  the  Mental  Health/Mental 
Retardation  Center  and  employ  a social  worker  trained  in  mental 
retardation,  1971.  A home  training/occupational  program  is  very 
important  in  this  sparsely  populated  area.  The  home  trainers 
might  also  assemble  small  groups  for  occupational  day-care  (severe 
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and  some  moderate  non-ambulant  cases)  on  a half  day  basis--rec- 
orranended  as  being  established  through  the  Department  of  Public 
Instruction.  1967-1971. 

Pre-school  Day  Care: 

Nursery  School  & Special  Education  Glasses  ( socio-culturally 

deprived) : 


An  adequate  program  developed  at  a hi^  level  is  needed  for 
children  aged  4 and  up.  Priority  to  be  given  to  the  es- 
tablishment of  these  classes  in  socio-culturally  deprived 
areas . 

Trainable  Glasses: 


Additional  classes  need  to  be  established  on  a high  uniform 
standard:  1965-1967. 

Educable  Glasses: 

A vocationally  oriented  program  for  grades  9-12  is  urgently 
needed  to  hold  these  students  in  school.  This  same  program  could 
be  adapted  to  meet  the  needs  of  the  young  adult  group  in  each  com- 
munity: 1967. 

The  schools  should  stimulate  and  promote  enrollment  of  drop- 
outs and  special  education  students  in  the  area  technical  school 
under  consideration  in  Bradford  Gounty:  1967. 

Day  & Community  or  Private  Residential  Gare : 

Custodial  Day  Care : 

A facility  equipped  to  serve  15  to  20  severely  retarded 
children  of  school  age  is  needed.  However,  the  dispersion 
of  population  makes  this  impractical  for  most  of  the  area. 

A sheltered  workshop  might  provide  an  activities  program 
for  the  older  age  group;  1967-1971. 

Short-term  Residential  Gare  and  Long-term  Residential  Gare : 

A short-  and  long-term  care  residential  center,  with  20 
beds  and  social/recreational  space  for  mild  and  working  re- 
tardates requiring  sheltered  living--at  Sayre  and  Towanda. 

To  be  set  up  and  adninistered  through  the  staff  of  Mental 
Retardation  C«ntdr:  1967-1971.  Severe  and  short-term  care 
for  some  moderate  retardates  is  recommended  at  the  State 
Schools  and  Hospitals:  1967 

Particular  emphasis  should  be  paid  in  this  rural  area  to  the 
development  of  foster  and  group  home  services  for  the  mildly 
retarded  of  school  age--to  be  developed  and  coordinated  with 
existing  services  by  the  staff  of  the  Mental  Retardation 
Center:  1967-1971. 
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Institutional  Care: 


Einphasis  should  be  laid  on  the  development  and  use  of 
half-way  homes,  foster  and  group  homes  and  in  this  way  relieve 
current  waiting  lists. 

Sheltered  Workshops: 

Two  facilities  are  needed  in  this  area:  In  addition  to 
a workshop  providing  for  some  educables,  trainables,  and  an 
activity  group  for  40  retardates  (See  Custodial  Day  Care),  a 
program  should  be  developed  as  a sheltered  work  project,  in- 
cluding conservation  and  maintenance  of  wooded  areas,  to  take 
advantage  of  the  large  forest  acreage:  Possibly  at  Dushore  in 
Sullivan  County  (20+  beds)  1967-1971. 

Employment  Services: 

A program  for  informing  local  employers  of  the  adequacy 
of  retardates  in  certain  fields  of  work,  in  order  that  those  in 
the  mildly  retarded  group  (approximately  900)  can  be  placed  in 
gainful  employment.  The  majority  of  these  individuals  now  live 
on  substandard  incomes  or  are  among  the  chronic  unemoloyed.  A 
program  to  be  developed  and  coordinated  with  existing  agencies 
by  the  staff  of  the  Mental  Retardation  Center:  1967. 

Community  Services: 

Medical  Services: 

The  general  hospitals  to  expand  and  develop  dental,  eye, 
speech  and  hearing  facilities  for  the  retarded.  The  State 
Schools  to  accept  most  severe  cases:  1967-1971. 

Psychiatric  Services: 

Psychiatric  and  testing  services  to  be  provided  by  the 
Community  Mental  Health  Center,  in  Sayre:  1967. 

Visiting  teams  to  serve  other  areas:  1971-1975. 

Recreational  Services: 

Additional  summer  activities  for  young  people  are  required, 
and  planned  programs  for  adult  retardates  are  also  needed. 

To  be  developed  by  the  staff  of  the  Mental  Retardation 
Center:  1967-1971. 

NOTE:  The  Mental  Retardation  Center  in  this  area,  although  closely 
related  by  Board  members  and  sharing  the  same  staff  of  the 
Community  Mental  Health  Center,  might  have  office  space  in 
either  the  projected  residential  home,  the  sheltered  work- 
shop, or  the  sheltered  work  project. 
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BRADFORD  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATI ON 

57,415 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

196 

342 

86 

813 

1437 

Moderate 

31 

55 

14 

130 

230 

Severe 

8 

13 

3 

32 

56 

TTT3 

1971 

TOTAL 

POPULATION 

58,864 

Pre-sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

201 

351 

88 

833 

1473 

Moderate 

32 

56 

14 

133 

235 

Severe 

8 

14 

3 

33 

58 

TT^ 

1975 

TOTAL 

POPULATION 

60,463 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

206 

360 

91 

856 

1513 

Moderate 

33 

57 

15 

137 

242 

Severe 

8 

14 

4 

34 

60 

1815 
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REGION  IV 


BRADFORD  COUNTY 

REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Glasses  9 Secondary 

182 

” 14  Elementary 

229 

” 3 Trainable 

41 

" 0 Pre-school 

0 

Custodial  Care 

State  Schools 

Total 

452 

Waiting  Lists  as  of  June  30,  1964 

State  Schools 

Total 

71 

Total 

27 

Reported 

Total 

550 
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SULLIVAN  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

5,937 

Pre-sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

20 

35 

9 

84 

148 

Moderate 

3 

6 

1 

13 

23 

Severe 

1 

TOTAL 

1 

1971 

POPULATION 

5,712 

3 

5 

TTF 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

19 

34 

9 

81 

143 

Moderate 

3 

5 

1 

13 

22 

Severe 

1 

TOTAL 

1 

1975 

POPULATION 

5,470 

3 

5 

“TTU 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

19 

33 

8 

77 

137 

Moderate 

3 

5 

1 

12 

21 

Severe 

1 

1 

- 

3 

5 

1T3 
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SULLIVAN  COUNTY 


REPORTED  PRSVAjuENGE  OF  MENTALLY  RETARDED 

Schools 

Classes  1 Secondary  18 

*'  3 Elementary  43 

” 0 Trainable  0 


Total  61 

Custodial  Care 

State  Schools 

Total  8 

Waiting  Lists  as  of  June  30,  1964 

State  Schools 

Total  3 

Reported 

Total  72 
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CATCHMENT  AREA  #2 


Population:  Lycoming/Tioga/Glinton  Counties 

1965  - 188,168 
1967  - 191,663 
1975  - 201,535 

EXISTING  FACILITIES 

^ell-Baby  Clinics: 

Lyccxning  County: 

Jersey  Shore--2nd  & 4th  Fridays,  9:00-12:00 
Muncy--Tuesdays , 9:00-12:00 
Rawlstown--lst  Wednesday,  1:00-4:00 
Unityville--9  times  a year 

Will iamsport- -Thursdays , 9:00-12:00;  Tuesdays,  1:00-4:00 
Tioga  County: 

Blossburg--2nd  & 4th  Wednesdays , 10:00-12:00 
Morris — 3rd  Wednesday,  9:30-12:30 
Wellsboro--Tuesday , 9:30-12:30 

Clinton  County: 

Beech  Creek--2nd  Tuesday,  9:00-11:00 
Renovo--Wedne sdays  9:00-12:00 

School  of  Hope/Divine  ProvidenceA^illianisport  Hospital, 

Central  Diagnostic  & Evaluation  (limited  diagnostic  facilities), 
Selinsgrove . 

Family  & Children's  Service  (counseling  service),  Williamsport 
School  of  Hope,  Williamsport,  Day  Care  & Training  (limited  medical) 

Laurel  ton  State  Sdhool  & Hospital  Existing  trainable  and 
Selinsgrove  State  School  & Hospital  educable  classes  are  listed 
Ebensburg  State  School  & Hospital  in  the  next  section,  follow- 
ing hypothetical  prevalence 
Danville  State  Hospital  of  retardation. 

Centre  County  Counseling  Service 


PROGRAMMED  FACILITIES  AND  SERVICES 
Detection  and  Case  Finding: 

The  training  of  all  related  personnel,  including  physicians, 
through  development  of  a program  by  the  Community  Mental  Retarda- 
tion Cen ter--e ith er  based  at  Divine  Providence  Hospital  or  the  School 
of  Hope,  as  yet,  however,  an  uncertified  non-profit  private  agency. 
1967-1975. 


Dia;a:nostic : 

Coordination  of  existing  f acil itie s--th  is  might  be  an  im- 
portant task  cf  the  Center’s  staff. 

A child  psychiatrist  is  badly  needed  in  this  area,  which 
might  become  a children's  center  for  the  region. 

Parent  Counseling  Service: 

The  Mental  Retardation  Center  to  establish  a counseling  and 
follow-up  program  with  the  cooperation  of  existing  agencies:  to 
employ  a social  worker  trained  in  mental  retardation  to  direct  this 
service,  and  to  develop  a home  training  program  with  the  staff 
serving  Tioga  and  Clinton  Counties  (service  to  be  paid  on  equitable 
basis). --1967-1971. 

Pre-school  Day  Care: 

Nursery  School: 

Establishment  of  kindergarten  classes  in  each  county  from 
age  4--1967-1971. 

Special  Education  Glasses: 

Priority  for  special  education  classes  in  socio-culturally 
deprived  areas  to  include  children  age  2 and  up  in  special 
circumstances--with  cultural  and  stimulating  occupational 
programs- -1967-1 971 . 

Trainable  Glasses: 

Expansion  of  existing  programs  to  uniform  high  level,  number 
in  classes  to  accord  with  recommended  standards.  Rural  area  to 
have  adequate  transportation  or  home  group  teachers  (orovided  by 
the  Department  of  Public  Ins truction) . --1967-1971 . 

School  staff  to  work  closely  with  the  staff  of  the  Mental 
Retardation  Center. 

Educable  Glasses: 


See  Trainable  Classes. 

Extension  of  Adult  Education  orograms  in  socio-culturally 
deprived  areas  specially  geared  to  school  dropouts.  Sdiools  to 
encourage  enrollment  at  WilliamsDort  Community  College  where  pro- 
grams shculd  be  geared  to  this  group. --1967 . 
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Day  and  Residential  Care: 

Custodial  Day  Care: 


Trained  staff  are  required  by  the  existing  f acility--the 
School  of  Hope  in  Lycoming  County,  following  certification: 
also  transportation  and  other  s ervices--1967 . 

Custodial  Day  Care  programs  in  Tioga,  Clinton,  and  those 
parts  of  Lycoming  County  not  served  by  the  School  of  Hope 
are  recommended  as  being  established  through  the  school 
system,  with  home  training/occupational  and  home  teachers 
provided  for  isolated  and  non-ambulant  cases;  adeqiiate 
service  to  cover  all  severe  cases--1967-1971. 

Day  Care  adult  terminal  programs  (also  taking  some  severely 
retarded  children),  to  be  developed  by  the  Mental  Retarda- 
tion Center  at  Wellsboro,  Troy  and  Blossburg,  in  Tioga 
County-- jointly  with  the  proposed  Sheltered  Workshop  at 
Wellsboro.  Transportation  to  be  provided  by  the  Depart- 
ment of  Public  Instruction--1967-1975. 

Short-  and  Long-term  Residential  Care : 

A residential  home  to  give  short-  and  some  longer-term 
care:  1967-1971.  100  beds  and  social/recreational  space  in 

Williamsport,  but  serving  catchment  area--1967-1975. 

Two  half-way  houses  at  Williamsport  (one  male  and  one  fe- 
male), and  one  half-way  home  at  Jersey  Shore  for  joint 
service  to  Laurelton  and  Selinsgrove  State  Schools  & Hos- 
pitals, and  community  cases  of  the  moderate  and  mildly 
retarded.  20  beds  each  with  social/recreational  space-- 
1967-1971. 

Foster  and  group  home  services  to  be  develooed  by  the  Men- 
tal Retardation  Center  staff,  in  cooperation  with  exist- 
ing agencies. 

Institutional  Care: 

Felt  to  be  adequate  for  this  area  with  proposed  expansion 
of  community  service. 

County  Homes  in  the  catchment  area  to  expand  orograms  to 
orovide  sheltered  residence  for  the  older  working  retardate--1971- 
1975. 

Sheltered  Workshops: 

A sheltered  workshop  in  Williamsport  at  present  in  explora- 
tory stage  with  adequate  program  for: 

(1)  educable,  requiring  vocational  training  and  supportive 
setting , 

(2)  trainable. 
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The  Sheltered  Workshop  to  serve  50  retardates  (moderate  and 
mild)--1967-1971 . Branch  workshops  at  Wellsboro  and  Lock  Haven 
with  residential  provision  for  5 beds  each:  Wellsboro  to  also 
provide  activities  center  for  some  moderate,  severe,  and  profound. 
(See  Custodial  Day  Care). 

Employment  Services: 

Expansion  of  employment  services  by  the  Mental  Retardation 
Center  through  its  own  staff,  working  with  the  Sheltered  Work- 
shops, the  State  Employment  Service,  Community  College,  and  Public 
Schools--1967 . 

Community  Services: 

Medical  Services: 

Expand  existing  hospital  clinics--See  Detection  and  Case 
Finding.  Also  dental,  eye,  and  other  clinics  for  the 
retarded  for  three  counties  in  community  hospitals. 

Psychiatric  Services: 


Services  to  be  developed  and  coordinated  through  Mental 
Retardation/Mental  Health  Center(s). 

Recreational  Services: 


Recreation  programs  to  be  expanded  and  coordinated  by  the 
staff  cf  the  Mental  Retardation  Center,  through  the 
Recreation  Commission  in  Lycoming  County  and  other  services 
in  Clinton  and  Tioga — 1967-1971. 

Scouts,  4-H  Clubs  and  other  facilities  to  be  encouraged 
to  gear  programs  to  the  mild  and  moderate  retardates. 
Schools  to  encourage  enrollment. 

NOTE:  A strong  public  informative/education  program  is  required 
at  both  the  professional  and  community  level:  To  be  de- 
veloped through  the  Catchment  Area  Mental  Health/Mental 
Retardation  Board. 
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CLINTON  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

38,204 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

130 

228 

57 

541 

956 

Moderate 

21 

36 

9 

86 

132 

Severe 

5 

TOTAL 

9 

1971 

POPULATION 

2 

38,534 

21 

37 

1123 

Pre-school 

(0-6) 

School  A^e 
(6-1^ 

Young  Adults 
(2(1-24) 

Adults 

(26-) 

Total 

Mildly 

131 

230 

58 

546 

965 

Moderate 

21 

37 

9 

87 

154 

Severe 

5 

TOTAL 

9 

1975 

POPULATION 

2 

38,822 

22 

38 

rr37 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

132 

231 

58 

550 

970 

Moderate 

21 

37 

9 

88 

155 

Severe 

5 

9 

2 

22 

38 

1163 
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CLINTON  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY 

RETARDED 

Scbool.s 


Classes  9 Secondary 

123 

" 7 Elementary 

95 

” 1 Primary 

15 

*'  1 Trainable 

17 

Total  250 

Custodial  Care 

State  Schools 

Total  55 

Waiting  Lists  as  of  June  30,  1964 

State  Schools 

Total  12 

Reported 

Total  317 
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LYGW^ING  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

114,819 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

392 

684 

172 

1626 

2874 

Moderate 

62 

109 

28 

259 

458 

Severe 

15 

26 

7 

64 

112 

Jim 

1971 

TOTAL 

POPULATION 

118,406 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

404 

705 

178 

1677 

2964 

Moderate 

64 

112 

28 

268 

472 

Severe 

15 

27 

7 

67 

116 

5357 

1975 

TOTAL 

POPULATION 

122,331 

Pre-sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

417 

729 

184 

1732 

3062 

Moderate 

66 

116 

29 

277 

488 

Severe 

16 

28 

7 

69 

120 

557U 
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LYCOMING  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY 

RETARDED 

Schools 


Classes  14  Secondary 

265 

*’  17  Elementary 

293 

" 2 Trainable 

34 

Total  592 

Custodial  Care 

State  Schools 

Total  105 

Waiting  Lists  as  of  June  30,  1964 

State  Schools 

Total  26 

Reported 

Total  723 
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TIOGA  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

38,640 

Pre  -sdi  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

132 

230 

58 

547 

967 

Moderate 

21 

37 

9 

87 

154 

Severe 

5 

TOTAL 

9 

1971 

POPULATION 

2 

39,466 

22 

38 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

135 

235 

59 

559 

988 

Moderate 

21 

38 

9 

89 

157 

Severe 

5 

TOTAL 

9 

1975 

POPULATION 

2 

40,382 

22 

38 

im 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

137 

241 

61 

572 

1011 

Mod  erate 

22 

38 

10 

92 

162 

Severe 

5 

9 

2 

23 

39 

1212 

-421- 


TIOGA  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 

Schools 

Classes  7 Secondary  132 

'*  7 Elementary  117 

” 0 Trainable  0 

Total  249 

Custodial  Care 

State  Schools  Total  39 

Waiting  Lists  as  of  June  30,  1964 
State  Schools 

Total  17 

Reported  Total  305 
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CATCHMENT  AREA  #3 


Population:  Centre  County 

1965  - 82,808 
1967  - 86,106 
1975  - 94,761 

EXISTING  FACILITIES 
Well-Baby  Clinics: 

Bellefonte,  2nd  Wednesdays  and  4th  Tuesdays--9 : 00- 
12:00 

Port  Matilda,  1st  and  3rd  Thursdays--9 : 30-12 : 30 

Selinsgrove  State  School  & Hospital 
Ebensburg  State  School  & Hospital 
Laurelton  State  School  & Hospital 
Cresson  State  School  & Hospital 
Hollidaysturg  State  Hospital 

Centre  County  Counseling  Service 

Centre  County  Home,  Bellefonte  (limited  residential 
service) 

Carousel  Play  Group,  (for  moderate  and  mildly  retarded),, 
State  College — day  facility 
Skills,  Inc.,  Bellefonte  (limited  workshop  program) 

Placement  service  in  schools 

Existing  trainable  and  educable  classes  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of  re- 
tardation . 


PROGRAMMED  FACILITIES  AND  SERVICES 

The  following  unmet  needs  are  recommended  with  the  under- 
standing that  a Community  Mental  Health/Mental  Retardation  Cen- 
ter be  established  in  the  area. 

Detection  and  Case  Finding: 

The  Well-Baby  Clinics  (Bellefonte  & Port  Matilda)  need 
visiting  service  weekly  for  rural  areas.  A pre-natal  clinic, 
with  expanded  programs  at  the  Community  hospital  and  space  for 
200  examinations  per  year--1967.  An  adequate  education  program, 
which  would  make  all  professional  medical  personnel  aware  of  the 
normal  behavior  expectancy  of  infants  is  imperative  for  early 
identification.  Compulsory  testing  services  as  developed--1967 . 
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Diagnostic : 

Coordination:  Laurel  ton  State  School  & Hospital  could  be 
an  added  service,  as  it  is  within  easy  traveling  distance  (being 
on  the  border  of  the  county).  Service  should  be  built  up  to 
provide  a general  source  for  diagnosis  and  evaluation.  (Minimum 
annual  case  load  150;  maximum  300)--1967. 

Hershey  Medical  School  and  a possible  Psycho-genetic  lab- 
oratory would  be  an  added  diagnostic  service  for  this  area.  A 
limited  diagnostic,  testing,  and  follow-up  service  is  currently 
being  investigated  with  the  Centre  County  Counseling  Service. 

Parent  Counseling  Service: 

Direct  service  for  counseling  from  a Community  Mental  Health/ 
Retardation  Center:  employment  by  the  Centre  County  Counseling 
Service  of  a Social  Worker  with  mental  retardation  training  for 
counseling  and  f ollow-up“-1967 . 

A homemaker  service  through  the  Department  of  Public  Assist- 
ance, on  a voluntary  basis,  with  professional  direction  and  train- 
ing--1967 . 

Home  training  specifically  for  helping  parents  to  work  with 
the  retardate,  should  be  developed  by  the  Center.  The  home  train- 
er might  also  provide  home  teaching  of  craftwork;  although  it  is 
recommended  that  one  home  teacher  might  be  employed  under  the 
Department  of  Public  Instruction  to  meet  isolated  family  needs 
and  non-ambulant  cases  of  the  mildly  retarded. 

Pre-school  Day  Care: 

Nursery  School  & Special  Education  Glasses  (SCD) 

Ten  classes~“mild , moderate,  under  the  school  system--1967- 
1971. 

One  class  for  the  severely  retarded  under  the  Department 
of  Public  Welfare,  It  is  recommended  in  socio- culturally 
deprived  areas  that  children  from  two  years  up  should  be 
included.  Transportation  should  be  provided  through  the 
Department  of  Public  Instruction  and  the  Department  of 
Public  Welfare  — 1967-1971, 

An  extension  of  enrichment  programs,  such  as  University 
Adult  Extension  Service,  Junior  Museum,  be  provided  to 
stimulate  and  broaden  learning,  especially  for  socio-cul- 
turally  deprived  children.  Transportation  should  be  pro- 
vided through  the  Department  of  Public  Instruction — 1967- 
1971. 
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Trainable  Classes;  Educable  Glasses: 


One  trainable  class  located  in  Bellefonte  under  the  school 
sys  tein--1967, 

A necessity  for  provision  of  an  adequate  service  to  the 
mentally  retarded  on  a high  uniform  standard. 

Adult  extension  programs  with  school  and  local  encourage- 
ment for  enrollment  to  be  set  up  in  socio-culturally  deprived 
areas--1967-1975. 

Day  & Community  or  Private  Residential  Care: 

Custodial  Day  Care: 

Extension  of  the  day  class,  Carousel  Play  Group,  as  an 
activities  center--1967 . 

Short-term  Residential  Care: 

Establishment  by  the  Mental  Retardation  Center  of  a small 
residential  home--10  beds--1971. 

Long-term  Residential  Care: 

A half-way  home  should  be  established  through  the  Laurel- 
ton  and  Selinsgrove  State  Schools,  with  a maximum  residence 
of  30.  A foster-home  care  service  to  be  developed  by  the 
social  service  staff  of  the  institutions,  and  the  social 
service  staff  of  the  Genter--both  working  closely  together- 
to  meet  the  needs  of  mild  retardates  requiring  home  liv- 
ing conditions  from  which  they  can  benefit;  also,  such 
homes  for  the  retardate  able  to  function  satisfactorily 
but  requiring  long-term  supportive  care.  In  this  way, 
placement  might  not  be  prejudiced  by  employers’  wishing 
for  cheap  labor  and  missing  the  vital  needs  of  the  retard- 
ate for  affection  and  understanding. 

Institutional  Care: 

Extension  of  the  County  Home  and  some  emergency  care  for 
the  older  mild  retardate--(25  beds)--1967-1971 . 

Sheltered  Workshops: 

Extension  of  Skills,  Inc.,  to  provide  additional  programs, 
such  as  agriculture  and  market  gardening  for  trainable  and  edu- 
cable groups  requiring  supportive  placement. 

E^ploymen  t : 

A public  information  and  education  service  to  promote  re- 
cruitment and  interest  of  prospective  employers--1967 . 
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Expansion  of  employment  services  by  the  Center  through 
its  own  services,  in  cooperation  with  the  Sheltered  Workshop, 
State  Employment  Service,  and  public  schools. 

Both  programs  to  be  developed  and  coordinated  by  the 
staff  of  the  Mental  Retardation  Center. 

Community  Services: 

Medical  Services: 

A dental,  eye  and  other  clinical  services  for  the  re- 
tarded to  be  provided  by  the  community  hospital,  with 
equipment  and  space  for  200  examinations  p>er  year.  Co- 
ordination with  hospital  and  well-baby  clinics,  etc., 
for  follow-up  by  social  worker  from  staff  of  the  Center. 

Public  health  and  community  nurses  and  related  staff  to 
receive  special  training  in  retardati on--1971 . 

Laurelton  State  School  and  Hospital's  dental,  speech 
and  hearing,  and  eye  clinic  might  be  expanded  to  include 
the  community,  including  the  use  of  their  hosoital  for 
the  eastern  part  of  the  county. 

Psychiatric  Services: 

Psychiatric  services  through  the  Community  Mental  Health 
Center--1967 . 

Recreational  Services: 


One  full-time  recreation  director  to  coordinate  activities 
for  3 through  9.  Many  groups,  i.e. , school  districts, 
community  agencies,  etc. , who  operate  recreation  play- 
grounds and  recreation  programs  throughout  the  area,  should 
be  required  to  consider  proper  facilities  and  instructors, 
where  necessary,  for  the  retardate.  Use  should  also  be 
made  of  Gamp  Gornplanter--1967-1971. 
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CEI^TRE  CJOUNTY 


HYPOIHETIGAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

86,106 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

294 

513 

129 

1219 

2155 

Moderate 

46 

82 

21 

195 

344 

Severe 

11 

20 

5 

48 

84 

1971 

TOTAL 

POPULATION 

90,500 

Pre-sch  ool 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

309 

539 

136 

1281 

2265 

Mod  erate 

49 

86 

22 

204 

361 

Severe 

12 

21 

5 

51 

89 

1713 

1975 

TOTAL 

POPULATI ON 

94,761 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

323 

565 

142 

1342 

2372 

Mod  erate 

51 

90 

23 

214 

378 

Severe 

12 

22 

6 

53 

93 

JEW3 
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CENTRE  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 

Classes 

f I 

IT 

If 

M 

It 


3 Senior  High 
1 Secondary 

3 Junior  High 

4 Intermediate 
4 Primary 

1 Trainable 


Custodial  Care 

State  Schools 


56 

22 

56 

55 

41 

12 

Total  242 


Total  58 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  24 


Reported  Total  324 
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CATCHMENT  AREA  #4 


Population : Columbia/Montour/Northumberland/ 

1965  - 226,953  Snyder/Union  Counties 

1967  - 227,396 
1975  - 227,940 


EXISTING  FACILITIES 


Well-Baby  Clinics: 

Columbia  County:  Berwick,  1st  & 3rd  Tuesdays, 

10:00-12:00 

Bloomsburg,  Thursdays  9:00-12:00 
Millville,  2nd  & 4th  Mondays, 

2:00-4:00 

Montour  County  : Danville,  Thursdays  3:00-5:00 

Northumberland  County:  Herndon,  2nd  & last  Thursdays 

9:00-12:00 

Mt.  Carmel,  1st  & 3rd  Wednesdays 
1:30-3:30 

Shamokin,  1st  & 3rd  Tuesdays 
9:30-11:30 

Sunbury,  Tuesday  9:00-11:00 
Treverton,  1st  & 3rd  Fridays 
8:30-10:30 

Milton,  1st  & 3rd  Wednesdays 
2:00-4:00. 


Snyder  County:  Middleburg,  1st  & 3rd  Fridays  9:00-11:00 

Selinsgrove,  3rd  Tuesdays  2:00-4:00 

Union  County:  Mifflinburg,  2nd  & 4tb  Tuesdays  3:00-5:00 

Lewisburg,  2nd  & 4th  Thursdays  3:00-5:00 

Sunbury  Community  Hospital  (dental  clinic) 

Central  Diagnostic  & Evaluation  Center 

Family  Service  Agency,  Columbia  County  (family  counseling) 

Custodial  Community  Day-care  Classes  (4)  Northumberland 
County  Pennsylvania  Association  for  Retarded  Children’s 
Chapter. 

Selinsgrove  State  School  and  Hospital 
Laure  Iton  State  School  and  Hospital 
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Ebensburg  State  School  & Hospital 
Danville  State  Hospital 

Geisinger  Medical  Center  (private  medical  services) 

Ebcisting  Trainable  and  Educable  Glasses  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of  re- 
tardation. 


PROGRAMMED  FACILITIES  AND  SERVICES 


Detection  and  Case  Finding: 

Expansion  of  well-baby,  pre-natal  and  post-natal  clinical 
services,  particularly  in  soci o-culturally  deprived  areas  (Shamo- 
kin  and  Berwick)  at  Community  Hospitals  (Lewisburg,  Berwick, 
Bloomsburg,  Sunbury,  and  Shamokin  State  General).  Equipment  and 
space  for  450  examinations  per  year. --1967-1975. 

All  related  personnel  to  receive  training  in  mental  re- 
tardation and  detection  from  normal  expectancy.  Compulsory  test- 
ing as  developed--1967 . 

Diagnostic  Facilities: 

Coordination  of  diagnostic  and  evaluation  service  to  pro- 
vide expanded  and  improved  programs-"parti cularly  for  those  un- 
able to  pay.  (Central  Diagnostic  Gen ter/Selinsgrove  State  School 
& Hospital/  Geisinger  Medical  Center /Bloomsburg  Special  Educa- 
tion/ Danville  State  Hospital)-“1967 , 

Parent  Counseling  Service: 

Direct  service  for  counseling  from  the  Mental  Retardation 
Center  and  branches  at  Sunbury  and  Shamokin--1967-1971 . 

Einployment  of  two  social  workers  with  mental  retardation 
training  for  counseling  and  follow-up--1967-1971 . 

Homemaker  service  through  the  Department  of  Public  Assis- 
tance, either  on  a voluntary  basis  with  professional  direction 
and  training  or  on  the  staff  as  a salaried  employee“-1967 . 

Three  home  trainers  for  helping  parents  to  work  with  the 
retardate,  should  be  established  directly  by  the  Mental  Retarda- 
tion Center.  These  home  trainers  might  also  provide  home  or  oc- 
cupational teaching;  although  it  is  recommended  that  five  part- 
time  home  teachers  be  employed  under  the  Department  of  Public 
Instruction  to  meet  isolated  family  needs — and  non-ambulant  cases 
for  moderate  and  mild  retardates — 1967-1971. 
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Pre-school  Day  Care: 

Nursery  Sc±iooI  and  Special  Education  Classes : 

It  is  recommended  that  nursery  and  kindergarten  classes 
be  established  for  4 years  and  up--priority  being  given 
to  socio-culturally  deprived  areas  taking  2 years  and  up 
in  special  circumstances-- to  be  provided  through  the 
Department  of  Public  Instruction. 

Trainable  and  Educable  Glasses: 


A necessity  for  provision  of  an  adequate  service  to  the 
mentally  retarded  on  a high  uniform  standard. 

Adult  extension  programs  with  school  and  local  encourage- 
ment for  enrollment  to  be  set  up  in  socio-culturally  deprived 
areas- -1967-1 97 5. 

Need  additional  classes  for  the  mild  and  moderate  re- 
tardate. (Also  the  training  of  personnel  for  post-school  habili- 
tice  and  socialization  recreation  programs-- (a)  vocational  coun- 
seling; (b)  trade  training,  and  (c)  job  placement.) 

Day  and  Residential  Care : 

Custodial  Dav  Care: 

!■  11  , M m m.  i m ii  ■ 

The  four  classes  for  the  severely  retarded,  presently 
run  by  the  Northumberland  Chapter  for  Retarded  Children, 
should  be  transferred  to  the  Department  of  Public 
struction  or  Department  of  Public  Welfare.  These  classes 
should  be  increased  to  8 for  the  total  catchment  area: 
Northumberland  4 (existing) 

Columbia  ) 2 Berwick,  Bloomsburg  (Danville) 

Montour  ) ® 

Union  I Lewisburg 

Snyder  1 Middleburg 

Short-  and  Long-term  Residential  Care: 

The  State  Schools  shculd  provide  emergency  and  short-term 
care  for  the  severely  and  moderately  retarded. 

Direct  service  establishment  by  the  Mental  Retardation 
Center  c£  three  residential  homes  to  provide  for  50  mild 
retardates  (short  and  longer  term)--might  also  be  used 
by  State  institutions  as  half-way  homes--a  combined  ser- 
vice in  Sunbury  and/or  Shamokin--40  beds  (1  male  & 1 fe- 
male) and  social  recreational  space;  and  Bloomsburg--20 
beds  and  social  recreational  space.  To  be  administered 
by  the  staff  of  the  Mental  Retardation  Center  in  coopera- 
tion with  the  State  Sch ools--with  a joint  committee. 

These  retardates  to  receive  vocational  training  at  the 

-431- 


proposed  sheltered  workshops,  as  well  as  sheltered 
residence  i^en  working,  if  necessary. 

Institutional  Care: 

Extension  of  the  county  homes  for  older  retardates  and 
some  emergency  care  for  the  older  working  retardate.  See  regional 
recommendations  as  to  other  institutional  proposals  and  residen- 
tial care  for  half-way  and  foster  home  care--same  recommendation. 

Sheltered  Workshops: 

Establishment  of  a sheltered  workshop  in  central  Northum- 
berland County  (currently  being  planned)  with  a branch  in  Blooms- 
burg,  and  activities  centers,  for  adults,  either  as  a part  of  the 
sheltered  workshop  or  mental  retardation  center  custodial  day- 
care program--1967-1971-1975 . The  sheltered  workshop  project 
should  cover  (a)  trainable  and  (b)  vocational  supportive,  although 
the  schools  should  provide  increased  vocational  training  programs 
within  the  school  system. 

Employment  Services: 

Public  information  and  education  service  of  the  Mental 
Health/Mental  Retardation  Center  and  local  Pennsylvania  Associa- 
tion for  Retarded  Children’s  Chapters  to  promote  recruitment  and 
interest  of  prospective  employerS““1967 . 

Expansion  of  employment  services  by  Mental  Retardation 
Center  through  its  own  staff,  sheltered  workshop,  state  employ- 
ment service  and  public  schools. 

Community  Services: 

Medical  Services: 


Lewisburg,  Berwick,  Bloomsburg,  Sunbury. 

Coordination  with  hospitals  and  well-baby  clinics,  etc. , 
for  follow-up  by  social  worker  from  staff  of  Center. 

Dental  and  eye  clinical  services  sponsored  by  the  North- 
umberland County  Chapter  of  the  Pennsylvania  Association 
for  Retarded  Children  should  be  transferred  to  a public 
supported  clinic  within  the  Sunbury  Community  Hospital, 
with  whom  rapport  has  already  been  established,  and  other 
community  hospitals,  who  should  provide  ail  necessary 
clinical  services.  A speech  and  hearing  team  might  serve 
the  five  countiesr-1965-1975 . 

A dental,  eye,  speech  and  hearing  clinic  might  also  be 
established  at  Shamokin  State  General  Hospital,  socio- 
culturally deprived  area  as  a priority  action--1967. 
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Selinsgrove  State  School  & Hospital  might  extend  this 
service  to  the  community  for  the  severely  retarded  and, 
where  hospitalization  is  required,  for  the  more  disturbed, 
if  sufficient  staff  is  available--1967-1971 . 

Psychiatric  Services: 

Psychiatric  services  through  the  community  mental  health 
center  and  bran ches--1967 . 

Recreational  Services: 


A full-time  recreation  director  on  the  staff  of  the  Mental 
Retardation  Center  to  coordinate  activities.  Many  groups, 
i.e.,  school  districts,  community  agencies,  etc.,  who 
operate  recreation  playgrounds  and  recreation  programs 
throughout  the  area,  should  be  required  to  consider  proper 
facilities  and  instructors,  where  necessary,  for  the  re- 
tardate. 

NOTE;  It  is  proposed  to  share  some  staff  of  the  Center  and 

branches  with  mental  health--dire ctor , psychologist,  craft- 
worker/occupational  therapist,  educator. 

The  Mental  Retardation  Center  to  be  housed  with  the  Com- 
munity Mental  Health  Center  and  branches--1967-1975 . 
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COLUMBIA  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

53,420 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

182 

318 

80 

757 

1337 

Moderate 

29 

51 

13 

120 

213 

Severe 

7 

12 

3 

30 

52 

1971 

TOTAL 

POPULATION 

53,254 

Pre-school 

CO-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

182 

317 

80 

754 

1333 

Moderate 

29 

51 

13 

120 

213 

Severe 

7 

12 

3 

30 

52 

1975 

TOTAL 

POPULATION 

52 , 944 

Pre-school 

CO-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

180 

316 

79 

750 

1325 

Moderate 

28 

50 

13 

120 

211 

Severe 

7 

12 

3 

30 

52 

IT58 
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OOLUMBIA  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes  6 Senior  High 

48 

" 2 Junior  High 

75 

” 7 Elementary 

99 

” 2 Trainable 

30 

Total 

252 

Custodial  Care 

State  Schools 

Total 

49 

Waiting  Lists  as  of  June  30,  1964 

State  Schools 

Total 

14 

Reported 

Total 

315 
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MONTOUR  OOUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

17,937 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

61 

107 

27 

254 

449 

Moderate 

10 

17 

4 

41 

72 

Severe 

2 

4 

1 

10 

17 

*318 

1971 

TOTAL  POPULATION  18,477 


Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

63 

111 

28 

262 

464 

Moderate 

10 

17 

4 

42 

73 

Severe 

2 

TOTAL 

4 

1975 

POPULATION 

1 

19,123 

10 

17 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

65 

114 

29 

271 

479 

Moderate 

10 

18 

5 

43 

76 

Severe 

2 

4 

1 

11 

18 
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MONTOUR  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes 

2 

Secondary 

46 

ft 

2 

Elemen  tary 

31 

tl 

0 

Trainable 

6 

* Transported  to  CoLiimbia 
County 

Total  83 


Custodial  Care 

State  Sdi  ools 


Total  21 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  2 


Reported  Total  106 
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NORTHUMBERLAND  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPUIATION 

99,493 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

339 

593 

149 

1409 

2490 

Moderate 

54 

95 

24 

225 

396 

Severe 

13 

23 

6 

56 

98 

1971 

TOTAL 

POPULATION 

96,552 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

329 

575 

145 

1367 

2416 

Moderate 

52 

92 

23 

218 

385 

Severe 

13 

22 

6 

54 

95 

1975 

TOTAL 

POPULATION 

93,455 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

319 

557 

140 

1323 

2339 

Moderate 

50 

89 

22 

211 

372 

Severe 

12 

21 

6 

52 

91 
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NORTHUMBERLAND  OOUNTY 


REPORTED  PRE7/ALENGE  OF  MENTALLY  RETARDED 


Schools 


Glasses  11 

Secondary 

220 

“ 11 

Elementary 

165 

" 3 

Trainable 

51 

Total  436 


Custodial  Care 

State  Schools 


Total  141 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  38 


Reported  Total  615 
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SNYDER  CmJNTY 


HYPOTHETICAL  PREVALENCE  (F  MENTAL  RETARDATION 

1967 

TOTAL  POPULATION  28,007 


Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

96 

167 

42 

395 

701 

Moderate 

15 

27 

7 

63 

112 

Severe 

4 

TOTAL 

6 

1971 

POPULATION 

2 

29,402 

16 

28 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

100 

175 

44 

416 

735 

Moderate 

16 

28 

7 

66 

117 

Severe 

4 

TOTAL 

7 

1975 

POPULATION 

2 

30,825 

16 

29 

"MT 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20  - 24) 

Adults 

(26-) 

Total 

Mildly 

105 

184 

46 

436 

771 

Moderate 

17 

29 

7 

70 

123 

Severe 

4 

7 

2 

17 

30 
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SNYDER  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes  3 Senior  High 

*’  1 Junior  High 

” 3 Elementary 

*'  2 Trainable 


Custodial  Care 

State  Schools 


60 

18 

54 

n 

Total  153 


Total  25 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Tot  al  9 


Reported  Total  187 
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UNION  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

28,539 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

97 

170 

43 

404 

714 

Moderate 

15 

27 

7 

64 

113 

Severe 

3 

7 

2 

16 

28 

1971 

TOTAL 

POPULATION 

29,999 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

102 

179 

45 

424 

750 

Moderate 

16 

28 

7 

68 

119 

Severe 

4 

7 

2 

17 

30 

1975 

TOTAL 

POPULATION 

31,593 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

108 

188 

47 

447 

790 

Moderate 

17 

30 

8 

72 

127 

Severe 

4 

7 

2 

18 

31 

“52+5 
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UNION  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes 

2 

Senior  High 

31 

It 

2 

Junior  High 

36 

ft 

2 

Elementary 

36 

ft 

1 

Trainabl e 

6 

Total  109 


Custodial  Care 

State  Schools 


Total  43 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  6 


Reported  Total  158 
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CATCHMENT  AREA  #5 


Population : Huntingdon/Juniata/Mif f Lin 

1965  - 96,610  Counties 

1967  - 99,595 

1975  - 98,581 


EXISTING  FACILITIES 


Well-Baby  Clinics: 

Huntingdon  County: 

Huntingdon  - Fridays,  3:00-5:00 
Mount  Union  - Wednesdays,  3:00-5:00 
Orbisonia  - Lst  & 3rd  Fridays,  2:00-4:00 

Juniata  County: 

Mifflintown  - Tuesdays,  10:00-12:00 
Mifflin  County: 

Lewistown  - Mondays,  9:00-12:00 
Reedsville  - Wednesdays,  9:30-11:30 

Central  Diagnostic  & Evaluation  Center  (limited  diagnosis) 
Penn  State  University  (a  speech  and  hearing  service) 

Family  Counseling  Service  (Mifflin  County  only) 

Mifflin  County  Pennsylvania  Association  for  Retarded 
Children 


Ebensburg  State  School  and  Hospital 

Gresson  State  School  and  Hospital 

Laurelton  State  School  and  Hospital 

Nelson  Boarding  Home  (limited  12  bed  residential) 

Lewistown  Hospital  (dental  clinic) 

Family  Counseling  Service,  Lewistown  (a  limited 
psychiatric  service) 

Existing  trainable  and  educable  classes  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of  retardation. 


PROGRAMMED  FACILITIES  AND  SERVICES 


Detection  and  Case  Finding: 

Expansion  of  the  Health  Center’s  Well-Baby  and  other  pro- 
grams; through  adequate  training  of  all  related  professional 
personnel  In  detection  of  mental  retardation. 

Expanded  pre-natal,  natal,  and  post-natal  clinics  at  the 
Community  Hospitals,  especially  in  this  low  socio-culturally 
deprived  area;  also  through  the  referral  service  of  this  commun- 
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ity  Mental  Health/Men tal  Retardation  Center. --1967-1975. 

Expand  pre-school  testing  program  and  extension  of  school. 

Visual,  speech,  and  hearing  clinical  staff  to  have  special 
training  in  mental  retardation  and  clinical  services  to  be  avail- 
able at  the  two  Community  Hospitals--1967-1971 . 

Establishment  of  a Mental  Retardation  Center--possibly 
housed  with  mental  health  and  sharing  some  staff,  or  at  the  pro- 
posed residential  home--1967. 

Diagnostic  Facilities: 

A complete  diagnostic  evaluation  center  for  mental  and 
physical  medical  center  within  a 60-80  mile  radius  (Hershey  Medi- 
cal Center  and  Cresson  State  School):  Motification  of  all  sus- 
pected orphan  cases  to  be  sent  to  the  local  Mental  Health/Mental 
Retardation  Center,  where  staff  experienced  in  mental  retardation 
can  follow  up--1967-1971 . 

Parent  Counseling  Services: 

A social  worker  on  the  staff  of  the  Mental  Retardation  Cen- 
ter experienced  in  this  field  to  develop  follow-up  and  home  train- 
ing programs--1971 . 

Counselors  to  work  with  the  family  unit  in  understanding 
and  accepting  problems  with  support  and  supervision  of  the  Center’s 
clinical  staff--1971. 

Pre-school  Day  Care: 

Nursery  School  & Special  Education  Classes  (socio-culturally 
deprived) : 

Mifflin  Gounty“-most  of  the  pre-school  retardates  are  from 
low  income  groups.  There  is  no  transportation  available 
for  the  existing  facility.  We  would  recommend  that  this 
program  be  run  by  the  Department  of  Public  Instruction, 
starting  at  age  3,  with  no  limitations--all  to  be  accepted-- 
1967-1971. 

Juniata  could  use  Mifflin  County  facilities,  but  cannot 
at  present,  owing  to  the  problem  of  transportation.  Hunt- 
ingdon wishes  to  have  a program,  and  have  a very  large 
percentage  in  the  low  income  group--1967-1971 . 

Trainable  and  Educable  Glasses: 


See  regional  recommendation  on  need  to  establish  an  ade- 
quate number  of  classes  and  teachers  throughout  the  State.  In 
these  counties  a more  rounded  program  is  recommended,  including 
a speech  therapist  and  a physical  education  teacher,  interested 
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and  trained  in  retardation  to  serve  the  area--under  the  De- 
partment of  Public  Instruction;  also  a home  teacher/occupational 
therapist  for  rural  non-ambulent  cases — 1967-1975. 

Day  & Residential  Care: 

Custodial  Day  Care: 

Custodial  day  care  for  children  in  the  three  counties  is 
needed  and  recommended  as  being  provided  through  the  De- 
partment of  Public  Instruction--1967-1971. 

Owing  to  the  rural  future  of  this  area,  the  use  of  home 
trainers/craf tworkers  working  in  homes  or  establishing 
small  groups  where  possible  is  recommended--1967-1971. 

Short-term  Residential  Care  and  Long-term  Residential  Care : 

Short-term  residential  and  emergency  care  should  be  under- 
taken by  the  State  Schools  for  severe  and  other  problem  retar- 
dates— 1967 . 

The  Community  Mental  Health/Mental  Retardation  Centers 
Cat  Lewistown  and  Huntingdon)  should  consider  taking  hospital 
short  stay  remedial  cases  for  attention  of  specific  problems 
that  cannot  be  handled  locally. 

A residential  home  should  be  established  by  the  Center 
at  Lewistown  and  Huntingdon  for  the  mildly  retarded,  combined 
with  longer-term  residence  for  retardates  who  can  work,  but  re- 
quire sheltered  environment  or  vocational  training.  10  beds 
and  day  space--Huntingdon ; 15  beds  and  day  space — Lewistown--1971 . 

Institutional  Care: 

Appears  adequate  for  this  area. 

Sheltered  Workshops: 

Expansion  of  the  program  of  the  Juniata  Foundation  Branch, 
Pennsylvania  Association  for  the  Blind,  in  planning  stage  to 
provide  programs  for  retardates--educable , trainable,  and  ac- 
tivities--has  excellent  recreational  program.  Has  applied  for 
operational  State  Grant-in-Aid  money  for  first  phase  of  expan- 
sion--1967 . 

Huntingdon  and  Juniata  Counties  require  transportation. 
(Both  of  these  counties  have  a high  rate  of  retardates  in  lower 
income  groups . >--1967-1971 . 

Establishment  of  branch  in  Huntington--1971 . 

Employment  Services: 

Inadequate  in  all  three  counties. 
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Developrnent  of  service  through  staff  of  Mental  Retarda- 
tion Center--1967 . 

Community  Services: 

Medical  Services: 

See  Well-Baby  Clinics.  Recommend  establishment  of  ade- 
quate clinical  services  at  community  hospitals:  dental, 
eye,  speech,  and  hearing. 

Psychiatric  Services: 

To  be  provided  through  the  Community  Mental  Health/Re- 
tardation Centers--1967 . 

Recreational  Services: 

A recreation  coordinator  to  develop  and  stimulate  programs 
in  catchment  area--on  the  staff  of  the  Mental  Retardation 
Center- -1967 -1971. 

Wherever  the  Mental  Retardation  Center  is  established, 
some  adaptation  or  construction  will  be  necessary  to  pro- 
vide adequate  space. 

NOTE:  Extracted  here  are  some  statements  from  the  Catchment 

Area  proposals  as  received  from  the  community  representa- 
tives submitting  information:  "Educating  the  public 
seems  to  be  an  urgently  needed  job."  "Recreation  is  edu- 
cation for  a retardate,  we  have  facilities,  but  no  coor- 
dinators or  staff."  "We  feel  that  a professional  coordi- 
nator or  administrator  for  the  retardates  should  be  in  the 
area."  "Parent  groups  are  sometimes  too  close  to  the  prob- 
lem and  too  small  a group  to  be  a power  and  heard." 

All  three  counties  express  dissatisfaction  with  present 
community  services  and  attitudes  toward  retardate--their 
lack  of  knowledge  and  concern. 
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HUNTINGDCH^  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

38,519 

Pre-school 

CO-6) 

School  Age 
C6-19) 

Young  Adults 
C20-24) 

Adults 

(26-) 

Total 

Mildly 

131 

230 

58 

545 

964 

Moderate 

21 

37 

9 

87 

154 

Severe 

5 

9 

2 

22 

38 

TT^ 

1971 

TOTAL 

POPULATION 

37,848 

Pre-school 

CO-6) 

School  Age 
C6-19) 

Young  Adults 
C20-24) 

Adults 

(26-) 

Total 

Mildly 

129 

226 

57 

536 

948 

Moderate 

20 

36 

9 

86 

151 

Severe 

5 

9 

2 

21 

37 

TTJE 

1975 

TOTAL 

POPULATION 

37,129 

Pre-school 

CO-6) 

School  Age 
C6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

127 

221 

56 

526 

930 

Moderate 

20 

35 

9 

84 

148 

Severe 

5 

8 

2 

21 

36 

TTO 
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HUNTINGDON  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 

Schools 

Classes  5 Secondary  110 

’*  9 Elementary  127 

” 1 Trainable  

Total  253 

Custodial  Care 

State  Schools  Total  80 

Waiting  Lists  as  of  June  30,  1964 
State  Schools 

Total  22 


Reported  Total  355 
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JUNIATA  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

16,380 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

56 

98 

24 

232 

410 

Moderate 

9 

16 

4 

36 

65 

Severe 

2 

4 

1 

9 

16 

■TOT 

1971 

TOTAL 

POPULATION 

16,684 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

57 

99 

25 

237 

418 

Moderate 

9 

16 

4 

38 

67 

Severe 

2 

4 

1 

9 

16 

1975 

TOTAL 

POPULATION 

16,994 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

58 

101 

25 

241 

425 

Moderate 

9 

16 

5 

38 

68 

Severe 

2 

4 

1 

10 

17 

■3nj 
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JUNIATA  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes  2 

Secondary 

59 

tt  4 

Elementary 

46 

..  2 

Trainable 

19 

Total  124 


Custodial  Care 

State  Schools 


Total  15 


Waiting  Lists  as  cf  June  30,  1964 
State  Schools 


Total  7 


Reported  Total  146 
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MIFFLIN  CDUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATION 

44,518 

Pre- school 
C0-9_ 

School  Age 
C6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

152 

265 

67 

630 

1114 

Moderate 

24 

42 

11 

101 

178 

Severe 

6 

10 

3 

25 

44 

TSJE 

1971 

TOTAL 

POPULATION 

44,500 

Pre-school 

CO-6) 

School  Age 
C6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

152 

265 

67 

630 

1114 

Moderate 

24 

42 

11 

101 

178 

Severe 

6 

10 

3 

25 

44 

T356 

1975 

TOTAL 

POPULATION 

44,458 

Pre-school 

(0-6) 

School  Age 
C6-19) 

Young  Adults 
C20-24) 

Adults 

(26-) 

Total 

Mildly 

152 

265 

67 

630 

1114 

Moderate 

24 

42 

11 

101 

178 

Severe 

6 

10 

3 

25 

44 

rm 
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MIFFLIN  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 


Classes 

7 

Secondary 

162 

tt 

9 

Elementary 

138 

ti 

2 

Trainable 

22 

Total  322 


Custodial  Care 

State  Schools 


Total  58 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total  15 


Reported  Total  395 


-453- 


CATCHMENT  AREA  #6 


Population : 

1965  - 79,430 
1967  - 77,607 
1975  - 72,800 


Clearfield  County 


EXISTING  FACILITIES 


Well-Baby  Clinics: 

Dubois  - 1st  & 4th  Tuesdays,  10:00-12:00 
Raiaey  - 1st  & 3rd  Wednesdays,  2:30-4:30 

Child  Welfare  Agency  (very  limited  foster  home  placement 
service) 

Youth  Development  Center 

Warren  State  Hospital 
Cresson  State  School  & Hospital 
Ebensburg  State  School  & Hospital 
Laurelton  State  School  & Hospital 
Ridgway  Clinic 

Ebcisting  trainable  and  educable  classes  are  listed  in  the 
next  section,  following  hypothetical  prevalence  of  retardation. 


PROGRAMMED  FACT U TIES  AND  SERVICES 


Detection  and  Case  Finding: 

Ebcpansion  of  Health  Center's  Well-Baby  and  other  programs. 
Adequate  training  of  all  related  professional  personnel  in  detec- 
tion of  Mental  Retardation. 

Improved  pre-natal,  natal  and  post-natal  clinics — espec- 
ially in  this  low  socio-culturally  deprived  area;  also,  through 
the  referral  service  of  the  Community  Mental  Health/Retardation 
Center. 


Expand  the  pre-school  testing  program. 

Visual,  Speech,  and  Hearing  Clinic  staff  to  have  special 
training  in  Mental  Retardation--1967-1975. 

Diagnostic  Facilities: 

To  be  met  through  the  proposed  Comntunity  Mental  Health/ 
Retardation  Center  at  Clearfield  Hospital,  with  personnel  trained 
in  this  field--1967-1975. 
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Parent  Counseling  Service: 


A social  worker  of  the  Community  Mental  Health/Retardation 
Center,  with  training  in  mental  retardation,  and  a family  counsel- 
ing service  developed  by  the  Center--1967-1971 . 

A home  training  and  occupational  program  developed  by  the 
Center  for  severe  and  moderate  cases  through  the  use  of  trained 
volunteers 

Pre-school  Day  Care 

Nursery  School  and  Special  Education  Classes: 

Seven  classes  for  moderate  and  mild  (where  identified)  in 
socio-culturally  deprived  areas,  including  the  special 
circumstances  2-3  years  and  up,  as  part  of  the  Department 
of  Public  Instruction  or  Department  of  Public  Welfare’s 
program- -1967 -1971. 

Trainable  Classes: 

Improvement  of  programs  for  this  group. 

Educable  Classes: 

Appears  adequate. 

Adult  extension  programs  with  school  and  local  encourage- 
ment for  enrollment  to  be  set  up  in  socio-culturally  deprived 
areas- -1967-1975. 

Day  and  Residential  Care: 

Custodial  Day  Care: 

A day  care  activities  center  as  part  of  the  Mental  Re- 
tardation Center’s  program  for  28  children,  ages  0-19 
C3  groups)--1967-1971. 

Terminal  group- -for  50:  21  years  and  up  as  part  of  Shel- 
tered Workshop  or  of  Activities  Center--1971 

Short-term  Residential  Care: 

To  be  an  extension  of  the  Cresson  State  School  & Hospital 
service . 

A residential  home  to  be  established  for  the  mildly  re- 
tarded--20  beds  with  social  recreational  space. 

Long-term  Residential  Care: 

See  short-term  residential  care,  and  development  of  fos- 
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ter  and  group  home  service  through  the  staff  of  the  Men- 
tal Retardation  Center,  coordinated  with  existing  agencies. 

Institutional  Care: 

Adequate  for  this  area.  Hcwever,  we  recommend  the  use  of 
a community  residential  home  as  a half-way  house  through  the  pur- 
chase of  service. 

Sheltered  Workshops: 

A sheltered  wcrkshop  is  currently  being  planned  by  a local 
community  group — led  by  the  Bureau  of  Vocational  Rehabilitation, 
Dubois- -196 7-1 971, 

Programs  to  cover:  Cl)  educable;  (2)  trainable;  (3)terminal 
adult--mi^t  be  combined  with  or  take  t^  place  of  a day  care 
activities  center. 

To  be  coordinated  with  other  services  by  the  Mental  Retard- 
ation Center’s  staff. 

Employment : 

Placement  to  be  improved  and  developed  by  the  Mental  Retard- 
ation Center  through  the  School  system.  State  Employment,  and 
Bureau  of  Vocational  Rehabilitation. 

Community  Services: 

Medical : 

Dental  and  other  clinics  to  be  developed  and  coordinated 
with  existing  services  through  the  Mental  Retardation  Center 

Psychiatric : 

To  be  provided  through  the  staff  of  a combined  Mental  Healthy 
Retardation  Center. 

Recreational : 

Development  of  a program  for  year-round  activities  to  be 
the  responsibility  of  the  Director  of  the  Center:  through 
schools,  community  and  local  service  groups,  such  as  the 
Jaycees . 
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CLEARFIELD  COUNTY 


HYPOTHETICAL  PREVALENCE  OF  MENTAL  RETARDATION 

1967 


TOTAL 

POPULATI ON 

77,706 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

265 

463 

117 

1100 

1945 

Moderate 

43 

74 

18 

175 

300 

Severe 

10 

18 

5 

43 

76 

THT 

1971 

TOTAL 

POPULATION 

75,282 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

257 

448 

114 

1065 

1884 

Moderate 

41 

71 

18 

170 

300 

Severe 

10 

17 

5 

42 

74 

1975 

TOTAL 

POPULATION 

72,800 

Pre-school 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

248 

434 

109 

1031 

1822 

Moderate 

39 

69 

17 

165 

290 

Severe 

9 

17 

4 

41 

71 
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CLEARFIELD  COUNTY 


REPORTED  PREVALENCE  OF  MENTALLY  RETARDED 


Schools 

Classes  18  Secondary 
" 15  Elementary 

” 2 Trainable 

Total 

Custodial  Care 

State  Schools 


Total 


Waiting  Lists  as  of  June  30,  1964 
State  Schools 


Total 


Reported  Total 


488 

381 

30 

899 


114 


31 


1044 
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RESEARCH  AND  PROGRAM  EVALUATION 


In  accordance  with  the  spirit  of  Public  Law  88-164,  de- 
velopment of  priority  areas  should,  to  an  important  extent,  be 
based  on: 

(1)  the  population  distribution  of  a catchment  area; 

(2)  the  extent  of  the  need  for  facilities  for  the 
mentally  retarded;  and 

(3)  financial  need  of  the  catchment  area. 

Any  current  indecision,  reluctance,  or  rejection  of  the 
‘'community  mental  health/mental  retardation  center"  concept  by 
administrators,  and  other  influential  personnel,  should  ideally 
not  be  a deterrent  to  ongoing  plans  and  programs  for  more  ef- 
fective service  to  individuals  handicapped  by  problems  of  mental 
health  and  mental  retardation. 


Consideration  in  future  plans  must  be  based  on  the  poten- 
tial of  present  facilities  and  personnel  to  integrate  or  add  to 
the  community  mental  health/mental  retardation  concept. 


With  consideration  of  the  above  factors  as  a basis  for 
establishing  priorities,  the  following  analysis  is  being  proposed: 


Priority  Areas 


Auspices 


Financing 


1.  Bradford/Sullivan  Counties  State  community  Mental  Federal/ 

Health/Mental  Retarda-  State/ 
tion  Center  Local 


2.  Clearfield  County,  very 
low  socio- culturally  de- 
prived area 

3.  Huntingdon/Juniata/ 
Mifflin  Counties 


4.  Lycoming/Tioga/Clinton 
Counties 


5.  Columbia/Montour/  " 

Northumberland/Snyder/ 

Union  Counties 

6.  Centre  County  University  Mental 

Health/Mental  Re- 
tardation Center 


Federal/ 

State/ 

University/ 

Local 
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Additional  Suggestions: 


(a)  State  Schools  & Hospitals  might  have  Directors  of  Research 
and  use  outside  professional  consultant  staff,  as  well  as 
institutional  staff,  so  that  every  diild  is  seen  by  a com- 
bined group  for  at  least  an  annual  evaluation,  after  thorough 
diagnosis.  The  cost  of  this  service  is  estimated  to  be  the 
price  of  one  full-time  physician  a year. 

(b)  It  is  recommended  that  there  be  an  expansion  of  existing 
field  research  projects  in  institutions  in  conjunction  with 
universities  and  colleges. 

(c)  Under  the  auspices  of  the  Central  Pennsylvania  Council  on 
Research  in  Mental  Retardation  expanded  programs  of  demon- 
stration units  for  prevention  are  needed. 

(d)  Suggested  also  by  this  council  is  the  affiliation  of  Uni- 
versity bio-chemical  and  bio-genetic  (Hershey)  laboratories, 
with  State  Schools  and  Hospitals. 

(e)  History  taking  in  hospitals,  pre-natal,  natal,  and  post- 
natal clinics  should  be  much  improved,  with  better  data  prep- 
aration. Most  of  the  forms  now  used  are  out-dated  for 
research  purposes. 

(f)  An  Area  Center  for  storage  and  data  retrieval  on  individuals 
evaluated,  treated,  or  educated  by  agencies  should  be  es- 
tablished. Coding  of  information  will  facilitate  research 
efforts  of  individiial  or  cooperating  agencies. 
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PUBLIC  AND  PROFESSIONAL  INFORMATION 


Region  IV  at  first  sight  is  lacking  in  the  number  of  Public 
or  Professional  Information  sources  for  dissemination  of  educa- 
tional material  on  mental  retardation.  However,  a second  look 
reveals  a number  of  sources  for  professional  information--what 
is  lacking  is  stimulation,  coordination,  and  concentration  of 
effort  for  the  better  utilization  of  these  resources. 

There  are  in  Region  IV  five  universities  and  three  state 
colleges,  two  state  schools  and  hospitals,  which  have  volunteer 
service  departments,  but  which  have  no  public  relations  or  in- 
formation service  as  such.  All  have  libraries  containing  refer 
ence  material,  and  there  is  a recently  established  educational 
TV  system  at  Penn  State  University.  The  Director  of  this  Chan- 
nel is  interested  in  developing  programs  in  mental  retardation, 
as  well  as  mental  health,  and  has  expressed  a desire  to  conduct 
well-structured  programs  with  a variety  of  approaches,  including 
the  possible  making  of  a film  to  cover  a generally  neglected 
field — the  socio-culturally  retarded. 

As  far  as  the  Public  is  concerned,  there  is  little  available 
beyond  the  efforts  of  the  Pennsylvania  Association  for  Retarded 
Children's  Chapters  and  the  two  State  Schools  and  Hospitals  in 
the  area. 

Mental  Health  and  Mental  Retardation  "Weeks"  through  the 
State  Hospital  and  State  Schools  and  Hospitals  are  actively 
directed  toward  creating  interest  in  high  school  and  college 
students  in  careers;  in  developing  an  awareness  and  understand- 
ing of  retardation  and  mental  health  in  professional  groups,  as 
well  as  in  the  community. 

The  radio  stations  and  the  press  are  receptive  to  structured 
programs,  but  little  has  been  done  to  provide  th ought -provoking 
material . 

A public  information  service  should  be  a part  of  each  catch- 
ment area’s  retardation  program  and  should  be  coordinated  and 
developed  by  the  Mental  Retardation  Centers,  Pennsylvania  Asso- 
ciation for  Retarded  Children's  Chapters  and  a Regional  State 
employed  educator. 

Adult  extension  courses  should  also  be  urged  to  include 
mental  retardation  as  part  of  their  curriculum. 

In  this  era  of  high  pressure  public  relations  and  all  of 
its  connotations  this  committee  believes  that  steps  should  be 
taken  to  correct  this  weakness. 

While  this  is  not  a recommendation,  it  has  been  suggested 
that  the  information  services  of  the  State  Colleges  of  Pennsyl- 
vania and  the  TV  Educational  Channels  be  utilized  in  the  field. 
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Economy  of  time  and  money  can  be  effected  by  a move  of  this 
nature,  as  well  as  the  utilization  of  professional  training. 


MANPOWER 


Indices  used  in  estimating  needs  for  service  and  staffing 
are  shown  in  Hypothetical  Prevalences  and  at  the  end  of  the 
section  on  Regional  Recommendations. 

Deficiencies  in  manpcwer  are  indeed  the  greatest  stumbling 
blocks  to  progress  in  the  understanding  of  and  services  for  the 
retarded.  Until  this  shortage  can  be  overcome  through  knowledge 
of  what  meaningful  and  regarding  career  openings  there  are  in 
this  field,  and  through  training  programs  for  related  personnel 
to  enable  them  to  render  a more  worthwhile  and  knowledgeable 
contribution,  no  real  progress  can  be  made. 

A beginning  can  be  attonpted,  however,  by  establishing 
recommended  Mental  Retardation  Centers  with  strong  well-moti- 
vated and  suitably  trained  directors  to  develop  necessary  co- 
ordination of  existing  agencies  and  services  as  a means  of  fill- 
ing immediate  gaps,  and  thereafter,  the  development  of  other 
proposals  to  fill  unmet  needs. 

By  developing  these  important  programs  with  the  possibilities 
also  of  research  and  coordinated  groups  of  professionals  having 
regular  staff  meetings  of  "teams”,  as  well  as  by  profession, 
the  necessary  overall  teamwork  can  be  built  up  to  bring  about 
the  exchange  of  ideas  and  knowledge  v^ich  all  feel  necessary  to 
maintain  "progress”,  rather  than  a feeling  of  "stagnation.” 

The  reference  to  "teamwork”  is  often  used  loosely  and  with 
no  true  meaning:  a team  is  one  where  all  staff  of  an  institu- 
tional unit  or  school  program  meet  on  an  equal  level  to  discuss 
each  "case"  or  pupil  which  team  members  may  have  in  their  care-- 
not  just  the  different  professional  levels:  attendants  are  as 
vital,  for  instance,  to  an  institutional  "case"  as  the  physician, 
who  sees  each  one  only  occasionally  for  a short  period. 

We  suggest  that  a sample  staffing  of  a Mental  Retardation 
Center  for  100,000  population  might  be: 

Director 

clinical  psychologist 
two  social  workers 

recreational/ occupational  supervisor 

home  training  consultant 

speech  pat±iologist 

audiologist 

medical  consultant 

educator 

In  smaller  areas,  some  positions  might  be  combined  or  be 
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part  time,  according  to  the  experience  of  the  director,  and  in 
larger  ones,  more  than  one  social  worker  would  be  required. 

Sheltered  Workshop  and  Residence  staff  would  also  be  re- 
quired . 

At  the  professional  level,  existing  staff  in  some  institu- 
tions is  low--part icularly  in  occupational  therapy--and  we 
recommend  that  a strenuous  endeavor  be  made  to  raise  institu- 
tional staff  to  American  Association  for  Mental  Deficiency 
standards,  by  higher  salaries  in  some  instances  and  through 
challenging  milieus  of  employment. 


PROGRAM,  STRUCTURE  AND  FINANCE 

In  each  area  of  service  as  defined , the  committee  felt  that 
a prerequisite  to  successful  implementation  is  the  establishment 
of  a Community  Mental  Health  Center,  with  a dedicated  and  know- 
ledgeable Director,  whose  functions  shall  be  to  coordinate  exist- 
ing services,  develop  and  administer  new  ones,  and  build  up 
public  informational,  educational,  and  training  programs  with 
universities,  state  facilities  and  existing  agencies  in  each  area. 

It  is  felt  that  state  institutions  and  services  are  vital 
to  the  overall  program  of  mental  health,  increasingly  so  with 
changing  roles  and  patterns  of  service  which  will  inevitably 
develop  through  the  dynamic  processes  of  coordination  and  inte- 
gration of  state  and  community  at  all  levels,  the  exchange  of 
inter-state  programming  ideas  and  with  visionary  federal  stimu- 
lus . 


To  enable  the  state  institutions  to  begin  to  play  their 
vital  role,  however,  it  is  essential  that  they  have  sufficient 
funds  to  pay  competitive  professional  salaries  and  budget  posi- 
tions to  meet  the  American  Psychiatric  Association  standards, 
also  that  they  have  scope  for  initiative  and  are  allowed  suf- 
ficient flexibility  to  provide  a challenging  milieu  of  service. 

It  is  to  the  state  institutions  that  the  community  will  look 
for  resources  for  in-training  of  personnel;  for  consultative 
services;  and  for  the  provision  of  special  services,  such  as 
alcoholic  and  drug  addictive  treatment  units,  children’s  resi- 
dential units  for  the  severely  disturbed,  and  for  university- 
affiliated  research  programs. 

The  full  regional  committee  met  on  several  occasions  to  con- 
sider their  recommendations  for  Program,  Structure  and  Finance. 
Their  final  recommendations  are  as  follows: 

A.  State  Responsibility:  That  the  overall  state  authority 
be  established  through  a separate  Department  of  Mental 
Health,  having  under  its  purview  two  offices:  Mental 
Health  and  Mental  Retardation. 
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One  of  the  primary  responsibilities  of  these  two  offices 
should  be  the  earliest  possible  implementation,  through 
other  state  departments  concerned  of  proposals  for  pre- 
vention and  research.  Other  preventative  programs  and 
training  are  seen  as  the  responsibility  of  coordinated 
state  and  local  community  programs.  In  this  respect, 
both  state-operated  programs  and  community  services, 
particularly  in  areas  of  low  socio-economic  background, 
might  be  integrated  and  coordinated  more  closely  than 
in  the  past. 

B.  Regional  Responsibility:  Under  this  department,  the  com- 
mittee recommends  a Regional  Mental  Health/Mental  Re- 
tardation Planning  Board,  the  members  of  whom  should  be 
appointed  by  the  Commissioners  of  Mental  Health  and  Mental 
Retardation,  with  nominations  from  existing  regional  com- 
mittees. As  suggested  by  the  Task  Force  on  Program, 
Structure  and  Finance,  it  would  be  the  function  of  this 
Board  to  act  as  a coordinating  body  for  the  region,  con- 
cerned with  problems,  such  as  service  coverage,  duplica- 
tion, priorities  and  the  role  of  special  agencies. 

The  committee  strongly  recommends  the  appointment  of 
regional  coordinators  to  serve  and  advise  not  only  the 
region,  but  also  at  the  local  level: 

1.  A regional  consultant  for  coordinating  construction 
and  advising  on  operational  programs; 

2.  A regional  educator  or  an  assistant  coordinator  to 
support  an  educational  program  which  is  seen  by 
this  committee  as  vital  to  not  only  the  whole  pro- 
gram (a)  to  recruit  and  train  personnel,  (b)  to 
enlist  community  support,  (c)  fcr  the  understand- 
ing of  mental  health  and  retardation  at  all  levels. 

The  committee  feels  strongly  that,  unless  the  state 
field  staff  have  these  definite  responsibilities 
and  sufficient  time  to  devote  to  them,  they  will 
not  be  utilized  economically  or  to  their  best  ad- 
vantage for  either  the  community  or  the  state. 

G.  Delivery  of  services  at  the  local  level:  After  con- 
siderable discussion  and  thought  on  the  five  alternative 
suggestions  submitted  by  the  Task  Force  on  Program, 
Structure  and  Finance,  the  committee  recommends  the  es- 
tablishment of  Catchment  Area  Mental  Health/Mental  Re- 
tardation Boards:  The  basis  for  establishing  responsi- 
bility to  lie  with  the  county  commissioners. 

Representation  should  be  composed  of  people  knowledgeable 
in  the  field  and  from  other  areas  to  be  determined  and 
spelled  out  in  the  by-laws  of  each  board.  There  might 
also  be  advisory  committees,  consisting  of  members  of 


mental  health  agencies  and  state  facilities  in  these 
fields  and  related  services  at  both  levels^-Regional 
and  Catchment  Area. 

In  Catchment  Areas  of  more  than  one  county,  representa- 
tion should  be  on  a proportionate  population  basis,  with 
each  board  having  a minimum  of  nine  members. 

Many  of  the  other  principles  established  by  the  New  York 
State  law  might  be  adopted  as  part  of  the  constitution 
of  these  boards  as  they  are  set  up. 

It  is  expected  that  the  Community  Mental  Health/Mental 
Retardation  Centers  would  be  the  responsible  agency  (or 
agencies)  functioning  on  behalf  of  the  board  to  see  that 
services  are  developed  and  delivered  locally. 

An  important  additional  responsibility  of  the  centers 
might  be  the  coordination  of  services  of  new  develop- 
ments and  those  already  being  rendered  by  public  agen- 
cies. They  should  also  be  able  to  arrange  for  the  pur- 
chase of  service  from  private  agencies  through  the  use 
of  state  and  federal  grants. 

In  the  program  for  each  Catchment  Area  recommendations 
are  made  for  the  actual  rendering  of  services  by  the 
centers  other  than  treatment. 

In  each  Catchment  Area  recommendations  have  been  made 
for  the  establishment  of  centers,  although  it  is  realized 
that  such  recommendations  are  subject  to  review  and  al- 
teration when  the  community  is  actually  called  on  to  im- 
plement the  programs. 

Financing: 

1.  Ihe  overall  state  authority  should  be  responsible  for  ad- 
ministering state  and  local  funds  allocated  to  mental 
health  and  mental  retardation  programs. 

2.  Ihe  regional  committee  recommends  that,  in  general,  the 
fiscal  responsibility  of  the  state  should  continue  as  at 
present,  except  in  instances  where  the  state  is  unable 

to  provide  services,  the  particular  state  department  con- 
cerned should  purchase  service  from  a mental  health 
agency.  Reimbursement  should  be  made  through  the  Mental 
Health/Mental  Retardation  Center  to  agencies  to  the  ex- 
tent of  similar  services  within  the  state's  per  diem 
costs. 

3.  In  establishing  a breakdown  for  state  and  local  govern- 
ment fiscal  responsibility,  procedures  should  be  estab- 
lished on  ability  to  provide  funds,  basically  similar  to 
the  Grant- in-Aid  policy.  It  is  recommended  that,  in 
most  of  the  more  depressed  areas,  a breakdown  might  be 
set  at  90%  state/federal  and  10%  local  funds.  There  are 
areas,  however,  where  even  10%  would  be  difficult  to 
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raise  and  possibly  prohibit  the  implementation  of  pro- 
posals . 

4.  Private  and  voluntary  funds  should  continue  to  be  sought 
and  encouraged  as  part  of  the  local  share  of  financial 
responsibility:  in  particular,  United  Funds  and  Community 
Chests  should  be  encouraged  to  support  these  programs. 

5.  The  community  should  encourage  the  establishment  of  a 
formula  for  collection  of  fees,  based  on  ability  to  pay-- 
the  state's  out-patient  clinics  to  be  a part  of  this. 

6.  The  responsible  state  authority  should  establish  adequate 
building  and  operational  standards,  and  all  agencies  seek- 
ing subsidies  or  from  whom  services  are  purchased  should 
meet  these  standards. 

The  committee  further  recommends  that  the  state  authority 
appointed  shall  carefully  investigate  the  area  of  subsidy 
and  purchase  of  service. 

7.  An  effort  should  be  made  at  all  levels  to  obtain  an  ex- 
tension of  insurance  coverage. 


FINAL  TRIBUTES 


Before  closing  we  feel  that  once  again  we,  as  a committee, 
should  render  our  deep  appreciation  to  all  the  volunteers  who  have 
worked  so  hard  with  us  and  who  have  given  free  service  so  willing- 
ly to  produce  what  we  hope  will  prove  to  be  a worth^ile  basis 
for  implementation  to  provide  services  for  all  retardates  and  their 
parents . 

Special  mention  should  be  made  of: 

The  Pennsylvania  Association  for  Retarded  Children's  Ghap- 
ters--for  their  support  throughout. 

The  Central  Pennsylvania  Council  on  Research  in  Mental  Re- 
tardat ion“-f or  their  endorsement  of  the  Plan  and  promise  of  sup- 
port for  implementation. 

Mrs.  Douglas  Candland  of  Lewisburg  for  her  illustrations  and 
the  setting  up  of  the  booklet  "Pennsylvania  Plans  for  Mental 
Health  and  Mental  Retardation." 

Mrs.  Bruce  Knox,  State  College,  for  her  geographical  summary. 

Mrs.  Dolores  LaCrox,  for  all  her  volunteer  assistance  as 
secretary  to  the  Regional  Committee. 


-466- 


Selinsgrove  State  School  & Hospitai--both  to  the  super- 
intendent, Dr.  Daniel  L.  Kirk,  for  the  valuable  time  given  to 
the  regional  committee,  and  the  services  rendered  through  him 
by  so  many  of  his  staff. 

D.  F.  Maietta,  Ed.  D. , ; J.  E.  Keen,  Ph.D;  R.  L.  Gatski, 
M.D.  for  their  time  and  interest. 

Bucknell  University. 

Susquehanna  University. 

The  staff  of  the  Snyder  County  Superintendent  of  Schools. 

Northern  Central  Bank,  Williamsport 

Laurel  ton  State  School  and  Hospital 

Danville  State  Hospital. 

Council  of  Community  Services  of  Lycoming  County. 

Service  organizations  throughout  the  region. 


Respectfully  submitted, 

Paul  S.  Lehman 

Chairman,  Region  IV 
Comprehensive  Mental 
Health/Mental  Retardation 
Planning  Committee 
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REGION  V 


PREFACE 


When  President  Kennedy  announced  to  the  First  Session 
of  the  88th  Congress  that  . .two  health  problems  (mentally 
ill  and  mentally  retarded),  because  they  are  of  such  critical 
size  and  tragic  import,  and  because  their  susceptibility  to 
public  action  is  so  much  greater  than  the  attention  that  they 
have  received--are  deserving  of  a wholly  new  national  approach. 

. . the  stage  was  set  for  each  state  in  the  nation  to  meet 

the  monumental  challenge  expounded  in  the  President’s  message. 

For  Pennsylvania,  it  proved  to  be  one  of  the  largest 
programs  yet  of  citizen  involvement.  Those  who  were  responsible 
for  programming  Public  Law  88-164  for  the  Coirmonwealth  sought 
to  tap  the  widest  possible  reservoir  of  volunteer  availability. 
This  included  not  only  the  top  community  leadership,  i.  e., 
those  persons  who  are  usually  brought  into  community  projects 
of  this  scope,  but  they  wanted  to  recruit  men  and  women  who 
become  only  occasionally  active  in  community  affairs,  such  as 
at  PTA  meetings,  fraternal  functions,  local  celebrations,  etc. 
They  even  went  one  step  further  and  tried  to  enlist  those 
people  who  rarely  participate  in  voluntary  activities.  Most 
important  of  all,  they  looked  for  volunteers  from  rural  as  well 
as  industrial  areas,  and  from  every  stratum  of  the  community. 

Almost  from  the  beginning  questions  were  raised  as  to 
why  Pennsylvania  had  to  dig  so  deep  for  volunteers  when  a 
token  number  whould  have  fulfilled  the  federal  requirements 
for  citizen  participation.  Was  there  not  enough  information 
and  staff  available  in  Harrisburg  to  write  the  proposed  reg- 
ional plan?  Couldn’t  they  produce  a more  polished  document 
with  significantly  less  effort?  By  spawning  a large  collection 
of  committees,  doesn’t  the  project  produce  myriads  of  small 
problems . 

The  answer  is  ”yes”  to  all  three  questions- -but  those 
who  established  the  framework  of  this  program  were  convinced 
that  they  were  on  the  right  track  by  inviting  large  numbers 
of  Pennsylvanians  to  oarticipate.  From  past--and  bitter--ex- 
perience,  it  has  been  learned  that,  when  you  involve  a compara- 
tively small  number  of  people  in  an  undertaking  which  requires 
broad  public  support,  you  are  pursuing  a f rustrating--and  some- 
what f oolish--policy . Rightfully,  many  of  those  persons,  whose 
support  you  are  asking,  want  to  know  why  they  should  be  called 
upon  to  approve  a program  which  they  had  little  or  no  part  in 
its  planning? 


7. 
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As  a result,  it  is  true  that  the  regional  plan  may  not 
be  so  perfect  when  so  many  persons  are  involved,  and  perhaps  the 
information  is  not  so  thoroughly  explained  and  needs  further  re- 
finement, but  no  one  can  claim  that  the  plan  was  written  in 
Harrisburg.  The  committees  had  a major  role  in  accumulating 
the  data  and  in  writing  the  information.  Under  staff  guidance, 
regional  members  joined  their  skills  and  abilities  in  numerous 
diverse  ways  so  that  a cohesive,  planned  series  of  recommenda- 
tions could  eminate  from  their  frequent  deliberations. 

And  even  before  these  plans  could  be  set  down,  there  was 
another  armada  of  individuals  participating  in  visits,  inter- 
views, meetings,  many  of  them  going  on  concurrently  and  on  var- 
ious levels — regional,  county,  community  and  neighborhood.  There 
is  no  information  existing  on  every  volunteer  who  participated, 
but  it  is  sufficient  to  note  that  they  are  located  in  every  part 
of  our  State  and  in  a wide  age  range. 

Thus,  we  can  feel  reasonably  certain  that,  when  the  time 
comes  for  asking  the  public  for  endorsement  of  the  GMH/MRPP,  the 
forces  will  be  there.  They  will  respond  honestly,  because  they 
were  asked  to  participate  honestly  in  a meaningful  ccxnmunity  en- 
deavor. 


Besides  his  deepest  apprecBtion  to  all  those  regional  vol- 
unteers who  worked  so  hard  in  the  program,  the  Regional  Planning 
Coordinator  wishes  to  express  his  sincerest  thanks  to  the  State 
Adjutant  General  and  his  staff  for  providing  office  space  at  the 
State  Armory  in  Allentown  and  extending  to  us  a variety  of  ser- 
vices and  favors.  There  is  no  way  of  measuring  their  enormous 
contribution  to  the  GMH/MRPP. 

And  finally,  the  Regional  Planning  Coordinator  cannot 
find  the  words  to  describe  his  gratefulness  for  having  the  good 
fortune  of  finding  two  capable  secretaries--Mrs . Ruth  Staff, 
while  the  RPC  was  located  in  Wilkes-Barre  in  the  early  part  of 
1964,  and  Miss  Shirley  Horwith,  who  was  with  the  project  for 
the  major  part  of  its  work  in  Allentown.  Any  description  of 
their  tremendous  job  performances  would  extend  beyond  this  re- 
port and  fall  far  short  of  a true  evaluation. 

David  Miller 

Allentown,  Penna. 

June  30,  1965 
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GENERAL  GHARAGTERISTI GS 


REGIONAL  DESCRIPTION 


Region  V consists  of  Wayne,  Pike,  Lackawanna,  Luzerne, 
Susquehanna,  and  Wyoming  Counties.  About  one-third  of  the 
region’s  population  lies  within  a twenty-five  mile  eliptical 
circle  of  Wilkes-Barre  and  Scranton. 

The  region  is  bounded  on  the  east  by  the  Delaware  Water 
Gap  and  the  States  of  New  Jersey  and  New  York;  on  the  north  by 
New  York  State  with  the  cities  of  Binghamton  and  Elmira  just 
slightly  above  the  border;  on  the  «^st  by  Bradford,  Sullivan, 
and  Columbia  Counties  and  on  the  south  by  Schuylkill,  Carbon, 
and  Monroe  Counties. 

Region  V is  dotted  by  numerous  lakes  of  varying  sizes,  by 
steep  hills  between  one  and  two  thousand  feet,  and  by  large 
tracts  of  forest  land.  There  are  abundant  streams,  some  which 
have  cut  deep,  narrow  valleys  into  the  plateau  area  and  which 
flow  transversely  through  the  Folded  Appalachians  via  scenic 
water  gaps  of  which  the  Delaware  Water  Gap  is  a well-known  ex- 
amole.  The  rounded  Pocono  Mountains  are  located  in  the  eastern 
portion  of  the  region. 

The  Susquehanna  River  bisects  Wyoming  County  and  flows 
back  into  Susquehanna  Gointy  from  the  north.  Another  large 
body  of  water  in  the  region  is  Lake  Wal lenpaupack,  which  is  a 
recreational  center  in  the  summer  months. 

During  July  and  August,  Wayne  and  Pike  have  their  popula- 
tions increased  tremendously  because  of  the  extensive  number 
of  camps  and  resort  hotels  throughout  the  whole  area. 

In  the  past  twenty  years,  Luzerne  and  Lackawanna  Counties 
have  been  losing  substantial  amounts  of  people  due  to  the  lack 
of  economic  stimulation.  However,  there  is  substantial  proof 
to  indicate  that  this  is  leveling  off  as  new  highways  and  in- 
dustries make  their  appearance.  Wayne  and  Pike  Counties  are 
expected  to  grow  in  the  next  decade  by  gradual  amounts.  Also, 
in  this  period,  Susquehanna  and  Wyoming  Counties  will  probably 
remain  static  in  population  growth  unless  industry  begins  moving 
in  along  the  superhighways  in  those  areas. 

It  is  significant  to  point  out  that  Wayne  and  Pike  Counties 
have  the  largest  percentages  of  65  and  over  adults  in  the  State, 
while  Susquehanna,  Wyoming,  and  Lackawanna  rank  near  them  with 
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a high  ratio  of  elderly  persons.  In  the  sixty-seven  counties 
of  Pennsylvania,  Luzerne  County  ranks  forty-fifth  in  the  older 
adult  population,  and  they  have  the  least  percentage  in  Region  V. 

Most  of  the  heavy  and  light  manufacturing  plants  are 
located  in  Lackawanna  and  Luzerne  Counties  with  a sprinkling 
in  the  other  counties.  Mining,  once  the  ’’big"  industry  in  the 
Lackawanna-Luzerne  area,  is  now  a shadow  of  its  former  self. 
Agriculture  and  agricultural  products  predominate  in  Wayne, 

Pike,  Susquehanna,  and  Wyoming  Counties. 

Many  real  estate  people  think  that  the  Pocono  Mountain 
area  is  due  for  a large  increase  in  development  in  the  next 
ten  years. 

Nationality  Groups 

The  principal  nationalities  can  be  roughly  characterized 
as  falling  into  two  categories:  in  the  Wilkes-Barre  and  Scran- 
ton areas,  Poles  and  Eastern  EXiropeans  predominate,  with  large 
numbers  of  English,  Welsh,  Irish,  and  German.  In  the  agricultural 
regions  United  Kingdom  groups  are  the  most  numerous  with  small 
pockets  of  Scandanavians , Germans,  Italians  and  Czechoslovakians. 

Hospitals  and  Treatment  Facilities 

Virtually  all  of  the  medical  services  are  located  in 
Scranton  and  Wilkes-Barre.  There  is  one  hospital  in  Wayne  and 
Pike.  Susquehanna  has  two  small  ones,  and  Wyoming  has  just 
built  one  in  Meshoppen.  Almost  every  one  of  the  social  agencies 
in  this  region  can  be  found  in  the  two  large  cities. 

In  Pennsylvania,  Pike  is  the  only  county  without  a child 
welfare  worker  and  Wayne  County,  which,  was  the  first  to  employ 
one,  has  now  lost  theirs  by  virtue  of  retirement.  The  picture 
is  clear-cut  as  far  as  hospitals,  social,  and  welfare  services 
are  concerned  in  this  region;  generally  they  are  concentrated 
in  the  Wilkes-Barre  and  Scranton  areas,  and  this  is  where  a 
large  majority  of  the  region's  populace  seek  medical  help. 

Transportation 

Railroads  no  longer  carry  passenger  traffic  in  Region  V. 
There  is  one  major  airport  located  between  Wilkes-Barre  and 
Scranton  serving  the  whole  northeastern  section  of  Pennsylvania. 
Bus  facilities  are  fairly  adequate  and  offer  good  inter-city 
transportation  both  in  and  outside  the  region. 

The  Northeast  Extension  of  the  Pennsylvania  Turnpike  and 
the  Penn-Can  Highway  bisect  Region  V.  Routes  #209,  #309,  #6, 

#11,  #115,  and  #315  are  the  other  major  highways  which  connect 
the  major  segments  of  the  region.  Interstate  Highways  #80  and 
#84  are  under  construction  and  will  undoubtedly  have  an  impor- 
tant effect  on  the  future  of  this  whole  area. 
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LUZERNE  COUNTY 


Luzerne  County  is  a ridge  and  valley  province  of  the 
Appalachian  Mountains.  The  north  branch  of  the  Susquehanna 
River  flows  through  the  central  portion  of  the  county  creating 
the  Wyoming  Valley  from  Pittston  to  Nanticoke.  The  southeastern 
boundary  line  runs  along  the  Lehigh  River  Valley. 

Luzerne  is  a third  class  county  and  is  the  third  largest 
in  the  State.  In  order  of  their  population  the  municipalities 
include:  Wilkes-Barre  (county  seat),  Hazleton,  Kingston,  Nanti- 

coke, and  Pittston.  For  the  purpose  of  city  planning,  Wilkes- 
Barre  and  Kingston  lie  adjacent  to  each  other,  while  Pittston 
and  Nanticoke  are  a short  distance  away. 

Principal  nationalities  that  can  be  found  here  are  the 
Poles,  Italians,  English,  Welsh,  and  Austrians.  Despite  a 
decrease  in  population  from  1940  to  1960,  and  a forecast  of 
continued  loss  in  the  next  decade,  the  committee  felt  that  with 
the  UDSurge  of  new  industry  moving  in,  construction  of  super- 
highways, and  the  development  of  large  tracts  of  land  for  com- 
mercial and  residential  use,  Luzerne  is  in  foj  a prosperous 
period  which  will  end  the  falling  population. 

The  following  hospitals  serve  the  Wilkes-Barre  area: 
Mercy,  Nesbitt  Memorial,  Pittston,  Wilkes-Barre  General,  Wyo- 
ming Valley,  and  Nanticoke  State.  Hazleton  State  and  St.  Jo- 
seph's Hospitals  serve  Hazleton.  Retreat  State  Hosoital,  a 
state  psychiatric  facility,  is  located  in  Hunlock  Creek  just 
west  of  Wilkes-Barre. 


Greater  Wilkes-Barre  is  fortunate  to  have  the  Welfare 
Planning  Council  of  Wyoming  Valley,  an  agency  which  is  respon- 
sible for  the  total  health  and  welfare  planning  of  the  area. 

The  Northeast  Ebctension  of  the  Pennsylvania  Turnpike, 
Routes  #309,  #115,  #315,  and  #11  crisscross  the  county  and 
provide  excellent  connecting  facilities.  There  is  no  passen- 
ger rail  service,  but  the  bus  facilities  in  this  county  are 
good . 


The  Wilkes-Barre-Scranton  Airport  is  served  by  two  major 
airlines.  Hazleton's  airport  is  somewhat  smaller,  but  is  fed 
by  a major  airline.  Interstate  Highway  #80  and  #84  will  soon 
be  completed  and  will  give  this  county  one  of  the  best  highway 
systems  in  the  State. 

1 

The  Population  of  Pennsylvania,  Pennsylvania  State  Planning 
Board , 1963 , Page  3,  (Map  2--"Population  Projections  by 
County  1960-1963"). 
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PIKE  CX)UNTY 


Pike  County  has  an  eighth  class  rating  with  a population  of 
9,826.  Its  two  main  communities,  Milford  (county  seat)  and  Mata- 
moras , are  located  cn  the  eastern  tip  jutting  into  New  Jersey. 

This  county  is  probably  one  of  the  most  rural  in  the  State  with 
almost  50%  of  its  land  owned  by  the  Commonwealth.  It  is  character- 
ized by  many  hills,  deep  woods,  and  broad  valleys  causing  corrmuni- 
cation  among  the  various  small  settlements  to  be  fairly  difficult. 
But  the  county  has  tremendous  growth  potential.  At  present  there 
are  numerous  building  and  lot  developments  either  in  existence, 
under  construction,  or  in  the  planning  stages.  This  means  that  in 
the  next  ten  years  there  will  probably  be  a substantial  increase 
in  population,  particularly  in  and  around  the  two  larger  communi- 
ties and  in  the  Southern  Shohola  center  and  Dingman  and  Delaware 
Township  areas. 

Due  to  its  rustic  nature  and  scenic  surroundings,  the  county 
is  thronged  by  vacationers  during  the  suiiuner  months,  especially 
the  southeastern  shore  of  Lake  Wallenpaupa ck. 

There  are  no  large  companies  in  Pike,  and  only  a few  light 
manufacturing  ones.  Agriculture  is  the  main  industry  consisting 
primarily  of  individual,  relatively  small  dairy,  chicken  and  truck 
operations . 

There  are  two  major  highways --Route  ^^6 , running  east  and 
west;  and  Route  #209,  which  flows  in  a north-south  direction. 
Pennsylvania  Route  #402  is  also  used  quite  frequently. 

Owing  to  the  undeveloped  agrarian  terrain,  several  nation- 
ality groups  are  concentrated  in  various  settlements.  They  in- 
clude the  Germans,  Italians,  Welsh,  Scandanavian , etc. 

There  are  no  hospitals  and  comparatively  few  general  prac- 
titioners in  Pike  County.  Most  people  in  the  county  that  require 
urgent  medical  attention  go  either  to  St.  Francis  Hospital  in 
Port  Jervis,  New  York,  Doctor's  Sunnyside  Hospital  in  the  same 
community,  or  they  may  travel  to  the  Robert  Packer  Memorial  Clinic 
in  Sayre,  Pennsylvania.  It  holds  the  dubious  distinction  of  being 
the  only  county  in  the  Commonwealth  without  a child  welfare  worker. 

Pike  has  the  largest  percentage  of  aged  population  in  the 
State.  VThile  there  are  no  statistics  to  substantiate  the  claim, 
there  is  ample  reason  to  believe  that  in  a poorly  developed  area 
like  this  one,  a normally  vulnerable  group  such  as  the  elderly 
would  contain  a significant  number  of  poverty-stricken  people. 

SUSQUEHANNA  COUNTY 

Susquehanna  County  is  termed  a seventh  class  county  with  a 
population  of  33,641.  In  general,  the  terrain  is  considered  hilly, 
but  is  not  too  much  so  as  to  make  communications  between  towns  and 


villages  difficult.  The  county  is  located  in  a range  called 
the  Endless  Mountains  (actually  steep  hills)  with  the  Susque- 
hanna River  flowing  into  the  county  a short  way  and  back  to 
New  York  State. 

The  principal  towns  in  this  county  are  Montrose  (county 
seat),  Forest  City,  and  Susquehanna.  They  are  all  rural  in 
nature  and  are  classified  as  boroughs.  Binghamton,  New  York, 
a metropolitan  area  just  fourteen  miles  across  the  border,  at- 
tracts numbers  of  Susquehanna  residents  for  its  array  of  ser- 
vices and  facilities. 

Farming  accounts  for  perhaps  757o  of  the  county's  income. 
There  are  about  fifteen  industrial  plants,  but  none  of  any  size. 
Blessed  with  numerous  lakes,  streams,  and  x>7ooded  areas,  it  is 
rapidly  growing  as  a summer  resort. 

There  are  two  hospitals  in  this  county--Barnes  in  Susque- 
hanna and  Medical  Arts  in  Montrose.  Neither  of  them  offers  too 
many  special  services,  and  when  these  are  needed,  oeople  generally 
travel  to  Sayre,  Scranton,  or  Binghamton. 

There  are  several  clusters  of  families  living  on  a marginal 
basis,  but  they  are  too  hard  to  identify.  Susquehanna  is  listed 
as  having  one-third  of  its  housing  as  substandard  which  is  more 
than  twice  the  average  for  the  State,  and  probably  is  the  high- 
est. 


Bus  facilities  in  the  larger  communities  are  all  right, 
but  residents  must  travel  to  Binghamton  for  air  travel.  One  of 
its  finest  roads  is  the  Penn-Gan  Highway,  which  is  an  extension 
of  the  Pennsylvania  Turnpike  and  cuts  through  the  county  in  a 
north-south  direction.  As  a result,  travel  time  to  Scranton  and 
other  cities  has  been  considerably  shortened.  Other  major  roads 
include  Routes  , #11,  and  #309,  which  make  movement  around  the 
county  fairly  easy. 

There  are  several  people  in  Susquehanna  who  feel  that  they 
should  join  with  Bradford  and  Sullivan  Counties  in  a community 
council-type  of  an  organization.  More  social  planning  with  their 
rural  neighbors  might  result  in  better  services. 

LACKAWANNA  COUNTY 


Lackawanna  County  is  a third  class  county  with  a popula- 
tion of  236,962.  It  is  located  in  the  Lackawanna  Valley  between 
Moosic  Mountains  and  the  eastern  ridge  of  the  Alleghenys.  The 
lazy  and  long  polluted  Lackawanna  River  winds  itself  through  the 
City  of  Scranton.  This  city  is  the  county  seat  and  includes 
nearly  50%  of  the  ccunty's  population.  It  shares  with  Wilkes- 
Barre  the  distinction  of  being  the  major  center  for  a variety  of 
services  in  northeastern  Pennsylvania.  Dunmore , a suburb  of 
Scranton,  and  Garbondale  are  the  other  two  communities  of  any 
size . 
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Dubbed  as  the  "anthracite  capital  of  the  world,"  Scranton 
has  tried  to  recover  much  of  the  prestige  it  lost  with  the  clos- 
ing down  of  the  coal  mines.  This  economic  disaster  has  caused 
its  population  to  drop  more  than  20%  in  the  past  thirty-five 
years.  However,  like  Wilkes-Barre,  there  are  many  solid  indi- 
cations that  the  city  may  regain  its  former  economic  luster. 

There  are  currently  a number  of  diversified  industries 
in  Scranton  and  its  environs.  Textiles,  clothing,  paint  orod- 
ucts , printing,  electronic  equipment,  steel  and  tobacco  prod- 
ucts sharply  illustrate  that  Scranton  is  no  longer  a one-indus- 
try city.  There  is  some  farming  done  in  Lackawanna,  but  it  is 
minor  compared  to  the  surrounding  counties. 

Carbondale,  also  a well-known  mining  community  at  one 
time,  has  found  it  more  difficult  to  replace  its  loss.  Since 
the  demise  of  the  coal  industry,  the  community  and  its  inhabi- 
tants have  suffered  badly. 

Lackawanna  County  is  fortunate  to  have  several  hospitals 
located  within  its  borders.  In  Scranton  there  are  the  Community 
Medical  Center,  Tuberculosis  Hospital,  Mercy,  Moses  Taylor,  St. 
Mary’s,  Scranton  State  General,  and  the  St.  Joseph’s  Children’s 
and  Maternity  Hospitals.  Mid-Valley  Hospital  is  located  in 
Peckville , Taylor  in  Taylor,  and  Carbondale  General  and  St.  Jo- 
seph’s are  located  in  Carbondale.  The  Clarks  Summit  State  Hos- 
pital, a large  psychiatric  facility,  is  a short  distance  away 
from  Scranton.  Other  psychiatric  facilities  are  the  Child  Gui- 
dance and  Psychiatric  Center  and  Friendship  House,  which  serve 
emotionally  disturbed  children.  There  are  no  similar  facilities 
for  adults. 

Welsh,  Irish,  Germans  and  Czechoslovakians  are  the  prin- 
cipal nationalities  here,  and  Catholics  outnumber  Protestants. 
Even  though  there  is  high  employment  now  in  the  county,  after  a 
long  history  of  industrial  turmoil,  there  is  bound  to  be  a con- 
siderable core  of  families  who  have  remained  extremely  ooor. 

Most  of  them  can  be  found  in  Scranton  and  a somewhat  higher  pro- 
portion in  Carbondale. 

There  is  no  problem  in  transportation.  The  Wilkes-Barre- 
Scranton  Airport  is  a short  distance  away,  and  Scranton  is  one 
of  the  few  communities  with  railroad  passenger  facilities.  The 
city  is  the  terminus  for  the  Northeast  Extension  of  the  Pennsyl- 
vania Turnpike,  and  Interstate  Highways  #81  and  #83  will  soon  be 
finished  to  give  it  one  of  the  best  road  systems  in  the  State. 
Also  located  in  Lackawanna  are  Routes  #611,  #309,  #6,  #11,  and 
#315. 

WYOMING  COUNTY 


^*ryoming  has  a population  of  17,107  people  and  is  rated 
as  an  eighth  class  county.  About  three-quarters  of  it  is  in 
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a glaciated  Low  plateau  section  with  the  west  quarter  in  the 
Allegheny  high  plateau  area.  Like  its  sister  rural  counties 
in  the  region,  Wyoming  is  characterized  by  rolling  hills,  wide 
valleys,  and  numerous  lakes  running  through  it.  The  Susquehanna 
River  flows  diagonally  through  the  entire  length  of  the  county. 

This  is  predominately  an  agricultural  county  with  a few 
light  manufacturing  companies.  The  Proctor  and  Gamble  Corpora- 
tion is  constructing  new  facilities  in  the  county,  but  for  the 
near  future,  Wyoming  will  retain  its  rural  image. 

Tunkhannock,  the  county  seat,  numbers  about  2,300.  Its 
nearest  rivals  are  Falls,  with  1,500  individuals,  and  Monroe, 
with  approximately  1,000  people.  As  in  the  surrounding  counties, 
they  can  trace  their  American  ancestors  back  many  generations 
from  the  TJelsh,  English,  Irish,  and  Germans. 

Tyler  Memorial  Hospital  was  recently  built  at  a cost  of 
$1,400,000.  The  sixty-bed  medical  facility,  located  in  Meshop- 
pen,  is  looked  on  with  pride  by  Wyoming  Gountians.  Before  this 
was  built,  persons  who  needed  hospital  attention  had  to  travel 
to  Wilkes-Barre,  which  could  take  as  long  as  one  hour  to  reach, 
even  longer  in  the  winter.  This  is  still  the  case  for  most  of 
their  other  services,  including  specialized  forms  of  medical 
help. 


The  lack  of  employment  opportunities  is  causing  young 
people  to  leave  and  the  area’s  remaining  population  to  become 
older  and  older.  Many  of  the  elderly  find  it  difficult  to  sup- 
port themselves.  This  has  proved  a hardship  for  the  county  since 
it  does  not  have  facilities  for  those  aged  who  cannot  take  care 
of  themselves. 

Bus  facilities  in  this  county  are  not  too  good.  People 
must  first  travel  to  Wilkes-Barre,  about  twenty-seven  miles  away, 
to  find  bus  connections.  There  are  no  rail  facilities,  and  the 
nearest  airport  is  in  Avoca.  Routes  #6  and  #309  are  the  main 
highways  of  travel.  Both  have  recently  been  widened  and  resur- 
faced in  order  to  accommodate  the  increased  traffic. 

S^AYNE  CXHJNTY 


Wayne  County  has  a rating  of  a seventh  class  county  and 
has  a population  of  29,171.  It  is  located  in  the  northeast  cor- 
ner of  the  State  with  its  borders  touching  both  New  York  and 
New  Jersey.  The  entire  county  is  on  a glaciated  low  plateau 
section,  which  means  that  it  has  numerous  hills,  valleys,  lakes, 
streams,  and  woods. 

Honesdale  in  the  center  of  Wayne  is  the  county  seat  and 
has  a population  of  5,600.  There  are  several  other  small  com- 
munities ranging  from  1,000  to  1,900  scattered  throughout  the 
county . 
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Just  as  in  Pike  County  to  the  south,  it  has  few  health 
and  welfare  services.  It  was  the  first  county  in  the  Common- 
wealth to  receive  Hill-Burton  funds  for  the  construction  of  a 
hospital,  because  no  such  facility  existed  in  the  two  counties. 

In  July  and  August,  Wayne  enjoys  the  distinction  of  cater- 
ing to  a large  number  of  country  camps,  which  means  that  during 
this  period  there  is  a population  explosion  of  youngsters.  It 
was  the  perennial  slimmer  influx  that  caused  the  urgency  for  a 
hospital . 

Wayne's  economy  is  primarily  an  agricultural  one,  special- 
izing in  dairying  and  small  truck  farming  operations.  Most  of 
its  light  manufacturing  industry  is  concentrated  in  the  Honesdale 
area. 


It  ranks  below  Pike  County  as  having  the  largest  percentage 
of  aged  population  in  Pennsylvania.  Since  many  of  these  senior 
adults  have  marginal  incomes,  there  is  a strong  probability  that 
there  are  clusters  of  poverty  in  this  county. 

An  interesting  characteristic  of  this  area  is  that  it  in- 
cludes several  settlements  of  nationality  groups--Scandanavians , 
Germans,  Hungarians,  etc.  Others  who  live  in  this  county  are  of 
Welsh,  English,  and  Irish  ancestry. 

Wayne  County  Memorial  Hospital  is  the  sole  medical  facility 
in  this  section  of  Pennsylvania.  Many  people  travel  to  Port  Jer- 
vis, New  York,  when  they  want  more  specialized  medical  services. 
Also,  located  in  this  county  is  Farview  State  Hospital,  which  is 
used  by  the  Commonwealth  of  Pennsylvania  to  treat  male  criminals 
who  are  mentally  ill. 

As  in  Pike  County,  bus  services  are  good  during  the  summer- 
time, but  are  far  from  desirable  during  the  remainder  of  the  year. 
Railroad  passenger  facilities  are  extremely  limited,  and  the  near- 
est major  airport  is  in  Avoca,  though  the  one  is  Binghamton,  N.Y., 
is  not  far  away.  Routes  #6,  ^106,  and  #590  are  the  main  routes 
and,  with  the  other  smaller  ones,  provide  adequate  automobile  trans- 
portation. It  is  expected  that,  when  Interstate  Highway  #84  is 
constructed  in  Pike  County,  it  should  prove  beneficial  to  the  resi- 
dents of  Wayne,  also. 
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CATCHMENT  AREAS 


CATCHMENT  AREA  I --  LACKAWANNA,  PIKE,  SUSQUEHANNA, 

AND  WAYNE  COUNTIES 

CATCHMENT  AREA  II  --  LUZERNE  AND  WYOMING  COUNTIES 

It  was  the  unanimous  decision  of  this  committee  to  have 
two  catchment  areas  in  the  region.  In  establishing  these  two 
areas,  the  first  totaling  300,000,  the  second  360,000,  the  mem- 
bers realized  that  they  were  going  beyond  the  conceptual  model 
as  provided  in  the  federal  guidelines,  \i>^ich  states  that  a 
catchment  area  should  serve  between  75,000  and  200,000  people. 

Their  decision  was  dictated  by  the  fact  that  the  region 
is  divided  into  the  "haves"  and  the  "have-nots"  (counties). 

This  is  not  to  mean  that  the  counties  which  fall  into  the  former 
category  are  abundantly  endowed  with  mental  health  and  mental 
retardation  facilities.  It  is  stated  in  this  fashion  only  for 
the  purposes  of  comparison.  The  "haves"  are  in  a little  better 
position  to  provide  required  mental  health  and  mental  retarda- 
tion services  primarily  due  to  their  larger  populations,  vchich 
can  support  such  services,  their  existing  facilities,  and  their 
somewhat  limited  professional  staffs. 

On  the  other  hand,  the  "have-not"  counties  have  almost 
nothing.  The  sole,  important  treatment  facility  in  Wayne  and 
Pike  is  a hospital  in  Honesdale,  while  Wyoming  and  Susquehanna 
can  claim  three  small  hospitals.  None  of  them  have  psychiatric 
facilities,  or  even  a psychiatrist  residing  within  their  borders. 
Unless  son^ thing  sharply  drastic  occurs  in  the  next  decade, 
these  counties  will  remain  rural  and  without  any  additional 
health  services. 

The  problem  that  confronted  the  committee  in  deciding  the 
catchment  areas  was  whether  to  slice  up  Lackawanna  and  Luzerne 
Counties  in  halves  and  thirds  and  attach  them  to  the  lesser  pop- 
ulated counties  of  Wayne,  Pike,  Susquehanna,  and  Wyoming,  or  to 
draw  up  two  catchment  areas  with  Lackawanna  che  cornerstone  of 
one  and  Luzerne  the  foundation  of  the  other,  and  keeping  the 
other  counties  intact.  The  committee  felt  that  partitioning 
the  two  major  counties  would  have  proved  impractical,  because 
whichever  of  them  held  Wilkes-Barre  and  Scranton  within  their 
catchment  area  had  the  key  communities  of  the  region.  One  does 
not  have  to  look  too  close  to  realize  that  these  two  cities  would 
be  the  central  focus  for  all  planning  in  the  region.  The  com- 
mittee, therefore,  was  left  with  no  other  alternative  than  to 
designate  Scranton  as  the  nucleus  of  one  catchment  area  and 
Wilkes-Barre  the  center  of  the  other.  Wayne,  Pike,  and  Susque- 
hanna fell  into  the  Scranton  orbit,  due  to  their  connections 
with  that  city  via  superhighways  that  are  not  functioning  or 
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soon  will  be  (See  "General  Characteristics"),  while  Wyoming 
was  placed  in  the  Wilkes-Barre  sphere,  on  account  of  its  orox- 
imity  to  that  city. 

l-Jhen  it  had  become  clear  that  there  would  be  two  catch- 
ment areas  in  the  region,  the  next  question  was  what  shojld  be 
the  relationship  between  the  two  major  cities  and  the  outlying 
areas.  The  committee’s  answer  was  a firm  one:  they  would  be 
responsible  for  servicing  their  distant  neighbors  by  sharing 
their  facilities  and  professional  staff  with  them. 

The  two  catchment  area  idea  is  not  meant  to  be  a per- 
manent one.  It  may  happen  that  during  the  next  ten  years,  or 
perhaps  soon  after  that  time,  Sus  quehanna-Wyoming  and  Wayne- 
Pike  may  sever  their  umbilical  cords  and  become  established  on 
their  own,  a goal  which  would  be  applauded  by  everyone.  In  fact, 
the  present  plan  calls  for  mental  retardation  centers  to  be  lo- 
cated in  Wayne-Pike  and  Susquehanna-Wyoming . 

Before  proceeding,  there  is  one  matter  which  needs  further 
clarification.  Susquehanna  has  been  part  of  this  region  since 
the  project’s  inception,  and  representatives  of  that  county  have 
been  meeting  with  the  regional  committee.  About  six  weeks  before 
this  document  was  written,  it  became  known  that  Region  IV  would 
be  interested  in  adopting  Susquehanna  County,  so  that  the  Robert 
Packer  Memorial  Clinic  in  Sayre  could  include  it  as  part  of  their 
service  area.  A meeting  was  subsequently  held  with  delegates 
from  Susquehanna,  Bradford,  Sullivan,  and  Tioga  Counties  to  decide 
whether  Susquehanna  should  remain  in  Region  V or  move  over  to 
Region  IV. 

After  a lengthy  discussion  in  which  it  was  brought  out  that 

a.  People  in  that  county  travel  to  Sayre  or  Scranton  when 
they  want  specialized  medical  services. 

b.  The  Penn -Can  Highway  has  moved  Scranton  a lot  closer  to 
the  citizens  of  Susquehanna,  which  makes  it  a little 
more  convenient  to  travel. 

c.  There  does  not  appear  to  be  any  overwhelming  evidence 
that  the  people  of  Susquehanna  prefer  to  be  included  in 
Region  IV  or  V.  The  determining  factor  is  which  of 
these  two  regions  can  offer  a psychiatric  service  and 
how  quickly  can  this  be  done. 

It  was  also  mentioned  that  this  conflict  is  somewhat  aca- 
demic, since  the  residents  in  Susquehanna  will  continue  to  use 
whatever  medical  services  they  feel  is  best  for  them,  whether  the 
county  is  located  in  Region  IV  or  V.  Both  Regional  Planning  Co- 
ordinators were  present  at  this  meeting  and  agreed  to  abide  by 
their  respective  committees'  decisions  regarding  any  further 
action  on  this  matter. 
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MENTAL  RETARDATION  PLAN 


GENERAL  PHILOSOPHY 


In  its  overall  planning  for  mental  retardation  services, 
the  committee  is  convinced  that  the  most  meaningful  and  genuine 
program  that  can  be  given  to  a retarded  child  or  adult  is  one 
that  offers  him  total  assistance  throughout  his  life.  Providing 
him  with  an  education  is  fine,  but  when  he  finishes  school,  is 
there  a sheltered  workshop  or  a vocational  training  program  ready 
to  help  him  occupy  a useful  role  in  the  community?  When  counsel- 
ing services  are  available,  do  they  include  parents  and  siblings 
and  is  it  on  a continual  basis?  If  the  retarded  person  does  not 
fit  into  a program  or  job,  should  there  not  be  someone  to  maintain 
a contact  with  them  so  that  he  is  not  *'f orgotten?”  Piecemeal 
service  which  has  been  the  case  until  now  was  soundly  rejected  by 
the  committee. 

The  committee  was  concerned  with  the  fact  that  present  re- 
tardation facilities  can  principally  be  found  in  the  larger  com- 
munities, because  there  are  enough  people  vho  can  provide  suf- 
ficient funds  to  construct  them  and  maintain  them.  One  can  also 
usually  find  a community  chest  to  support  the  mental  retardation 
agen cy. 


In  the  outlying  areas  it  is  hard  to  find  any  kind  of  men- 
tal retardation  service  being  offered,  primarily  because  there 
are  not  enough  persons  er  a voluntary  fund-collecting  agency  to 
support  the  service.  The  committee  recognized  the  deficiency  as 
a severe  one  and  sou^t  to  remedy  the  situation  in  its  overall 
plan . 


Committee  members  were  not  averse  to  relate  their  proposals 
to  the  mental  health  committee’s  planning.  They  recognized  that 
there  are  services  which  could  be  shared  with  those  who  are  emo- 
tionally ill.  Money  and  staff  is  in  too  short  a supply  to  waste 
or  fight  over.  There  was  an  earnest  effort  to  erase  duplication 
and  plan  cooperatively  wherever  possible. 

Despite  a strong  identification  with  their  county,  city, 
or  agency,  the  members  did  not  bog  themselves  down  in  provincial 
jealousies.  Instead  they  recognized  the  importance  of  planning 
on  a regional  basis  as  the  best  means  of  achieving  their  objec- 
tive. The  committee  was  determined  to  make  this  plan  a useful 
and  purposeful  one  that  would  meet  the  needs  of  the  region  for 
many  years  to  come. 

They  believe  that,  while  the  ensuing  report  is  far  from 
complete,  it  will  provide  a valuable  guide  for  those  who  develop 
future  mental  retardation  facilities  for  the  region. 
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SERVICES  AND  FACILITIES 


REGIONAL  SURVEY 


Not  unlike  the  other  areas  of  the  State,  the  mental  re- 
tardation picture  in  this  region  leaves  much  to  be  desired  in 
terms  of  facilities  and  services.  But,  despite  being  far  from 
the  ideal,  there  are  some  bright  spots,  and  there  are  encourag- 
ing signs  for  the  future. 

As  is  the  case  in  other  health,  welfare,  and  social  ser- 
vices, nothing  is  available  outside  of  the  urban  areas.  Four 
rural  counties  (Pike,  Susquehanna,  Wayne,  and  Wyoming)  have  ab- 
solutely no  mental  retardation  facilities,  and  if  it  were  not 
for  the  public  schools,  the  waiting  list  for  retardates  wanting 
to  get  into  a state  hospital  WDuld  be  longer  than  it  is  now. 

Even  in  the  larger  communities,  mental  retardation  services  are 
uneven  and  wanting.  Scranton  is  fortunate  to  have  three  facil- 
ities--Allied  Services  for  the  Handicapped,  the  Keystone  Train- 
ing and  Rehabilitation  Residence,  and  St.  Joseph’s  Children's 
and  Maternity  Hospital,  and  Wilkes-Barre  is  equally  fortunate 
to  have  United  Rehabilitation  Services  and  the  Luzerne  County 
Association  for  Retarded  Children.  Another  agency  in  this  area 
which  treats  mentally  retarded  children  is  the  Children's  Ser- 
vice Center  of  Wyoming  Valley,  but  their  services  mainly  include 
the  treatment  of  mentally  ill  children.  Hazleton  is  presently 
in  the  midst  of  a jurisdictional  difficulty  as  to  v^ich  agency 
is  to  receive  state  funds  for  a sheltered  workshop. 

One  important  consideration  to  be  noted  is  that  the  re- 
gion has  several  private  residential  care  facilities,  but,  for 
the  most  part,  they  can  be  found  in  tiny  hamlets  where  the  pop- 
ulation and  roads  are  sparse. 

No  one  will  doubt  that  in  general  the  public  schools  have 
done  an  excellent  job  for  the  retarded  in  this  region.  A cur- 
sory glimpse  of  the  figures  will  reveal  that  they  are  providing 
more  than  enough  classes  for  the  trainables,  and  probably  would 
have  more  educable  classes  if  parents  with  retarded  children 
would  not  try  to  hide  them.  On  the  other  side  of  the  ledger, 
however,  is  the  discouraging  fact  that  many  of  the  school  systems 
adhere  to  the  Pennsylvania  regulation  of  keeping  a mentally  re- 
tarded ycuth  until  he  reaches  sixteen  and  then  returning  him  to 
his  family. 

In  summary,  the  mental  retardation  report  is  not  a glow- 
ing one,  but  neither  is  it  completely  bleak.  Certainly  when 
compared  to  a decade  ago  we  have  jumped  from  the  middle  ages  to 
the  twentieth  century,  but  no  one  will  deny  that  there  is  much 
more  to  do  and  the  day  when  we  can  finally  say  the  mentally  re- 
tarded are  receiving  all  of  the  services  they  need  is  still  a 
long  way  off. 
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DETECTION  AND  CASE  FINDING 


The  members  felt  that  there  is  abundant  retardation  in- 
formation on  hand  for  the  doctor,  educator,  and  other  profes- 
sionals to  look  into,  but  it  depends  upon  their  willingness  to 
read  and  study  this  data.  The  committee  believed  that  there 
are  sufficient  knowledgeable  medical  authorities  residing  in 
this  region  who  are  within  easy  communication  for  help  in  diag- 
nosing retardation  in  a thild.  It  would  appear,  therefore, 
that  only  in  rare  circumstances  should  this  illness  go  undetected 
before  the  child  enters  school,  but  such  is  not  the  case.  In 
connection  with  testing,  the  ccwnmittee  recommended  facilities 
for  testing  of  inborn  errors  at  the  time  of  birth. 


DIAGNOSTIC  AND  EVALUATION  CENTER 


There  is  no  diagnostic  and  evaluation  center  exclusively 
devoted  to  mental  retardation  in  this  region,  but  there  is  a good 
possibility  that  one  may  be  developed  in  the  near  future.  The 
Allied  Services  for  the  Handicapped,  Inc.,  \diich  has  just  con- 
structed a new  facility  in  the  outskirts  of  Scranton  and  has  a 
large  acreage  of  land  to  build  additional  ones,  has  plans  for  a 
diagnostic  and  evaluation  center.  If  and  when  it  is  built,  it 
will  mark  a long  stride  in  providing  a much-needed  service  for 
the  mentally  ill  and  the  retarded.  COne  should  also  keep  in 
mind  the  Children's  Service  Center  of  Wyoming  Valley — see  above.) 
But,  before  this  building  can  become  a reality,  it  is  generally 
recognized  that  one  major  problem  which  will  have  to  be  solved 
is  attracting  qualified  personnel.  Despite  this  serious  problem, 
this  proposed  facility  remains  as  the  brightest  goal  on  the  hori- 
zon. 


Prior  to  learning  of  this  possibility,  the  committee  de- 
cided that  a center  of  this  type  should  be  located  somewhere  be- 
tween Wilkes-Barre  and  Scranton,  and  should  serve  the  emotionally 
disturbed  and  all  those  with  any  type  o£  a brain  disorder.  The 
committee  recommended  this  center  to  be  either  a new  facility  or 
the  use  of  Allied  Services  for  the  Handicapped,  Inc. 


RESIDENTIAL  AND  DAY  CARE  CENTER- -SHELTERED  WORKSHOP 


The  committee  recommends  that  there  should  be  one  resi- 
dential and  day  care-sheltered  workshop  in  Susquehanna  and  loo- 
ming Counties,  one  in  Pike  and  Wayne  Counties,  two  in  Lackawan- 
na County  and  three  in  Luzerne  County.  This  allocation  is  based 
on  population  statistics. 

Elach  of  these  contemplated  facilities  would  serve  as  the 
mental  retardation  center  in  those  communities.  The  committee 
would  have  preferred  to  have  one  such  center  in  each  of  the  four 
rural  counties,  but  the  population  is  too  thin  to  maintain  such 
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a unit.  Also,  since  the  other  two  counties  have  far  greater 
numbers  of  people,  more  tiian  one  unit  was  recommended. 

The  need  for  a sheltered  workshop  and  employment  counsel- 
ing service  in  Susquehanna-Wyoming  Counties  and  in  Wayne -Pike 
Counties  is  plainly  evident;  nothing  exists  at  present.  The  re- 
sult is  that  when  a youth  reaches  sixteen,  public  school  respon- 
sibility is  in  doubt.  Usually  he  is  thrown  back  to  the  parents 
who  must  decide  whether  they  can  care  for  him,  or  must  send  him 
to  a state  hospital. 

A sheltered  workshop  could  pick  up  these  young  men  and  wo- 
men at  this  point  and  train  them  to  be  useful  citizens.  An  ex- 
ample of  what  such  a facility  could  do  now  is  clear  from  the  fol- 
lowing statement  by  one  of  the  members  of  the  committee:  ”We  have 
fifteen  retardates  over  the  age  of  sixteen  in  our  classes  right 
now.  If  we  ask  them  to  leave  as  the  state  requires  us  to,  many 
of  them  would  undoubtedly  wind  up  in  a state  institution.  Instead, 
we  are  desperately  trying  to  keep  them  in  the  classroom  hoping 
that  some  day  a sheltered  workshop  or  vocational  training  school 
will  be  built.” 

Wilkes-Barre  at  present  has  sheltered  workshop  facilities, 
as  does  Hazleton.  A strongly  supported  sheltered  workshop  can  be 
found  in  Scranton  (Allied  Services  for  the  Handicapped)  which 
probably  draws  some  trainees  throughout  the  Northeast. 

The  members  recommend  that  in  each  workshop  there  should 
be  an  employment  counselor  from  either  the  Bureau  of  Vocational 
Rehabilitation  or  the  Bureau  of  Employment  Security,  viiose  job 
would  be  to  help  the  retardate  find  and  hold  a position  that  would 
most  suit  his  abilities.  This  counselor  would  be  the  bridge  be- 
tween the  retardate  and  the  outside  world.  He  would  maintain  a 
continuous  contact  with  each  retardate  under  his  jurisdiction, 
even  after  he  leaves  the  workshop.  Whenever  information  was 
wanted  from  either  person,  the  retardate  or  the  counselor,  they 
would  know  where  to  find  each  other.  The  purpose  of  this  arrange- 
ment is  to  make  certain  that  the  retardate  is  not  ’’forgotten”  by 
the  community. 

At  the  same  time  that  the  counselor  is  sustaining  a rela- 
tionship with  the  retardate,  a similar  record  is  being  kept  at 
the  diagnostic  and  e validation  center  by  the  social  worker,  who  is 
interested  in  the  total  picture  as  it  relates  to  the  retardate. 

She  is  concerned  with  such  matters  as  what  progress  the  retardate 
is  making,  what  his  relationship  is  with  his  family,  whether  he 
has  problems  which  need  to  be  solved,  etc. 

Another  important  service  of  the  mental  retardation  center 
would  be  day  care  and  residential  care.  In  the  day  care  facility, 
a parent  could  leave  the  child  in  the  morning  while  she  goes  to 
her  job  or  he  could  be  left  for  a few  days,  if  there  is  an  emer- 
gency in  the  household,  or  he  could  remain  for  longer  periods,  if 
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the  circumstances  warrant  it.  One  of  the  principal  reasons  for 
having  this  type  cf  facility  is  to  relieve  overtaxed  parents  of 
the  tremendous  demands  by  their  retarded  children.  Many  parents 
believe  that  if  they  have  this  kind  of  service  near  them,  they 
would  not  have  to  send  their  children  to  a state  institution. 

Every  member  was  in  accord  with  the  recommendation  that  day  care 
centers  were  badly  needed  throughout  the  whole  region. 

The  committee  also  affirmed  the  belief  that  a large  major- 
ity of  educables  and  numerous  trainables  could  better  be  taken 
care  of  in  the  type  of  residential  care  center  envisioned  here 
than  in  any  presently  existing  state  facility.  Not  only  would 
this  permit  the  retardate  to  come  in  closer  contact  to  more  nor- 
mal living,  it  would  also  allow  his  parents  to  meet  with  him 
more  frequently.  It  would  also  rekindle  the  parent's  hopes  that 
their  diild  is  at  last  receiving  proper  care  and  supervision  in 
an  organized  program. 

They  felt  that  residential  care  should  include  at  least 
some  of  the  following  services: 

1.  Half-way  House 

This  would  permit  the  retardates  to  meet  with  each 
other  in  small  groups  where  they  could  socialize,  form 
clubs,  learn  arts  and  crafts,  hold  special  interest 
classes,  and  have  similar  activities.  This  center 
would  always  be  available  to  him  whenever  the  pressures 
of  the  outside  world  became  too  much,  or  whenever  he 
scu^t  security.  It  would  be  a haven  which  the  retar- 
date could  return  to  at  frequent  intervals  in  order  to 
recharge  their  self-confidence. 

2.  Unmarried  Pregnant  Women 

This  facility  would  allow  them  to  receive  proper  care 
before  and  after  the  birth  of  their  child.  The  members 
emphasized  the  deplorable  fact  that  at  the  present  time, 
there  is  no  place  for  the  unmarried  pregnant  retarded 
girl  to  receive  help — and  in  this  case,  it  has  to  be 
a specialized  form  of  assistance. 

3.  Foster  Home  Care 


In  many  instances,  a mentally  retarded  child  or  adult 
finds  himself  without  love  and  protection  of  a family 
structure.  The  reasons  for  this  sad  and  unhealthy  cir 
cumstances  happening  are  too  varied  and  numerous  to 
state  here.  That  every  individual,  including  the 
retardate,  needs  this  vital  atmosp^re,  is  too  obvious 
to  mention. 
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4.  Recreational  Activities 


Recreational  facilities  would  be  available  inside  and 
outside  the  center  and  would  be  under  the  jurisdiction 
of  a physical  education  director.  There  would  also  be 
a social  group  worker  to  involve  the  retardates  in 
club  programs,  community  activities,  special  interest 
courses,  etc. 

The  committee  does  not  make  any  specific  recommendations 
as  to  the  precise  form  each  of  these  centers  should  take.  In 
communities,  such  as  Wilkes-Barre  and  Scranton,  where  some  ser- 
vices prevail,  the  existing  facilities  could  be  utilized  either 
by  exnansion  or  by  identification  as  part  of  a cluster  of  ser- 
vices, with  proper  administrative  control. 


EDUCATION  FOR  THE  RETARDED 


Pre-School  Glasses 


The  committee  recommended  that  the  Commonwealth  of  Penn- 
sylvania undertake  the  responsibility  of  having  pre-school 
classes  for  the  mentally  retarded  and  culturally  deprived 
youngsters.  Providing  this  schooling  would  allow  them  t» 
move  into  the  elementary  schools  with  much  more  ease  and 
less  adjustment  problems.  These  classes  would  let  re- 
tarded children  gain  a head  start  on  normally  intelligent 
children  so  that  when  the  former  were  ready  to  attend  the 
public  schools  they  would  not  fall  too  far  behind. 

It  was  recommended  that  in  order  to  have  such  classes  the 
school  system  would  have  to  add  special  teachers,  psychol- 
ogists, social  workers,  and  registered  nurses,  which  would 
prove  costly  to  the  State.  However,  the  members  believed 
that  these  expenses  could  be  met  by  a subsidy  of  the  fed- 
eral and  state  governments. 

Having  these  pre-school  classes  would  also  help  the  cul- 
turally deprived  child,  who  is  usually  mistaken  as  being 
retarded.  This  type  of  a youngster  comes  from  a family 
background  with  many  difficult  problems,  such  as  little 
intellectual  stimulation,  a language  barrier,  lack  of 
parental  affection,  etc.  Pre-school  classes  would  en- 
able him  to  be  better  prepared  to  learn  the  fundamentals 
of  elementary  schooling. 

Educators  have  long  recognized  the  desirability  for  such 
classes,  and  there  are  several  communities  in  the  United 
States  which  already  have  them.  While  they  are  expensive, 
so  are  many  other  facets  of  education. 
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Trainable  Glasses 


The  committee  agreed  that  a class  of  retardates  should  not 
have  more  than  ten  students  as  provided  in  the  guidelines 
but  also  felt  that  a class  of  eight  would  be  preferred. 
Each  class  should  have  a teacher’s  aide  who  has  been  thor- 
oughly trained  in  a special  class  before  she  is  employed. 

It  was  the  unanimous  opinion  of  the  committee  that  train- 
ables  should  be  allowed  to  remain  in  the  public  schools 
until  they  are  of  age  and  if  this  conflicts  with  State 
law,  an  appropriate  amendment  should  be  made.  In  areas 
where  there  are  no  sheltered  workshops,  parents  must  as- 
sume full  responsibility  for  their  retarded  children,  and 
this  can  become  a terrible  burden  on  them.  Too  often 
they  are  incapable  of  assuming  this  responsibility  and 
are  forced  to  send  their  retarded  youths  to  a state  fac- 
ility. 

The  cocmittee  also  urged  that  there  should  be  a vocational 
training  program  developed  which  would  help  the  retardate 
when  he  moves  into  his  later  experience  in  a sheltered 
workshop. 

Educable  Classes 


As  with  the  trainables,  members  were  of  the  unanimous 
opinion  that  educables  should  be  kept  in  school  until 
they  reach  the  age  of  twenty-one.  They  should  be  re- 
evaluated every  three  or  four  years,  beginning  with  the 
junior  high  school  level,  to  determine  if  their  aptitudes 
indicate  a readiness  to  receive  vocational  training. 

Man^t  educables  could  lead  more  productive  lives  if  the 
State  would  extend  their  school  training.  Funds  for  this 
purpose  have  more  meaning  than  the  large  allocations  for 
construction  of  state  facilities. 

Adult  Ebctension  Courses  for  the  Retardate 


The  committee  expressed  some  sentiment  for  having  the 
public  schools  organize  evening  classes  for  adult  retar- 
dates as  part  of  their  extension  program.  These  courses 
would  be  geared  to  the  retardates’  needs  and  interests. 
Though  this  program  does  not  exist  anywhere  in  the  Common- 
wealth, the  committee  felt  that  it  should  be  included  in 
the  overall  educational  concept  for  the  mentally  retarded. 


FAMILY  COUNSELING  SERVICES 


The  committee  endorsed  the  idea  that  counseling  services, 
preferably  by  a physician  or  social  worker,  should  be  established 
at  the  diagnostic  and  evaluation  center  and  in  the  residential 
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day  care-sheltered  workshop.  While  this  service  is  a necessity 
for  the  father  and  mother,  similar  counseling  should  be  given 
to  siblings  in  the  family,  as  well  as  others  who  share  the  same 
residential  facility  as  the  retardate. 

A method  that  has  proved  successful  with  parents  of  re- 
tarded children  is  group  discussion  and  counseling  under  the 
supervision  of  a trained  social  worker  or  psychiatrist.  They 
have  many  problem  areas  in  common  and  can,  therefore,  communicate 
with  each  other.  This  helping  technique  is  meant  to  reinforce 
individual  counseling,  rather  than  substitute  for  it. 


ANCILLARY  SERVICES 


The  committee  approved  the  principal  of  supporting  ser- 
vices which  would  offer  a total  program  for  the  mentally  retar- 
ded . 

Psychiatric  Services 

Patients  requiring  the  care  of  a psychiatrist  would  be 
referred  to  the  local  community  mental  health  center  or 
to  the  diagnostic  and  evaluation  center. 

Similarly,  appointments  would  be  set  up  for  those  need- 
ing psychological  tests,  casework  services,  chemo-therapy , 
etc.,  or  whatever  other  treatment  is  needed. 

Medical  Services 


A vhole  range  of  medical  services  would  be  available  to 
a patient,  provided  the  physical  illness  was  subservient 
to  his  emotional  disturbance  or  retardation.  If  the 
family  could  not  afford  a general  practitioner,  or 
specialist,  and  there  were  none  available  at  the  retar- 
dation center,  he  would  be  referred  to  a participating 
hospital. 

Recreational  Services 


Recognizing  the  importance  of  recreational  activities  for 
the  mentally  retarded,  the  committee  recommended  that  a 
facility  be  included  in  the  residential  day  care-sheltered 
workshop.  (See  "Residential  Day  Care-Sheltered  Workshop") 
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CATCHMENT  AREA  I,  LACKAWANNA  COUNTY 


EXISTING 

FACILITIES 

1/1/65 

REQUIRED 

fHASING 

MEETING 

PROGRAM  FOR 

UNMET  NEEDS 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL:  (By  Class) 
NURSERY  GLASSES 

1 

26 

10 

10 

5 

SPECIAL  EDUCATION 

GLASSES  (CULTURALLY 
DEPRIVED) 

None 

18 

7 

7 

4 

TRAINABLE  GLASSES 
(By  Glass) 

9 

8 

- 

- 

- 

EDUGABLE  GLASSES 
(By  Glass) 

26 

50 

12 

12 

- 

ADULT  EXTENSION  CLASSES 

None 

25 

7 

9 

9 

(By  Glass) 

DIAGNOSHG  AND  EVALUA- 
TION (By  Unit) 

None 

None 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

9** 

19 

10 

9 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

1 

2 

1 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

3** 

3 

2 

1 

- 

SHELTERED  WCHIKSHOP 
(By  Unit) 

1 

3 

2 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  ’’Existing  Facilities”  and  ’’Required”,  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 

**  These  are  private  facilities  and,  therefore,  would  not  reduce 
the  need  existing  within  the  county. 
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CATCHMENT  AREA  I,  PIKE  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 

MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975-''- 

PRE-SCHOOL:  (By  Class) 
NURSERY  CLASSES 

None 

1 

1 

— 

SPECIAL  EDUCATION 

CLASSES  (CULTURALLY 
DEPRIVED) 

None 

1 

1 

mm 

TRAINABLE  CLASSES 
(By  Class) 

None 

None 

- 

- 

- 

EDU CABLE  CLASSES 
(By  Class) 

1 

2 

1 

- 

- 

\DULT  EXTENSION  CLASSES 
(By  Class) 

None 

2 

1 

1 

1 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

None 

None 

- 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

2 

2 

SH(«IT-TERM  RESIDENTIAL 
(By  Unit) 

None 

1** 

1** 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

1** 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None 

l-k* 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  ’’Existing  Facilities”  and  "Required”  because  of  the 
increase  or  decrease  in  population  between  the  cumulative 
total  of  those  years  and  1964. 

**  To  be  shared  with  Wayne  County. 
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CATCHMENT  AREA  1,  SUSQUEHANNA  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  Program  for 

MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL  CBy  Glass 
NURSERY  GLASSES 

None 

6 

3 

3 

SPECIAL  EDUCATION 

GLASSES  (CULTURALLY 
DEPRIVED 

None 

4 

2 

2 

TRAINABLE  GLASSES 
(By  Class) 

1 

2 

1 

- 

- 

EDUGABLE  GLASSES 
(By  Class) 

13 

13 

- 

- 

- 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

10 

5 

5 

- 

DIAGNOSTIC  AND  EVALUA- 
TION By  Unit 

None 

None 

- 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

5 

3 

2 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

None 

X** 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

]_★★ 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None 

1** 

]_★* 

- 

- 

The  totals  In  the  three  years  may  not  add  up  to  the  difference 
between  "Existing  Facilities"  and  "Required",  because  of  the 
increase  or  decrease  in  population  between  the  cumulative 
total  of  those  years  and  1964. 

To  be  shared  with  Wyoming  County. 
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CATCHMENT  AREA  I,  WAYNE  OOUNTY 


EXISTING 

FACILITIES 

1/1/65 

REQUIRED 

Phasing 

MEETING 

PROGRAM  FOR 
UNMET  NEEDS 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL  (By  Glass) 
NURSERY  CLASSES 

None 

4 

2 

2 

SPECIAL  EDUCATION 

GLASSES  (CULTURALLY 
DEPRIVED) 

None 

2 

1 

1 

TRAINABLE  GLASSES 
(By  Class) 

2 

1 

- 

- 

- 

EDUCABLE  CLASSES 
(By  Glass) 

14 

7 

- 

- 

- 

ADULT  EXTENSION  GLASSES 
(By  Class) 

None 

3 

2 

1 

- 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

None 

None 

- 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

3 

2 

1 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

None 

!★* 

1-k-k 

- 

mm 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None 

— 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  "Existing  Facilities"  and  "Required",  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 

**  To  be  shared  with  Pike  County. 
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CATCHMENT  AREA  II.  LUZERNE  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 

MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL  (By  Class) 
NURSERY  CLASSES 

1 

29 

12 

12 

6 

SPECIAL  EDUCATION 
ClASSES  (CULTURALLY 
DEPRIVED) 

None 

20 

7 

7 

6 

TRAINABLE  CLASSES 
(By  Class) 

13 

11 

- 

- 

- 

EDUCABLE  CLASSES 
(By  Class) 

40 

76 

12 

12 

12 

i^DULT  EXTENSION  CLASSES 
(By  Class) 

None 

40 

10 

15 

15 

DIAGNOSTIC  AND  EVALUA- 
nON  (By  Unit) 

None 

1 

1 

- 

- 

Lay  and  RESIDENTIAL 
CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

32** 

29 

15 

14 

- 

SHORT-TERM  RESIDENTIAL 
1 (By  Unit) 

None 

3 

2 

1 

- 

LONG-TERM  RESIDENTIAL 

1 (By  Unit) 

2** 

3 

2 

1 

- 

^ELTERED  WORKSHOP 

KBy  Unit) 

3 

3 

- 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  "Existing  Facilities"  and  "Required",  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 

**  These  are  private  facilities,  and,  therefore,  would  not  reduce 
the  need  within  the  county. 
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CATCHMENT  AREA  II.  WY(»1ING  COUNTY 


EXISTING 

FACILITIES 

1/1/65 

REQUIRED 

PHASING 

MEETING 

PROGRAM  FOR 

UNMET  NEEDS 

1965 

1967* 

1971* 

1975* 

IPRE-SCHOOL  (By  Class) 
NURSERY  CLASSES 

None 

1 

1 

SPECIAL  EDUCATION 

CLASSES  (CULTURALLY 
pEPRIVED) 

None 

1 

1 

TRAINABLE  CLASSES 
(By  Class) 

1 

1 

- 

- 

- 

EDUCABLE  CLASSES 
l(By  Class) 

7 

6 

- 

- 

- 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

3 

2 

1 

- 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

None 

None 

- 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

1 CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

4 

2 

2 

1 SHORT-TERM  RESIDENTIAL 

1 (By  Unit) 

None 

]_** 

- 

- 

' LONG-TERM  RESIDENTIAL 

1 (By  Unit) 

None 

X** 

- 

- 

i SHELTERED  WCSIKSHOP 
(By  Unit) 

None 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  "Existing  Facilities"  and  "Required" , because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 

**  To  be  shared  with  Susquehanna  County. 
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RESEARCH  PROJECTS 


This  subject  proved  difficult  for  the  committee  to  handle 
in  view  of  the  limited  experience  that  most  of  them  have  had  in 
research. 

Most  of  the  following  proposals  originated  with  two  members 
of  the  committee: 

1.  A study  of  factors  relating  to  the  under-achievement 
of  educable  students. 

2.  What  is  the  relationship  between  mental  illness  and 
academic  achievement? 

3.  An  investigation  of  the  effectiveness  of  the  educa- 
tional placement  of  mentally  retarded  children  in 
special  classes. 

4.  A study  of  anxiety  in  mentally  retarded  children. 

5.  At  what  age  should  a school  child  enter  formal  school- 
ing? Is  the  pre-school  experience  a valuable  one  for 
most  children? 

6.  What  happens  to  the  retarded  after  he  is  forced  out  of 
school  (somewhere  between  sixteen  to  twenty-one)? 

What  kind  of  an  experience  would  be  best  for  him  once 
he  leaves  the  school? 

7.  A study  of  the  etiology  of  mental  retardation. 
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PUBLIC  INFORMATION  AND  EDUCATION 


It  was  recognized  by  the  committee  that  this  subject  had 
been  studied  many  times  by  different  groups,  and  a task  force 
had  produced  a paper  that  looked  into  this  matter  quite  thoroughly. 
Nevertheless,  the  following  were  a few  recommendations  \%hich  the 
members  offered: 

1.  Full  utilization  of  the  mass  media.  More  and  more 
television  and  radio  time  and  newspaper  stories  should 
continue  to  be  devoted  to  mental  retardation  informa- 
tion. This  is  the  single,  most  effective  educational 
instrument  for  large  audiences. 

2.  Organization  of  small  cells  of  leading  citizens  in 
each  community,  who  would  encourage  a wide  variety 

of  information  to  be  disseminated  throughout  the  area. 
This  may  be  in  the  form  of  radio  and  television  pro- 
grams, newspaper  features,  talks  to  organized  groups, 
etc. 

3.  The  subject  of  mental  retardation  shaild  be  discussed 
in  the  elementary  and  the  high,  schools.  It  should  be 
given  more  time  in  the  education  of  physicians,  social 
workers,  and  other  related  professional  personnel. 

4.  A program  should  be  established  for  volunteers  to  be- 
come associated  with  mental  retardates  on  a one-to- 
one  basis.  This  continuous  relationship  has  proved 
successful  with  adolescents  who  "adopted”  a mentally 
retarded  boy  or  girl  over  a lengthy  period. 

5.  Unfortunately,  much  of  the  public  image  of  the  re- 
tarded child  is  a some^at  negative  one.  A majority 

of  information  that  finds  itself  in  the  journals,  maga- 
zines, and  newspapers  related  to  the  trainable  re- 
tardate. There  tends  to  be  build  up  a mountain  of 
fear  and  distortion  about  the  retarded  child  in  the 
public's  mind.  It  was  felt  an  effort  should  be  made 
to  lessen  the  emphasis  on  the  trainable  and  shift  it 
to  the  educable  retardate,  after  all  the  latter  rep- 
resents 85%  of  the  total  number  of  retarded  children. 

6.  It  was  proposed  that  the  generic  term,  "mentally  re- 
tarded" should  be  dropped  and  another  less  stigmatiz  ing 
name  should  be  adopted.  Classifying  a child  or  person 
"retarded"  stamps  him  indelibly  in  the  eyes  of  the 
community.  It  is  more  distasteful  to  be  placed  in 
this  category  than  to  be  in  one  for  an  emotionally 

ill  child,  a child  »*io  has  cerebral  palsy,  or  the  one 
who  is  brain  damaged.  In  order  to  correct  this  de- 
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meaning  category,  it  was  suggested  that  an  overall  classifica- 
tion of  **cerebral  dysf uncti on”  should  be  established  for  all 
children  witti  brain  disabilities. 
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MANPOWER 


This  was  another  instance  in  which  the  committee  felt  that 
the  taskforce  paper  had  reported  authoritatively  and  exhaustively 
on  the  subject  of  attracting  more  staff  to  the  mental  retardation 
profession . 

To  reinforce  this  paper,  the  committee  went  on  record  as 
approving  the  following: 

1.  First  and  foremost,  it  strongly  supported  higher  sala- 
ries as  an  inducement  to  bring  in  more  professionals 
to  the  mental  retardation  field.  The  very  nature  of 
working  with  the  handicapped  is  not  attractive  and  it 
follows  that  this  makes  it  increasingly  more  difficult 
to  recruit  for  a profession  that  is  also  lacking  in 
decent  salaries.  Subsidies  by  the  federal  governmentt 
should  be  given  to  public  and  private  agencies  that 
employ  staff  for  the  mentally  retarded.  Perhaps  more 
people  would  look  upon  this  work  for  their  careers, 

if  it  had  more  financial  advantages. 

2.  Another  method  of  bringing  more  people  into  the  men- 
tal retardation  field  is  to  give  college  students  in 
their  sophomore  or  junior  j^ear  a chance  to  work  in 
agencies  that  serve  the  mentally  retarded.  By  permit- 
ting a college  student  to  receive  during  the  siommer 

an  actual  working  experience  in  an  agency,  it  allows 
him  to  determine  whether  this  should  be  his  life's 
work.  It  also  gives  the  agency  the  opportunity  to 
strengthen  its  staff  and  perhaps  interest  one  or  two 
youths  to  return  later  as  a full-fledged  professional. 
Social  work  has  been  using  this  method  for  the  past 
few  years,  and  it  has  proved  to  be  a successful  means 
of  recruiting  new  people  into  the  field.  It  could 
easily  be  adapted  for  psychologists,  speech  therapists 
and  other  professions. 

3.  Still  another  means  of  attracting  young  men  and  women 
into  the  mental  retardation  field  is  to  provide  more 
graduate  training  schools  for  them  in  this  area.  It 
was  recommended  by  one  of  the  groups  at  a public  meet- 
ing in  Scranton  that  a graduate  school  of  social  work 
should  be  established.  Colleges  should  try  to  up- 
grade their  graduate  schools,  so  that  there  would  slowly 
develop  in  the  region  a training  ground  for  hard-to- 
find  professionals,  and  by  the  law  of  averages,  some 
may  move  into  the  mental  retardation  field.  Outside 

of  Philadelphia  and  Pittsburgh,  at  present,  there  are 
few  colleges  in  the  State  that  are  training  profes- 
sionals that  relate  to  the  mental  retardation  field. 


-497- 


REGION  VI-  MENTAL  RETARDATION  PLAN 


GENERAL  PHILOSOPHY 

It  was  the  unanimous  opinion  of  the  committee  that  there 
should  be  a continuum  of  services  for  the  mentally  retarded  from 
the  moment  his  condition  is  detected  to  the  extent  of  his  life. 
This  care  should  be  given  either  in  the  community  where  the  re- 
tardate lives,  or  in  one  that  would  be  a short  distance  away. 


Instead  of  a family  seeking  assistance  from  a multitude  of 
medical  and  social  agencies,  there  would  be  one  central  location  ; 
for  all  mental  retardation  services.  ! 

In  order  for  this  complete  array  of  services  to  become  a 
reality,  federal,  state,  local  funds  and  private  foundations 
would  hav^  to  bolster  the  existing  meager  financial  resources. 

The  committee  believes  that  the  time  has  now  come  for  a complete 
re-appraisal  of  the  state's  retardation  program.  Some  means  will 
have  to  be  found  of  relieving  the  pressure  on  the  parents  of  re- 
tarded children.  Only  through  a massive  and  intensive  effort  by 
voluntary  and  public  agencies  can  there  be  developed  a permanent, 
meaningful,  and  complete  program  for  the  mentally  retarded. 

The  Commonwealth  of  Pennsylvania's  record  in  mental  retarda- 
tion has  been  a checkered  one.  Large  allocations  have  been  set 
aside  for  the  retarded,  and  within  its  severe  limitations,  the 
state  has  tried  to  make  up  for  lost  time  by  establishing  various 
kinds  of  services. 

But  the  problem  of  taking  care  of  the  retardate  has  become 
so  huge  and  has  been  accumulating  for  so  long  that  the  state  can 
only  begin  to  meet  the  most  immediate  needs.  The  committee  has 
no  quarrel  with  the  state’s  construction  of  larger  and  larger 
state  hospitals.  This  may  be  the  quickest  and  may  be  the  best 
means  of  cutting  down  on  their  waiting  lists  for  those  needing 
treatment.  But  huge  complexes  are  not  the  most  effective  answer 
to  continuum  treatment  which  must  eventually  be  provided  by  the 
community . 

Even  under  optimum  circumstances,  the  committee  believes  that 
the  mentally  retarded  will  experience  proper  consideration  only 
when  the  general  public  has  come  to  accept  them  by  better  under- 
standing their  disability  and  permitting  them  to  live  a more  use- 
ful life.  The  community’s  feelings  are  presently  changing  toward 
the  retardate  when  one  recognizes  that  in  the  past  decade  public 
knowledge  of  the  retarded  and  their  problems  has  jumoed  literally 
from  the  middle  ages  to  the  twentieth  century. 

The  committee  recognizes  that  there  is  a wide  chasm  between 
their  recommendations  and  the  plan’s  final  implementation  but 
those  who  are  familiar  with  the  problem  of  the  retardate  believe 
that  near-miracles  can  occur.  They  point  with  pride  to  their 
accomplishments  in  the  field  thus  far  which  were  thought  impossible 
twenty  years  ago. 
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SERVICES  AND  FACILITIES 


RESIDENTIAL  AND  DAY  CARE  CENTER- -SHELTERED  WORKSHOP 

The  committee  recommended  that  in  each  of  the  six  counties 
of  Region  VI  there  should  be  a residential  and  day  care  center-- 
sheltered  workshop  which  would  serve  as  a community  mental  retard- 
ation center  of  services.  Because  of  their  smaller  populations, 
Carbon  and  Monroe  Counties  would  have  proportionately  smaller 
buildings,  as  compared  to  the  centers  in  the  region. 

The  committee  agreed  that  the  ratio  of  one  trainee  per  1,000 
population  for  a workshop  is  a valid  one.  However,  for  various 
reasons  it  has  been  difficult  to  recruit  adolescents  and  young 
adults  for  these  facilities;  nor  did  the  committee  see  the  situa- 
tion improving  for  the  immediate  future. 

However,  this  qualification  should  not  detract  from  the  fact 
that  the  members  strongly  supported  this  type  of  facility  as  the 
central  mental  retardation  service  in  the  county  and  felt  that  it 
should  receive  priority  second  only  to  the  establishment  of  a 
diagnostic  and  evaluation  center.  The  day  care  center  particularly 
could  not  come  too  soon  to  help  overtaxed  parents.  This  kind  of 
service  would  allow  fathers  and  mothers  to  leave  their  children 
at  the  centers  during  the  day,  the  weekend,  or  a longer  period  for 
training,  treatment,  counseling,  emergencies,  or  even  just  for 
simple  care. 

The  committee  took  issue  with  the  paragraph  in  Appendix  VI 
under  "Custodial  Day  Care,"  which  stated  that  children  who  are 
below  trainability  can  remain  at  home  though  the  center  should 
care  for  them  during  the  day.  The  members  were  of  the  opinion 
that  only  under  extremely  favorable  circumstances  could  this  be 
done.  Children  with  so  little  ability  demand  a good  deal  of  at- 
tention and  to  such  an  extent  that  most  parents  find  it  becomes 
almost  impossible  to  care  for  them.  The  committee  did  agree,  how- 
ever, that  the  higher  trainable  could  remain  at  home. 

The  idea  of  giving  a retarded  child  or  adult  a foster  home 
experience,  or  allow  him  to  be  cared  for  temporarily  at  a resi- 
dential center,  met  with  the  committee’s  overwhelming  approval. 

They  affirmed  the  fact  that  the  center  could  serve  as  the  bridge 
before  the  retardate  moves  out  into  the  community.  In  a sense, 
this  building  becomes  a sort  of  a half-way  house  where  mentally 
retarded  men,  women,  and  youths  can  find  a mutual  haven  of  security, 
a very  important  step  in  their  rehabilitation. 

The  committee  stressed  the  importance  of  having  this  center 
become  "community  oriented,**  that  is,  to  involve  local  organiza- 
tions and  individual  volunteers  in  its  daily  programs.  For  example , 
it  would  be  possible  to  integrate  some  of  the  children  in  scouting 
groups,  or  provide  a swimming  hour  for  them  at  a settlement  house 
or  a "Y,"  or  bring  in  outside  teenagers  for  a dance  session.  The 
ultimate  purpose  of  this  kind  of  arrangement  would  be  to  bring  the 
outside  world  a little  closer  to  the  retardate  and  to  have  others 
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gain  a better  understanding  of  the  mentally  retarded.  To  super- 
vise this  part  of  the  program,  a social  group  worker  should  be 
hired  who  has  some  familiarity  in  working  with  the  mentally  re- 
tarded . 


DIAGNOSTIC  AND  EVALUATION  CENTER 

The  first  priority  would  be  the  establishment  of  two  diag- 
nostic and  evaluation  centers--one  in  the  Allent own-Bethlehem 
area  to  serve  Lehigh,  Northampton,  Monroe,  and  Carbon  Counties, 
the  other  in  Reading  for  Berks  and  Schuylkill  Counties.  These 
centers  would  accept  patients  with  all  types  of  brain  disorders 
and  mental  disturbances.  It  would  keep  complete  confidential 
records  of  each  person  using  the  facility,  and  copies  would 
be  sent  to  only  accredited  agencies  as  dictated  by  the  policies 
of  the  center. 

The  committee  approved  the  idea  of  sharing  this  diagnostic 
and  evaluation  center  for  those  with  cerebral  dysfunctions  and 
mental  illnesses.  This  facility  would  have  the  same  professional, 
administrative,  clerical,  and  maintenance  personnel  serving  all 
groups . 


DETECTION  AND  CASE  FINDING 


The  committee  was  somewhat  uncertain  about  this  topic  because 
of  its  highly  technical  nature.  They  asked  an  Allentown  pedia- 
trician to  give  his  views  on  the  subject  and  he  made  the  following 
observations : 

1.  By  the  time  the  child  reaches  twelve  to  fifteen  months, 
the  pediatrician  should  be  aware  of  any  mental  retarda- 
tion symptoms  that  may  have  developed. 

2.  He  agreed  with  the  committee  that  additional  information 
should  be  taught  fledgling  doctors  in  their  schools  of 
medicine,  though  he  reminded  the  members  that  the  amount 
of  information  future  physicians  must  absorb  has  grown  to 
such  monumental  and  complex  proportions  that  they  would 
need  another  two  or  three  years  to  include  everything. 
However,  the  idea  of  having  seminars,  conferences,  or  work- 
shops for  doctors  was  a good  one  and  should  be  encouraged. 
The  same  is  true  for  other  professions  which  work  with 

the  mentally  retarded. 

3.  A good  diagnostic  and  evaluation  center  should  include  the 
following  personnel: 

Pediatrician 
Clinical  Psychologist 
Neurologist 
Speech  Therapist 
Audiologist 
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Social  Worker 

Ophthamologist  or  Optometrist 
Special  Educator 

and  some  others  which  he  may  have  forgotten.  A complete 
staff  is  so  difficult  to  recruit  that  only  in  an  area  such 
as  Allentown,  Betiilehem,  or  Reading  could  you  find  most 
of  the  necessary  personnel  for  this  type  of  center.  The 
ideal  facility  is  extremely  difficult  t©  organize,  prin- 
cipally because  it  takes  such  a wise  variety  of  highly- 
skilled  professional  personnel. 

4.  Mental  retardation  symptoms  become  more  easily  discern- 
ible as  the  child  grows  older. 

5.  One  of  the  essential  elements  of  a diagnostic  and  evalua- 
tion center  should  be  to  maintain  a complete  set  of  record 
of  every  child  or  adult  using  this  facility,  preferably 

by  a social  worker. 

6.  The  doctor  concurred  with  the  committee  that  the  attending 
physician  at  birth  should  note  any  suspicions  he  may  have 
of  deficiencies  in  the  infant.  There  is  sufficient  space 
for  such  observations  on  the  birth  certificate  form,  which 
the  doctor  may  care  to  describe.  Unfortunately,  all  doc- 
tors do  not  care  to  develop  any  detailed  observations  on 
the  infant’s  condition.  However,  it  miast  be  remembered 
that  there  is  such  a multitude  of  responsibilities  on  the 
physician  that  he  cannot  be  proficient  in  each  one.  Never 
theless,  he  concluded  that  there  was  no  denying  the  fact 
that  the  doctor  who  attends  the,  jnother  at  birth  is  in  an 
important  position  to  point  out  any  abnormalities  he  may 
notice  at  the  birth  of  the  infant. 


EDUCATION  FOR  THE  RETARDED 


The  committee  discussed  with  the  Special  Education  Director 
in  the  Lehigh  County  Superintendent's  Office  and  the  Assistant  in 
Special  Education,  the  educational  facilities  that  are  presently 
available  and  would  be  re^juired  to  meet  the  future  needs  for  the 
mentally  retarded. 

Pre-School 


1.  The  public  school  system  should  provide  a pre-school 
experience  for  retarded  children  if  they  can  meet  the 
following  requirements: 

- they  should  be  toilet  trained 

- they  should  be  able  to  keep  their  clothes  on  their 
bodies . 
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2.  Entrance  age  would  vary  from  four  to  ten  depending  upon 
the  child’s  ability  to  gain  from  such  a program,  whether 
he  feels  comfortable  in  a school  setting  and  his  intelli- 
gence capacity. 

3.  Each  class  is  not  to  exceed  ten  pupils  and  every  teacher 
would  have  an  aide  to  help  her.  The  teacher  should  be 
able  to  meet  certain  educational  standards  as  required  by 
the  state  law,  while  her  aide  must  attend  a training  course, 
preferably  prior  to  employment. 

The  committee  unanimously  recommended  that  funds  be  allocated 
by  the  state  for  establishing  pre-school  classes  as  outlined  above. 

Trainables 


1.  For  the  trainable  child,  the  class  size  should  be  limited 
to  ten  pupils.  An  aide  should  assist  the  teacher  in  her 
duties.  It  was  recommended  that  two  aides,  one  male  and 
one  female,  should  be  in  the  classroom  where  there  are 
older  children.  If  possible,  the  classes  should  be  classi- 
fied according  to  the  chronological  ages  of  the  pupils, 
that  is,  primary,  secondary,  and  advanced.  A male  aide 
should  be  sought  for  those  classes  with  trainables  in  the 
higher  age  bracket,  though  it  was  realized  that  finding 
such  employees  would  be  difficult,  considering  the  meager 
salaries  they  now  are  offered. 

2.  Just  as  for  pre-school  classes,  aides  should  be  required 
to  take  a training  course  to  orient  them  for  their  future 
duties . 

3.  Teachers  of  trainables  must  be  certified  in  special  educa- 
tion. Here  again,  the  teacher’s  personal  qualities  will 
affect  the  child’s  ability  to  enjoy  his  schooling  to  a 
great  extent. 

4.  The  committee  recommended  that  trainables  be  kept  in 
school  until  they  are  twenty-one,  instead  of  the  present 
state  law,  unless  it  was  felt  by  a qualified  team  that 
they  could  benefit  more  by  a sheltered  workshop  vocational 
training  course,  or  similar  self-supporting  opportunities. 

Educables 


1.  In  the  classes  for  the  educables,  the  size  would  range 
from  five  to  fifteen  pupils.  The  school  curriculum  should 
stress  equal  vocational  training  and  the  academic  programs 
in  accordance  with  the  child’s  ability  to  learn. 

2.  Most  educables  can  move  on  to  vocational  opportunities  be- 
fore they  are  twenty-one,  but  if  the  youths  cannot  find 
employment,  the  members  urged  that  they  be  kept  in  school 
until  they  reach  the  maximum  age.  The  retardate  should 
not  be  ’’lost”  because  he  reaches  an  age  when  the  public 
schools  can  no  longer  care  for  him.  This  is  the  point  at 


-502- 


v^ich  the  social  worker  or  employment  counselor  should 
take  over. 


Adult  Ebctension  Courses  Cafter  twenty-one ) 

Even  though  no  members  knew  of  such  a program  existing  in 
Pennsylvania,  the  committee  endorsed  the  idea  that  courses  for 
the  adult  retardate  should  be  given  in  an  adult  extension  teach- 
ing program  and  should  be  under  the  supervision  of  the  Special 
Education  Consultant  in  the  Superintendent  of  School's  office, 
or  the  Bureau  of  Vocational  Rehabilitation. 

Selected  courses  could  be  offered  to  the  retardate  on  the 
same  basis  as  they  are  to  the  general  community.  Despite  their 
low  intelligence,  these  young  men  and  women  can  continue  to  ab- 
sorb information  and  vocational  skills  and  utilize  them  in  the 
outside  world.  The  committee  recommended  that  the  public  schools 
should  provide  the  same  learning  opportunities  for  those  retard- 
ates who  can  accept  it,  albeit  limited  in  degree  . 


FAMILY  COUNSELING 


Counseling  facilities  for  parents,  guardians,  and/or  rela- 
tives of  the  retarded  child  are  an  absolute  necessity.  The  com- 
mittee believes  this  service  should  be  available  at  the  diagnostic 
and  evaliaation  center  and  at  the  residential  and  day  care  center. 
It  should  be  available  not  only  on  an  appointment  basis,  but 
when  an  urgent  matter  comes  up  and  an  immediate  answer  is  needed. 

A professional  counselor  should  be  able  to  visit  a family  to  ad- 
vise them  on  the  kind  of  home  environment  that  would  be  best  for 
their  retarded  child. 


INSTITUTIONAL  CARE 

Everyone  was  in  agreement  that  the  present  institutional 
facilities  are  trying,  despite  such  handicaps  as  lack  of  pro- 
fessional staff,  sufficient  funds,  and  a large  backlog  of  cases 
waiting  to  enter  the  state  hospitals.  They  agreed  that  all  state 
facilities  were  not  equally  bad,  and  there  can  be  little  doubt 
that  Pennsylvania  lags  far  behind  the  States  of  Connecticut, 
Minnesota,  Michigan,  California,  New  York,  and  New  Jersey  in  its 
care  for  the  retarded.  Above  all,  the  committee  pointed  to  the 
large  structure,  which  is  presently  being  biiilt  by  state  offi- 
cials, as  against  the  smaller  cottage  and  spacious  grounds , which 
arc  prevalent  in  the  other  states.  The  committee  strongly  rcc- 
omends  the  latter  to  be  more  conducive  to  better  care  and  con- 
tinuum treatment. 
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EMPLOYMENT  SERVICES 


It  was  recommended  that  every  sheltered  workshop  should  in- 
clude a representative  of  the  Pennsylvania  Bureau  of  Emoloyment 
Security  or  the  Bureau  of  Vocational  Rehabilitation.  They  would 
be  responsible  for  consultation  and  employment  counseling  for  the 
retardate.  In  conjunction  with  the  team,  this  counselor  should 
also  keep  in  continuous  contact  with  his  cases  in'^order  to  deter- 
mine the  effectiveness  of  the  entire  program 


SHELTERED  WORKSHOPS 


As  mentioned  before,  the  committee  recommends  that  the 
sheltered  workshop  should  be  part  of  the  residential  and  day  care 
center,  and  there  should  be  one  established  in  each  of  the  six 
constituent  counties,  if  one  does  not  exist  now.  The  structure 
of  the  workshop  would  depend  upon  the  needs  of  the  community. 


ANCILLARY  SERVICES 


Full  medical  and  psychiatric  services  should  be  available  at 
either  the  community  mental  health  center  or  the  diagnostic  and 
evaluation  center.  If  neither  of  these  exists,  an  arrangement 
should  be  initiated  with  one  of  the  local  hospitals.  The  aim  of 
this  kind  of  service  is  to  provide  a complete  medical  facility 
for  the  mentally  retarded. 

Existing  associations  for  the  exceptional  child  or  family 
should  be  encouraged  to  combine  their  efforts  behind  community 
mental  health  facilities.  This  coordination  may  be  easily  ac- 
complished by  providing  a meeting  hall  with  professional  programs 
developed  by  the  staff  of  these  proposed  centers,  as  well  as  a 
combined  community  council  consisting  of  representatives  from 
all  associations  and  agencies. 
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REGION  VI 


MENTAL  RETARQATI(»^ 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLANNING  PROGRAM 

CATCHMENT  AREA  I,  CARBON  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  F‘0R 
MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SdHOOL  (By  diass) 

NURSERY  CLASSES 

None 

3 

2 

1 

- 

SPECIAL  EDUCATION 
CLASSES  (CULTURAILY 
DEPRIVED) 

None 

2 

1 

1 

- 

TRAINABLE  CLASSES 
(By  Class) 

3 

2 

mm 

- 

- 

EDUCABLE  GLASSES 
(By  Glass) 

22 

12 

- 

- 

- 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

6 

4 

2 

- 

DIAGNOSTIC  AND  EVALUA- 
TLOm  (By  Unit) 

DAY  AND  RESIDENTIAL 
CARE: 

None 

None 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

5 

3 

2 

1 

SHORT-TERM  RESIDENTIAI 
(By  Unit) 

None 

1 

1 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None*^ 

1 

J 3! 

1 

- 

- 

between  "Existing  Facilities"  and  "Required"  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964, 

**  Factory  bi^lding  recently  deeded  to  Carbon  County  Assn,  for  Re- 
tarded Children  for  a workshop,  but  as  of  the  date  of  this  report, 
it  is  not  operating. 
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REGION  VI 


MENTAL  RETARDATION 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PIANNINQ  PROGRAM 

CATCHMENT  AREA  I,  MONROE  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 
MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL  CBy  (jlass) 

NURSERY  CLASSES 

None 

3 

2 

1 

1 

SPECIAL  EDUGATI(»I 
CLASSES  (CULTURALLY 
DEPRIVED 

None 

2 

1 

1 

— 

TRAINABLE  GLASSES 
(By  Class) 

3 

2 

- 

- 

- 

EDUCABLE  GLASSES 
(By  Class) 

11 

12 

1 

1 

- 

ADULT  EXTENSI(»I  CLASSES 
(By  Glass) 

None 

6 

4 

2 

1 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

DAY  AND  RESIDENTIAL 
CARE: 

None 

None 

CUSTODIAL  EAY  CARE 
(By  Bed) 

None 

5 

3 

2 

1 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

1 

1 

- 

- 

- 

LONG-TEEM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None 

1 

1 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 

between  ‘‘Existing  Facilities*'  and  **Required**  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 
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REGION  VI 


MENTAL  RETARDATION 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLANNING  PROGRAM 

CATCHMENT  AREA  II,  NORTHAMPTON  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING 

MEETING 

PROGRAM  FOR 
UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL:  (By  Class) 

NURSERY  CLASSES 

2 

16 

7 

7 

2 

SPECIAL  EDUCATION 
CLASSES  (CULTURALLY 
DEPRIVED) 

None 

12 

6 

6 

2 

TRAINABLE  CLASSES 
(By  Class) 

5 

11 

3 

3 

2 

EDUCABLE  CLASSES 
(By  Class) 

68 

58 

- 

- 

- 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

35 

10 

10 

15 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

DAY  AND  RESIDENTIAL 
CARE: 

None 

1 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

22 

11 

11 

3 

SHORT-TERM  RESIDENTIAI 
(By  Unit) 

1 

1 

- 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

SHELTERED  WCHIKSHOP 
(By  Unit 

1 

1 

- 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  “Ebcisting  Facilities:  and  ‘'Required , because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 
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REGION  VI 


MENTAL  RETARDATION 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLANNING  PROGRAM 

CATCHMENT  AREA  III,  LEHIGH  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 
MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL:  (By  Class) 
NURSERY  CLASSES 

1 

19 

8 

8 

8 

SPECIAL  EDUCATION 
CLASSES  (CULTURALLY 
DEPRIVED) 

None 

15 

8 

7 

5 

TRAINABLE  CLASSES 
(By  Class) 

6 

9 

2 

1 

1 

EDUCABLE  CLASSES 
(By  Class 

38 

55 

9 

8 

- 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

30 

10 

10 

15 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

None 

1 

1 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

20 

10 

11 

2 

(SHORT-TERM  RESIDENTIAL 
(By  Unit) 

1 

1 

- 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

2 

1 

1 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

1 

2 

1 

- 

- 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  "Ebcisting  Facilities*'  and  ''Required,*'  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 
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REGICW  VI 


MENT4L  RETARDATION 


GOMPREHEySIVE  MENTAL  HEALTH/MB?TAL  RETARDATION  PLANNING  PROGRAM 

CATCHMENT  AREA  IV,  BERKS  COUNTY 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 
MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL:  ^By  ClassT 

1 State 

NURSERY  GLASSES 

1 Vol. 
Agency 

22 

10 

10 

5 

SPECIAL  EDUCATION 
CLASSES  (CULTURALLY 
DEPRIVED) 

None 

15 

6 

6 

4 

TRAINABLE  GLASSES 
(By  Class) 

6 

12 

3 

3 

2 

EDUGABLE  CLASSES 
(By  Class) 

47 

79 

14 

14 

10 

ADULT  EXTENSION  CIASSES 
(By  Glass) 

None 

40 

10 

15 

20 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

DAY  AND  RESIDENTIAL 
CARE: 

None 

1 

1 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

29 

14 

15 

3 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

LWG-TERM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

1 

3 

1 

1 

- 

* The  totals  in  the  three  years  laay  not  add  up  to  the  difference 

between  ‘’Existing  Facilities**  and  ’’Required/*  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964* 
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REGION  VI 


MENTAL  RETARDATION 


COMPREHENSIVE  MENTAL  HEALTH/MENTAL  RETARDATION  PLANNING  PROGRAM  ! 

lit 

CATCHMENT  AREA  V,  SCHUYLKILL  COUNTY  I i 


EXISTING 

FACILITIES 

REQUIRED 

PHASING  PROGRAM  FOR 

MEETING  UNMET  NEEDS 

1/1/65 

1965 

1967* 

1971* 

1975* 

PRE-SCHOOL:  (By  Class) 

NURSERY  CLASSES 

4 

13 

5 

4 

- 

SPECIAL  EDUCATION 
CLASSES  (CULTURALLY 
DEPRIVED) 

None 

9 

4 

3 

1 

2 

TRAINABLE  CLASSES 
(By  Class) 

1 

5 

2 

2 

1 

EDUCABLE  CLASSES 
(By  Class) 

13 

34 

9 

9 

3 

ADULT  EXTENSION  CLASSES 
(By  Class) 

None 

25 

10 

10 

5 

DIAGNOSTIC  AND  EVALUA- 
TION (By  Unit) 

None 

None 

- 

- 

- 

DAY  AND  RESIDENTIAL 

CARE: 

CUSTODIAL  DAY  CARE 
(By  Bed) 

None 

33 

12 

12 

9 

SHORT-TERM  RESIDENTIAL 
(By  Unit) 

1 

1 

- 

- 

- 

LONG-TERM  RESIDENTIAL 
(By  Unit) 

None 

1 

1 

- 

- 

SHELTERED  WORKSHOP 
(By  Unit) 

None 

1 

1 

— 

— 

* The  totals  in  the  three  years  may  not  add  up  to  the  difference 
between  “Existing  Facilities*’  and  ^’Required  because  of  the 
increase  or  decrease  in  population  between  the  cumulative  total 
of  those  years  and  1964. 
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PREVENTIVE  SERVICES 


In  order  to  examine  this  topic  knowledgeably,  experts  and 
current  materials  were  surveyed  with  the  membership  offering  the 
following  recommendations: 

1.  Birth  control  information  and  clinics  should  be  available. 
Expectant  mothers  should  be  briefed  on  the  importance  of 
seeing  their  doctor  early  for  a prenatal  examination.  In- 
cluded in  the  basic  information  given  to  them  by  their 
physician  or  the  health  center  doctor  should  be  the  pos- 
sible dangers  that  may  affect  their  unborn  child.  It  is 
hoped  that  armed  with  these  facts  some  women  will  be  able 
to  avert  possible  retardation  of  their  children. 

2.  The  causes  and  treatment  of  mental  retardation  should  be 
expanded  in  the  curricula  of  the  various  professions  which 
work  with  the  mentally  retarded--the  teacher,  physician, 
school  nurse,  social  worker,  psychologist,  etc.,  as  well 
as  explained  to  secondary  students. 

3.  If  vaccines  are  available  to  prevent  known  causes  of  re- 
tardation, such  as  rubella,  they  should  be  administered 
to  everyone. 

4.  Maximum  antiseptic  care  should  be  standard  procedure  for 
all  medical  oersonnel  working  with  infants  in  order  to 
prevent  infection  by  a virus. 

5.  Every  hospital  should  have  as  routine  the  phenylketonuria 
test,  the  RH  blood  test,  and  any  others  which  would  serve 
to  protect  the  life  of  the  infant  against  mental  retarda- 
tion . 

6.  A complete  medical  record  should  be  kept  of  every  child 
from  the  moment  he  is  born  to  the  time  it  is  continued 
by  an  agency  like  the  school  or  public  health  service. 

This  information  should  include  all  vaccinations,  any  ab- 
normalities he  may  possess,  any  serious  illnesses  he  may 
have  had,  etc.  This  will  help  future  treatment  and  serve 
as  valuable  data  to  physicians  and  researchers  who  are 
constantly  looking  for  the  causes  and  cures  of  mental  re- 
tardation . 

7.  Pupils  who  are  classified  as  mild  mental  retardates  might 
be  instead  suffering  from  a deficiency  in  cultural  ad- 
vantages, emotional  disturbances,  or  organicity.  Complete 
diagnostic  and  evaluation  services  must  be  immediately 
implemented  by  community  action  to  alleviate  or  treat 
these  special  situations. 

8.  The  basic  facts  of  mental  retardation  and  abnormalities 
should  be  taught  to  students  in  the  elementary  and  high 
schools  by  professionals  who  have  sufficient  knowledge 

in  the  field  and  this  information  should  be  made  available 
to  the  public. 
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RESEARCH  PROJECTS 


The  committee  reiterated  that  they  could  discuss  this  vast 
topic  only  superficially,  but  were  in  agreement  as  to  its  import- 
ance . 

1.  The  major  portion  of  future  investigation  should  go  into 
the  preventive  aspects  of  mental  retardation  from  a medi- 
cal viewpoint.  The  purpose  would  be  to  try  and  reduce 
the  number  of  cases  of  this  disability  to  the  minimal 
point.  Research  should  be  continuous  by  the  various 
branches  of  medicine. 

2.  Another  area  of  major  concern  is  the  teaching  methodology 
currently  being  practiced  in  the  schools.  Laboratory 
teaching  situation#  should  be  instituted  in  every  college 
in  order  to  promote  new  approaches  to  the  education  of 
the  mentally  handicapped, 

3.  Future  studies  to  determine  whether  the  mentally  retarded 
can  better  be  served  at  an  agency  whose  services  are  ex- 
clusively for  them,  or  with  other  handicapped  children  as 
well  as  normal  children,  should  be  made.  Future  adjust- 
ments and  relationships  may  determine  whether  integrated 
social  opportunities  are  preferable  to  peer  groups. 

4.  Recreational  equipment  for  the  mentally  retarded  has 
never  been  thoroughly  studied.  A few  members  thought  that 
the  whole  subject  of  recreation  for  the  retardate  should 
be  studied  further.  There  are  comparatively  few  materials 
on  teaching  the  retardate  such  skills  as  social  dancing, 
dramatics,  swimming,  arts  and  crafts,  etc.,  as  well  as 
special  equipment  needed  for  utilizing  these  services. 

5.  Education  of  the  adult  retardate  has  hardly  been  touched 

by  the  researchers.  (See  ’’Public  Information  and  Education** 
which  recommends  that  there  should  be  adult  extension 
courses  for  the  mentally  retarded.)  This  committee  as- 
sumes that  there  is  no  plateau  of  learning  for  the  retarded 
person  and  that  he  is  able  to  absorb  more  knowledge  or 
skills  as  he  grows  older. 

6.  Finding  ways  of  bringing  the  mentally  retarded  closer  to 
the  community  is  a subject  that  needs  additional  investi- 
gation. Some  means  of  integrating  the  retardate  into  the 
general  community  so  that  the  public  may  be  better  able 

to  understand  him  and  accept  him  even  in  limited  ways  must 
be  searched . 

7.  Members  were  unanimous  in  stipulating  that  funds  for  re- 
search projects  could  be  provided  by  the  state  and  federal 

fovernments,  foundations,  and  special  grants  by  the  nat- 
onal  associations. 

There  was  general  agreement  also  that  one  way  of  encourag- 
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ing  research  is  to  allocate  more  research  scholarships 
and  fellowships  either  directly  to  the  universities  or 
to  those  professionals  already  in  the  field. 


PUBLIC  INFORMATION  AND  EDUCATION 

(See  also  ’’Preventive  Services”  and  ’’Research  Projects”) 

1.  It  was  the  committee’s  general  opinion  that  the  mass  media 
is  the  single  most  effective  tool  of  educating  and  inform- 
ing the  public  in  mental  retardation.  Within  recent  years 
the  subject  of  mental  retardation  has  received  increased 
coverage  on  radio  and  television  and  in  the  newspapers. 

This  means  of  conmunicating  to  the  general  populace  should 
be  extended. 

2.  Another  valuable  method  of  teaching  the  basic  facts  of 
retardation,  as  mentioned  previously,  is  in  the  curricula 
of  the  elementary  and  the  high  schools. 

3.  Scheduled  talks  to  fraternal  organizations,  veterans 
groups,  PTA’s,  professional  associations,  etc.,  have 
proved  effective  in  reaching  the  general  community.  More 
speakers’  bureaus  are  needed  v*iich  should  be  sponsored 

by  local  associations  for  retarded  children. 

4.  Still  another  proven  method  of  educating  people  is  to  in- 
volve them  in  some  activity  related  to  the  mentally  re- 
tarded. This  might  be  as  a club  leader,  maintaining  a 
continuous  relationship  with  a retardate  in  an  institution, 
joining  the  local  retarded  children’s  association,  teach- 
ing retardates  swimming,  etc.  By  working  with  retardates 
the  volunteer  becomes  more  fully  aware  of  what  it  is  to 

be  mentally  retarded  and  will  presumably  understand  them 
better. 

FEDERAL.  STATE.  AND  LOCAL  GOVERNMENTS’  ROLES 

In  discussing  the  relationship  of  the  federal,  state,  and 
local  governments  in  connection  with  the  mental  retardation  center, 
it  was  felt  that  all  programs,  including  the  staffs,  need  some 
financing  by  the  federal,  state,  and  local  governments.  Private 
sources  could  not  possibly  meet  the  tremendous  monetary  demands 
of  thasa  proposals.  It  was  decided  that  there  should  be  coopera- 
tive arrangements  among  community  leaders  and  government  officials 
in  requesting  funds. 

FUTURE  STATE  MENTAL  RETARDATION  FACILITIES 


On  the  future  role  of  the  state  mental  retardation  facility, 
the  members  stated  that  the  concept  of  large  buildings  was  poor. 
They  recognize  the  fact  that  the  State  has  had  to  construct  large 
units  in  order  to  care  for  the  retardates  who  are  on  a long  waiting 
list,  and  with  a limited  staff,  it  is  difficult  to  care  for  every- 
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one  who  needs  help.  Nevertheless,  the  members  thought  that  the 
most  advanced  professional  thinking  is  that  the  large  facilities 
are  not  as  useful  as  smaller  ones.  They  suggested  institutional 
cottages  with  no  more  than  sixteen  in  each  one.  Residential  day 
care  centers  should  be  located  in  or  near  the  community  they  re- 
side . 


There  should  be  special  arrangements  whereby  the  retardate 
can  remain  at  the  center  during  the  day  and  return  home  at  night. 
If  properly  staffed,  these  institutions  could  also  serve  as  out- 
patient clinics. 


PERSONAL  RECORDS 


The  committee  was  definite  on  how  they  felt  the  records  of 
the  retardates  should  be  kept.  There  was  to  be  a permanent 
record  file  of  all  children  and  adults  using  the  diagnostic  and 
evaluation  or  the  residential  and  day  care  centers.  While  this 
information  should  be  kept  confidential,  those  agencies  who  are 
cooperating  with  the  mental  retardation  facilities  in  the  treat- 
ment of  retardates  would  have  access  to  these  records,  as  well 
as  any  other  organizations  which  have  been  approved  by  the  board 
members.  Records  will  be  shared  with  other  professionals  and 
agencies  if  they  meet  the  criterion  that  this  is  for  the  patient *s 
benefit . 


PUBLIC  AND  PRIVATE  SCHOOLS’  ROLES 


In  discussing  the  position  of  the  schools  in  relation  to  the 
mental  retardation  center,  it  was  stated  that  their  services  would 
become  more  extensive  as  time  went  on.  As  an  example,  it  was  said 
in  1954,  there  were  50,000  pupils  in  special  education  classes, 
today  there  are  more  than  150,000.  The  members  felt  that  a child 
with  a 50  I.Q.  or  higher  could  be  placed  in  a special  class  in  the 
public  schools,  whereas  a child  of  under  50  I.Q.  should  be  placed 
in  a separate  building  with  complete  supervision.  In  general,  the 
committee  felt  that  private  schools  are  providing  better  services 
for  the  mentally  retarded  because  of  their  smaller  units,  and 
there  ought  to  be  continued  homogeneous  groupings  among  the  severe 
ly  mentally  retarded. 


TAX  EXEMPTION 


The  committee  highly  reccmmends  that  the  mentally  retarded 
should  receive  a pension  similar  to  the  one  now  extended  to  the 
blind.  They  also  felt  that  if  retardates  are  working,  they  should 
receive  a tax  exemption  similar  to  the  one  given  to  the  sightless. 
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REGION  VII  MENTAL  RETARDATION  PLAN 


1.  INTRODUCTION 

For  effective  prevention,  treatment  and  amelioration  of 
mental  retardation  and  its  manifold  social,  cultural,  medical 
and  educational  ramifications  and  implications,  a comprehensive 
approach  and  a plan  for  effective  action  are  essential.  Some 
of  the  important  aspects  of  a comprehensive  plan  are: 

a.  Prevention  - Through  pre-  and  post-natal  guidance  and 
treatment;  through  intervention  in  socio-cultural  patterns 
which  perpetuate  a high  incidence  of  mental  retardation. 

b.  Detection  - Through  training  of  professional  person- 
nel; through  legislation  which  will  make  PKU  testing  and 
other  pertinent  laboratory  work  mandatory;  through  well-baby 
clinics;  through  the  establishment  of  more  and  better  diag- 
mostic  and  evaluation  centers;  through  the  development  of 
adequate  patterns  of  service  delivery  that  will  render  these 
mechanisms  effective  for  all  sectors  of  the  population. 

c.  Parent  counseling  services  - These  services  should 
be  provided  by  the  schools,  clergynnen , social  agencies, 
physicians,  and  a variety  of  personnel  at  medical  facilities, 
voluntary  associations,  and  in  other  settings. 

d.  Day  care  - This  should  be  provided  by  a variety  of 
agencies,  both  public  and  private,  for  preschool,  school-age 
and  adult  retardates. 

e.  Trainable  and  educable  classes  - These  should  be 
provided  in  sufficient  numbers,  and  with  proper  student- 
teacher  ratios,  by  public  and  private  school  systems.  To 
do  this,  the  public  school  systems  should  be  enabled  to 
provide  as  well  and  as  long  for  the  retarded  child  as  for 
his  "normal”  peers. 

f.  Residential  care  - This  should  be  provided  (1)  in  a 
variety  of  forms  - purely  custodial  institutions,  residential 
school  facilities,  and  residential  training  facilities;  and  (2) 
for  varying  lengths  of  time  - for  short  term  periods  of  family 
crisis  or  rest,  for  a limited  number  of  years,  or  for  a life- 
time . 


g.  Vocational  service  - This  should  include  training  at 
the  school  level,  temporary  and  long  term  sheltered  workshop 
opportunities,  and  more  placements  in  industry,  via  improved 
communication  between  employers  and  those  working  with  the 
employable  retarded. 
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h.  Medical,  dental  and  psychiatric  services  - Many 
retardates  have  multiple  handicaps.  Adequate  service  should 
involve  the  acquisition,  by  private  practitioners  and 
public  agencies,  of  knowledge  of  the  retardates’  disabilities 
and  a willingness  to  work  mth  them. 

i*  Recreational  services  - These  should  include  a range 
of  services  for  all  age  groups  and  for  varying  periods  of  time. 

To  be  truly  comprehensive  in  scope,  all  of  these  services 
must  be  made  available,  where  needed,  to  the  mildly,  moderate- 
ly, severely  and  profoundly  retarded. 


ifnerever  possible  and  suitable,  elements  of  comprehensive 
mental  retardation  service  should  be  community-based,  and  given 
adequate  community  support  and  direction.  Comprehensive  mental 
retardation  planning  in  Pennsylvania  has  involved  many  people, 
lay  and  professional,  representative  of  local,  state  and  federal 
interests.  Through  their  deliberations  it  has  become  obvious 
that  greater  involvement  of  communities  is  vital  and  that  com- 
munities should  be  a major  force  in  the  implementation  of  State 
planning.  Continued  representation  of  each  community  involved 
is  essential  for  the  fulfillment  of  the  Comprehensive  Plan. 

The  coordination  of  comprehensive  mental  retardation  plan- 
ning and  comprehensive  mental  health  planning  is  vital.  Com- 
munity centers  should  be  developed  to  provide  services  for 
children  and  adults  who  have  problems  associated  with  mental 
dysfunction,  whether  primarily  due  to  an  emotional  disturbance, 
social  or  cultural  deprivation,  or  brain  impairment.  Ebcperi- 
ence  has  sho^jn  that  it  is  frequently  difficult  to  distinguish 
even  severe  retardation  from  childhood  psychosis,  similarly, 
brain  impairment  and  emotional  disturbance.  For  example,  one 
child's  disability  may  be  80%  due  to  brain  impairment  and 
20%  due  to  emotional  disturbance;  another  child  of  the  same 
age,  functioning  at  the  same  level,  may  have  little  or  no 
brain  impairment  and  90%  or  more  of  his  disability  due  to 
emotional  disturbance.  There  are  sufficiently  large  numbers 
of  children  between  these  two  extremes  to  make  the  develop- 
ment of  separate  facilities  impractical  and  undesirable. 

To  make  the  most  effective  use  of  planned  facilities, 
services  should  be  offered  for  the  accompanying  physical 
impairments  of  the  mentally  disabled.  Of  course,  community 
mental  health/mental  retardation  center  programs  will  have 
to  be  structured  to  the  needs  of  the  particular  communities 
in  which  they  are  established. 

In  summary,  the  development  of  facilities  providing 
integrated  services  for  the  emotionally  disturbed,  the 
mentally  retarded  and  the  physically  handicapped  should  be 
encouraged , 
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We  would  be  remiss  if  we  failed  to  take  cognizance 
of  the  hundreds  of  thousands  of  ”socio-culturally  deorived” 
citizens  in  Region  VII.  In  many  cases,  mild  retardation  is 
socio-culturally , rather  than  physiologically,  determined. 

Many  mildly  retarded  children  in  special  classes  and  insti- 
tutions are  from  low  socio-economic  level  families,  in  which 
there  is  a minimum  of  verbal  communication,  little  intel- 
lectual stimulation  and  no  incentive  for  scholastic  achieve- 
ment. This  is  especially  marked  in  several  sections  of 
Region  VII,  where  there  is  much  poverty  and  overcrowding, 
limited  recreational  and  education  facilities,  and  limited 
availability  and/or  use  of  health  and  welfare  services. 

In  these  **hard  core”  areas  there  is  a demonstrable  need 
for  expansion  of  some  existing  community  services  and  devel- 
opment of  new  ones.  Prenatal  clinics,  well-baby  clinics, 
adequate  immunization  programs,  family  counseling,  and  day 
care  facilities  are  among  the  services  needed,  and  these 
needs  should  be  attended  to  as  soon  as  possible.  Effective 
planning  could  be  fostered  by  setting  up  collaborative  re- 
lations with  and  between  public  health  district  programs, 
where  they  exist.  But  no  matter  how  much  planning  and  pro- 
gram development  is  accomplished,  its  potential  value  cannot 
be  realized  without  a massive  public  information  program, 
which  can  reach  the  people  for  whom  it  is  intendecJ  only  if 
presented  on  the  level  of  their  thinking  and  in  a manner  which 
will  interest,  rather  than  patronize,  them.  In  short,  before 
people  will  use  services  effectively,  they  must  be  taught  how 
and  why. 
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2 . INVENTORY  OF  MENTAL  RETARDATION  SERVICES  IN  REGION  VII 
I.  Detection  and  Case  Finding  Services 
A.  Existing  Services 

1.  Professional  Groups 

a.  Medical  General  Practitioners 

Pediatricians 

Obstetricians 

Psychiatrists 

Neurologists 

b.  Nurses 

c.  Non-Medical  Psychologists 

Social  Workers 
Educators 

2.  Hospitals  - General 

Sample  of  Services  Performed: 

a.  Pre-Natal  - History;  Physical  Examination 

Lab.  studies;  Wassermann; 

R.H,  Factor 

Genetic  Counseling  - Predom- 
inantly in  University 
Hospital . 

b,  Post-Natal  - General  Physical  Examination 

Lab.  studies  - P.K.U. 
Observation 


3.  Well-Child  Clinics 

Usually  by  appointment 
Bucks  County 
Philadelphia  County 
Chester  County 
Delaware  County 
Montgomery  County 


irregular  hours 
15 
18 
2 
3 
2 


Child  Guidance  Clinics  - Most  of  these  prefer  not  to 
deal  with  the  retardate. 


5.  Diagnostic  and  Evaluation  Centers  - 


Eastern,  St.  Chris- 
topher's, Elwyn 
(see  II.  Diagnos- 
tic Facilities) 


6.  Schools  - Parochial  and  Public 

Psydiologists  Data  not  available,  except  24  psy- 
Counselors  chologists  in  Phila.  public  schools 
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Public  School  Nurses 

Phil a.  Co.  - 210;  Chester  Co.  -42;  Bucks 

Co.  - 74;  Montgomery  Co.  - 113;  Dela.  Co.  - 122. 


B.  Unmet  Needs 

1.  Inadequate  numbers  of  pre-natal  clinics,  especially 
in  so-called  "depressed”  urban  and  many  rural  areas. 

2.  Recommendations  of  Task  Forces  #2  and  #3  - 
Pages  5 and  6 

3.  Increase  out-patient  departments  at  State  Schools 
and  Hospitals. 

4.  Educational  programs  for  young  women,  stressing  need 
for  adequate  care  throughout  pregnancy. 

5.  Research  on  socio-cultural  retardation. 


II.  Diagnostic  Facilities 

A.  Existing  Services  (see  C.  below) 

1.  Overlap  with  those  aforementioned. 

B.  Unmet  Needs 

1.  Community  mental  health  centers  which  are  able  to 
offer  complete  diagnostic  services  for  the  mentally 
retarded.  These  should  include  appropriate  consult- 
ants, both  medical  and  non-medical. 

2.  Additional  diagnostic  and  evaluation  centers. 

C.  Specific  Facilities  and  Numbers  Served  in  Year  Period 

1.  Diagnostic  facilities  in  Bucks  County 

a.  Delaware  Valley  Mental  Health  Foundation- 
Doylestown  - 5 

b.  Woods  School  - Langhorne  - 306-served  its  own 
resident  students,  32  of  whom  come  from  Region  VII. 

2.  Diagnostic  facilities  in  Chester  County 
a.  Devereaux  Schools  - Devon  - 314-total 

MR  caseload  - serves  its  own  resident  students, 
about  107o  of  whom  come  from  Region  VII. 

3.  Diagnostic  facilities  in  Delaware  County 
a.  Elvyn  School  - Elwyn  - 309  - some  from 

Region  VII  - some  resident  students. 

Diagnostic  workups  counted  here  are  done  by  a team,  usually 

consisting  of  a physician,  a psychologist  and  a social  worker, 
or  an  equivalent  group  of  professional  persons. 
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b.  Delaware  Go.  Assn,  for  Retarded  Children  - 
Lansdowne  - 6 

c.  Child  Guidance  Clinic  of  Delaware  Go.  - Media  - 25 

4.  Diagnostic  facilities  in  Montgomery  County 

a.  Child  Guidance  Clinic  of  Lankenau  Hospital  - 
Phila.  - 3 

b.  Child  Study  Institute  of  Bryn  Mawr  College  - 
Bryn  Mawr  - 42 

c.  Child  Development  Center  - Norristown  - 100 

d.  Pathway  School  - Jeffersonville  - 100 

5.  Diagnostic  facilities  in  Philadelphia  County 

a.  County  Court  of  Phila.  Medical  Department  - 450 

b.  Catholic  Children’s  Bureau  Child  Guidance  Clinic  - 24 

c.  Eastern  Mental  Health  Center  - 120 

d.  Eastern  Diagnostic  and  Evaluation  Center  - 164 

e.  Irving  Schwartz  Institute  - 15 

f.  St.  Christopher’s  Hosoital  - 360 

g.  Child  Study  Center  - 33 

h.  Youth  Study  Center  - 120 

i.  United  Cerebral  Palsy  Association  - 30 

j.  Children’s  Hospital  - 220 

In  summary,  the  following  numbers  of  diagnostic  workups  appear 
to  have  been  available  last  year  to  the  general  population  in  the 
five  counties  of  Region  VII. 


Montgomery  - 245 
Philadelphia  - 1536 


Bucks  - 5 
Chester  - 0 
Delaware  - 340 


III.  Parent  Counseling  Services 
A.  Existing  Services 

Counseling  services  of  parent  organizations,  such  as  the 
United  Cerebral  Palsy  Association  and  County  Associations 
for  Retarded  Children,  are  limited.  Similarly,  family 
service  agencies  serve  a small  number  of  parents  of  re- 
tardates. The  school  systems,  with  the  exception  of  Phila- 
delphia, have  been  unable  to  give  us  any  specific  data. 

Most  child  guidance  clinics  immediately  discharge  a re- 
tarded child  and  rarely  offer  much  help.  It  is  our  feel- 
ing even  if  they  do  not  desire  to  carry  this  type  of 
patient  that  counseling  is  indicated,  especially  in  areas 
of  understanding,  planning,  assistance  and  referral. 

Private  institutions  do  offer  some  parent  counseling,  but 
this  is  woefully  lacking  in  State  Schools.  It  is  probably 
done  best  in  those  hospitals  in  Philadelphia  with  a special 
interest  in  retarded  children  and  the  Diagnostic  and  Eval- 
uation Center.  Physicians  in  various  specialties  are  often 
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the  primary  source.  Psychologists  and  clergymen  are 
less  involved,  except  with  older  children. 

B.  Unmet  Needs 

1.  It  appears  that  all  counseling  services  need  to  be 
expanded.  Adequately  trained  personnel  are  a must. 
Parent  counseling  at  the  time  of  diagnosis  is  ex- 
tremely important.  Without  emotional,  as  well  as 
intellectual,  understanding  of  test  results,  and  a 
well-planned  program  of  treatment,  many  parents  re- 
fuse to  believe  diagnoses  and  start  on  a hopeless 
round  of  duplicated  work-ups. 

2.  Recommendations  of  Task  Force  #4 

C.  Facilities  Known  to  Provide  Parent  Counseling 

1.  Bucks  County-  unknown 

2.  Chester  County  - 

a.  Deverea\ax  Schools  - meet  with  groups  of  parents, 

whose  children  do  not  have  to  be  Devereaux  students. 

3.  Delaware  County  - unknown 

4.  Montgomery  County  - 

a.  Child  Study  Institute  of  Bryn  Mawr  College  - 
counsels  parents  of  41  retardates  yearly. 

5.  Philadelphia  County  - 

a.  St.  Christopher’s  Hospital  - sees  parents  of 
70  cases  monthly 

b.  PARC  - operates  an  extensive  referral  and  in- 
formation service 

c.  Children’s  Hospital  - 150  parents  a year 

d.  Public  School  System  - 3500  parents  were  counseled 
last  year.  Also,  consultant  service  for  parents  of 
164  retarded  pre-school  children. 


IV,  Pre-School  Day  Care  Services 
A.  Existing  Services 

Currently,  these  are  markedly  limited.  Those  that  are 
available,  even  in  private  schools,  are  primarily  for 
normal  children.  The  public  schools  in  Philadelphia  are 
just  beginning  to  have  classes  for  pre-school  children, 
but  these,  too,  are  for  normal  children.  The  same  holds 
true  for  parochial  schools.  As  far  as  we  have  been  able 
to  ascertain,  pre-school  classes  are  limited  almost  ex- 
clusively to  a few  operated  by  county  chapters  of  the 
Pennsylvania  Association  for  Retarded  Children. 


-521- 


B.  Unmet  Needs 


1.  Pre-school  day  care  centers  should  be  established 

for  the  retarded  as  well  as  other  handicapped  or  even 

gifted  children. 

2.  The  mandatory  age  level  for  admission  to  school  should 

be  lowered. 

G.  Known  Pre-school  Day  Care  Facilities 

1 . Bucks  County 

a.  Bucks  Go.  Association  for  Retarded  Children  - 3 
locations : 

Doyles town  - 9 pre-school  children 
Sellersville  - 12  pre-school  children 
Bristol  - 14  pre-school  children 

2.  Chester  County 

a.  Chester  County  Association  for  Retarded  Ghildren- 
nursery  - West  Chester  - 19 

3.  Delaware  County 

a.  Delaware  County  Association  for  Retarded  Ghildren- 
Lansdowne  - pre-school  - 30 

b.  Peter  Pan  School  - Wayne  - nursery  - 8 children 

4.  Montgomery  County 

a.  Child  Development  Center  - 20  day  pre-school 

b.  Montgomery  County  Association  for  Retarded  Children 
Twigs  Nursery  Training  Group  - 5 locations  - nursery 
100  children 

5.  Philadelphia 

a.  St.  Christopher’s  - day  nursery  - 43 

b.  Philadelphia  Association  for  Retarded  Children  - 
nursery  - 30 

c.  Children’s  Hospital  20  - retarded  and  cerebral 
palsied 

d.  Public  School  System  - diild  care  centers  - unknown 
number  of  retarded  cducable  pupils  included  in  these 
programs 

e.  Kensington  Dispensary  - 8 


V.  & VI.  Trainable  and  Educable  Glasses 
A.  Ebcisting  Services 

Every  county  in  the  area  has  classes  for  the  educable  and 
trainable  retarded.  This  applies  usually  to  both  public 
and  parochial  schools,  though  the  latter  are  quite  limited 
There  is  no  agreement  on  admission  age,  this  ranging  from 
5 to  8 years.  Likewise,  there  is  indefinite  information 
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as  to  the  age  at  which  retardates  are  excluded  from 
school.  Classes  vary  in  size. 

Elach  county  has  about  two  supervisory  people , and  each 
class  has  one  teacher.  Most  trainable  classes  also  have 
a non-college>educated  teacher’s  assistant. 

B.  Unmet  Needs 

1.  Availability  of  classes  for  all  educable  and  trainable 
^ildren,  especially  with  regard  to  lower  admission  age. 

2.  Programs  to  meet  the  needs  - physical,  social,  emotional 
and  intellectual  - of  both  edu cables  and  trainables. 

3.  Adequate  numbers  of  teachers  trained  in  Special  Education 
Programs  for  the  older  retardates. 

C.  Parochial  School  Pupils  by  County  (both  educable  and 
trainable) 

1.  Bucks  - 0 4.  Montgomery  - 31 

2.  Chester  - 3 5.  Philadelphia  - 376 

3.  Delaware  - 32 

D.  Public  School  Classes  by  County 

1.  Bucks  County 

a.  Educable  - 40  elementary  classes  - 583  children 

38  secondary  classes  - 676  children 

b.  Trainable  - 12  classes  - 148  children 

2.  Chester  County 

a.  Educable  - 25  elementary  classes  - 352  children 

28  secondary  classes  - 485  children 

b.  Trainable  - 7 classes  - 98  children 

3.  Delaware  County 

a.  Educable  - 48  elementary  classes  - 674  children 

31  secondary  classes  - 466  children 

b.  Trainable  - 9 classes  - 190  children 

4.  Montgomery  County 

a.  Educable  - 38  elementary  classes  - 544  children 

34  secondary  classes  - 540  children 

b.  Trainable  - 12  classes  - 159  children 

5.  Philadelphia 

a.  Educable  - 169  elementary  classes  - 3048  children 

226  secondary  classes  - 4976  children 

b.  Trainable  - 40  classes  - 476  children 

(There  are  also  about  10  classes  for  educable  retarded 
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adolescents  with  pre- delinquent  behavior  - about 
210  children.) 

E.  Standards  for  Special  Classes 

Educable  - It  is  estimated  that  educable  classes  are 
needed  £or  2 to  2.5%  of  the  total  school  enrollment  and 
that  the  classes  should  have  an  average  enrollment  of  15 
children. 

1.  Bucks  County  - 1.4%  of  the  elementary  pupils  are  in 
educable  classes;  2.1%  of  the  secondary  pupils  are  in 
educable  classes.  Average  number  per  class:  elementary 
14;  secondary  17 

2.  Chester  County  - 1.2%  of  the  elementary  pupils  are  in 
educable  classes;  2.2%  of  the  secondary  pupils  are  in 
educable  classes.  Average  number  per  class:  elementary 
14;  secondary  17 

3.  Delaware  County  - 1.4%  of  the  elementary  pupils  are  in 
educable  classes;  1.2%  of  the  secondary  pupils  are  in 
educable  classes.  Average  number  per  class:  elementary 
14;  secondary  15 

4.  Montgomery  County  - 1.0%  of  the  elementary  pupils  are 
in  educable  classes;  1.2%  of  the  secondary  pupils  are 
in  educable  classes.  Average  number  per  class:  elemen- 
tary 14;  secondary  16 

5.  Philadelphia  County  - 1*8%  of  the  elementary  pupils  are 
in  educable  classes;  4.3%  of  the  secondary  pupils  are  in 
educable  classes.  Average  nismber  per  class:  elementary 
18;  secondary  22 

Trainable  - 2 per  1000  of  the  school  population  need  to  be 
provided  for  in  trainable  classes.  It  is  recommended  that 
trainable  classes  be  limited  to  no  more  than  10  pupils. 

1.  Bucks  County  - should  provide  for  148  pupils  - provides 
for  148  - average  number  per  class  12. 

2.  Chester  County  - should  provide  for  101  pupils  - pro- 
vides for  98  - average  number  per  class  14. 

3.  Delaware  County  - should  provide  for  177  pupils  - pro- 
vides for  190  - average  number  per  class  24. 

4.  Montgomery  County  - should  provide  for  202  pupils  - pro- 
vides for  159  - average  number  per  class  16. 

5.  Philadelphia  County  - should  provide  for  567  pupils  - 
provides  for  476  - average  nu^er  per  class  less  than 
12.  (Despite  the  standard  cited  above,  there  are  re- 
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ported  to  be  no  students  awaiting  admission  to  trainable 
classes  in  Philadelphia.) 

F.  The  Current  Ratio  of  Pupils  to  Teachers 

Educable  (elem.  & sec.)  Trainable 


Bucks  16:1  12:1 
Chester  16:1  14:1 
Delaware  15:1  24:1 
Montgomery  15:1  16:1 
Philadelphia  20:1  12:1 


In  order  to  attain  a 15:1  ratio  for  those  currently  enrolled, 
the  additional  teachers  that  would  be  needed  are  as  follows: 


For  the  Educables  For  the  Trainables 


Bucks 

6 

Delaware  15 

Chester 

4 

Montgomery  1 

Philadelphia 

139 

By  1971  the  number  of 

teachers 

needed  would  be  as 

follows 

For  the  Educables 

For 

the 

Trainables 

Bucks 

197 

31 

Chester 

115 

8 

Delaware 

279 

19 

Montgomery 

266 

18 

Philadelphia 

802 

53 

The  current  number  of 

teachers 

is 

as  follows: 

For  the  Educables 

For 

the 

Trainables 

Bucks 

78 

12 

Chester 

52 

7 

Delaware 

79 

8 

Montgomery 

72 

10 

Philadel  phia 

395 

40 

Ages  at  Which  Retarded 

1 Children  are  Admitted  to  School 

Bucks  5 

Delaware 

6 

Philadelphia 

8 

Chester  6 

Montgomery 

8 

VII.  Day  and  Residential  Care 
A.  Existing  Services 

1.  Custodial  Day  Care 

Mostly  offered  by  parent  organizations  and  private 
schools  and  very  limited. 

2.  Day  Schools  - private 
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3.  Short-Term  Residential  Care 

A few  suBBBer  camps  are  operated  by  Associations  for 
Retarded  Children  and  private  institutions. 

4.  Long-Term  Residential  Care 

Foster  homes,  nursing  homes,  boarding  houses,  half-way 
houses  - no  data  available  to  Coranittee 

5.  Residential  Schools  for  the  moderately  and  mildly  re- 
tarded. 

B.  Unmet  Needs 

1.  Additional  facilities  for  day  care  centers. 

2.  Education  of  the  general  public  and  the  County  Commis- 
sioners to  accept  the  older  retardate,  especially  in 
the  County  Home  setting. 

3.  Urgency  of  need  for  short-term  residential  facilities 

C.  Facilities  Offering  Day  and  Residential  Care 

1.  Custodial  Day  Care 

a.  Bucks  County  - United  Cerebral  Palsy  Association 
b«  Chester  County  - none 

c.  Delaware  County  - Delaware  County  Association 
for  Retarded  C3iildren 

d.  Montgomery  County  - United  Cerebral  Palsy 

e.  Philadelphia  County  - Children’s  Hospital  - day 
care  cerebral  palsy  unit;  United  Cerebral  Palsy 
Association 

2.  Day  Schools  - private 

a.  Bucks  County  - none 

b.  Chester  County  - St.  Mary  of  Providence  - 60  day 
students 

c.  Delaware  County  - Elwyn  School  - 50  day  students 

d.  Montgomery  County  - St.  Katherine's  Day  School  - 236 
Pathway  School  - 155  students 

e.  Philadelphia  County  - PARC  - 100  students 

Our  Lady  of  Confidence  Day  School  - 220  students 

3.  Short-term  Residential  Care  - camps  - see  list  oa  page  15 

4.  Long-term  Residential  Care  - no  list  available 

5.  Residential  Schools  (for  moderately  and  mildly  retarded) 

a.  Backs  County  - Woods  School  - total  of  400  pupils  - 
32  from  Region  VII 

b.  Chester  County  - Camphill  - 16;  St.  Mary  of  Providence 
100  resident  pupils;  Devereaux  - total  of  314  retard- 
ed pupils  - less  than  10%  from  Region  VII 

c.  Delaware  - Elwyn  School  - total  of  1126  pupils  - 450 
from  Region  VII ; Don  Cuanella  - 130  pupils 
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d.  MoOl^omery  County  - Pathvay  School  - 45 


VIII,  Inatitutlonal  Care 
A.  Existing  aervlcea 

24  - Institutions  with  less  than  100  patients 
8 - Institutions  with  more  than  100  patients  (see 
Information  above  on  total  number  of  patients 
from  Region  VII) 

1.  Woods  School  - 400  (Bucks) 

2.  St.  Mary  of  Providence  - 100  (Chester) 

3.  Pennhurst  State  School  & Hospital  - 3192 
(Chester) 

4.  Devereaux  School  - 314  (Chester) 

5.  Don  Guanslla  • 130  (Delaware) 

6.  Elwyn  School  - 1126  (Delaware) 

7.  Pathway  School  - 307  (Montgomery) 

8.  Greenwich  Home  ->  103  (Philadelphia) 


B.  Unmet  Needs 

1.  Facilities  to  take  care  of  the  “waiting  list." 

2.  Relief  of  overcrowding  In  established  facilities. 

3.  Establishment  of  standards  for  private  residential 
facilities. 

4.  Facilities  for  defective  delinquents  under  15  years  of 
age. 


IX.  & X.  Sheltered  Workshops  and  Ehtplo3nment  Services 
A.  Existing  Services 

1.  See  list  of  sheltered  workshops  below. 

2.  The  Bureau  of  Vocational  Rehabilitation  has  evidenced 
Interest  In  the  past  two  years  In  training  and  placing 
some  retardates. 

3.  Some  Industries  and  businesses  have  been  hiring  retard- 
ates. The  federal  government  has  made  concessions  In 
hiring  retardates,  but,  thus  far,  the  Com&onwealth  has 
not  done  so. 


B.  Unmet  Needs 

1.  Sheltered  Workshops 
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a.  More  facilities  are  necessary 

b.  The  Bureau  of  Vocational  Rehabilitation  should  be 
encouraged  to  enlarge  its  program  for  training  re- 
tardates. 

2.  Employment  services 

a.  Further  education  of  aaployers  to  point  out  that 
retardates  can  be  good  workers. 

b.  Include  the  retardate  in  the  slogan,  ’’Hire  the  Handi- 
capped.^’ 

G.  Known  Sheltered  Workshops  and  E^plo3mient  Services 

1.  Bucks  County 

a.  Bucks  County  Association  for  Retarded  Children  - 51  in 

3 sheltered  workshops 

b.  UCP  - a few  persons  receive  vocational  service 

c.  BVR  - 75  Bucks  County  retardates  have  been  placed  in 
sheltered  workshops  by  the  BVR.  About  15  special 
class  Bucks  County  high  school  students  are  being 
taken  to  the  Good  Will  Industries  Workshop  in  Willow 
Grove. 

2.  Chester  County 

a.  Handi-Crafters  - 50 

b.  UCP  - a few  persons  receive  vocational  service 

c.  BVR  - about  50  Chester  County  retardates  have  been 
placed  in  sheltered  workshops  by  the  BVR 

3.  Delaware  County 

a.  Delaware  County  Association  for  Retarded  Children  - 
60  in  workshops 

b.  BVR  - 75  Delaware  County  retardates  have  been  placed 
in  sheltered  workshops  by  the  BVR 

c.  Elwyn  - 130  resident  students  in  work  training  pro- 
grams 

4.  Montgomery  County 

a.  Montgomery  County  Association  for  Retarded  Children  - 
76  persons  in  3 sheltered  workshops 

b.  BVR  - 50-60  retardates  have  been  placed  in  sheltered 
workshops  by  the  BVR 

c.  UCP  - a few  retardates  receive  vocational  service 

5.  Philadelphia  County 

a.  UCP  - 135  in  sheltered  workshops 

b.  PARC  - 69  in  sheltered  workshops 

c.  Jason  School  - 92 

d.  Philadelphia  Institute  of  Vocational  Training  - 52 

e.  Sedgewick  School  - 59 

f.  BVR  - BVR  closed  about  700  retardate  cases  in  fiscal 
year  1963-64  (only  figiare  available) 
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XI.  CooBDunity  Services 

A.  Medical  and  Psychiatric  Services 

Although  the  specific  data  on  medical  and  psychiatric 
services  is  not  available,  it  is  a known  fact  that  many 
retardates  suffer  from  multiple  handicaps  which  require 
remedial  treatment.  Whether  these  handicaps  be  physical 
or  emotional,  they  should  be  treated,  and  services  should 
be  provided  which  offer  this  type  of  care. 

B.  Recreational  Services 

The  Committee  has  compiled  only  the  following  list  of  camps 
for  retarded  children  in  Region  VII;  this  may  not  be  all- 
inclusive. 

We  have  been  unable  to  take  an  inventory  of  other  recreat- 
ional facilities.  It  is  our  impression,  however,  that  they 
are  lacking  in  most  communities. 

1.  Bucks  County 

a.  Woods  School  - Langhorne 

2.  Chester  County 

a.  Devereaxix  Schools  - two  day  camps  in  Devon 

b.  Chester  County  Association  for  Retarded  Children  - 
day  camp  in  Berwyn 

c.  Camp  Beehive  for  the  Retarded  Children  - sponsored 
by  the  Church  Council  for  the  Exceptional  Person  - 
Berwyn 

3.  Delaware  County 

a.  Kerlin  - sponsored  by  Elwyn  School  - Elwyn 

4.  Montgomery  County 

a.  Twigs  - Oreland 

b.  Buttonwood  Farms  - Lansdale 

c.  River  Crest  - Mont  Clare 

5.  Philadelphia  County 

The  Philadelphia  Association  for  Retarded  Children  spon- 
sors several  camps:  Kenniston  Day  Camp  in  Fairmount 
Park;  the  Variety  Club  Camp,  located  in  Worcester  (Mont- 
gomery County);  a pilot  project  for  10  mildly  retarded 
underprivileged  Jewish  girls;  and  an  overnight  program 
for  14  mildly  or  moderately  retarded  underprivileged 
boys  under  the  auspices  of  a private  foundation. 
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3.  STANDARDS  FOR  CONSTRUCTION  OF  DIAGNOSTIC  & EVALUATION 

T>A^  . REgl’DE^ITmTACgLlTI  15"^ 


The  Federal  Government  has  asked  the  Commonwealth,  in 
anticipation  of  potential  construction  grants,  to  prepare  stand- 
ards for  care  in  three  categories;  (1)  diagnosis  and  evaluation-*' , 
(2)  day  facilities  - including  treatment  and  rehabilitation  fa- 
cilities, day  care  centers,  sheltered  workshops,  nursery  schools, 
pre-school  classes,  and  private  day  schools,  and  (3)  residential 
facilities.  These  standards  will  be  used  for  the  construction 
plan  only. 

For  construction  purposes,  the  State  decided  to  plan  for 
1%  of  the  total  population  rather  than  the  3%  that  is  tradition- 
ally considered  to  be  mentally  retarded. 

Standards  of  need  were  assigned  as  follows: 

Diagnosis  and  evaluation:  service  for  80  per  100,000 

general  population 

Day  facilities:  service  for  720  per  100,000  general 

population 

Residential  facilities:  service  for  200  per  100,000 

general  population 


Service  for  1,000  per  100,000  = 1% 


Using  these  standards  with  the  present  Region  VII  population 
of  3,816,396,  the  results  are  as  follows: 

17o  of  population  for  which  construction  plans  are 
being  made;  38,164 


These  standarc^s  exclude  provision  for  the  care  of  mildly  and 
moderately  retarded  children  of  school  age. 

+ This  would  mean  a team  approach,  involving  a physician,  psy- 
chologist and  social  worker,  or  equivalent  professional  group. 
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Existing  and  Needed  Services 
for  Region  VII  Retardates 


Types  of  Service 

Diagnosis  and  Evaluation 
Day  Services 
Residential  Care 


Numbers  for 
whom  Provisions 

Standard  Existing are  Needed 

3,053  2,126*  927 

27,478  3,805**  23,673 

7,633  5,779***  1,854 


* By  County:  fiucks  - 5 ; Chester  - 0;  Delaware  - 340; 

Montgomery  - 245;  Philadelphia  - 1536. 

**  By  County:  Bucks  - 159;  Chester  - 147;  Delaware  183; 

Montgomery  - 634;  Philadelphia  - 2682 

***  This  figure  is  based  on  the  following  data: 

1.  Numbers  of  retardates  in  non-state  institutions  in 
Region  VII.  Data  on  three  of  these  institutions 
(Woods,  Devereaijx  and  Elwyn  Sdiools)  are  adjusted 
because  a sizeable  proportion  of  their  caseload 
definitely  does  not  come  from  Region  VII. 

2.  Numbers  of  Region  VII  residents  ^o  are  in  state 
Schools  throughout  the  Commonwealth. 

3.  An  estimated  number  of  retarded  Region  VII  residents 
in  State  Mental  Hospitals  throu^out  the  Commonwealth. 
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4.  SUGGESTED  PHASING  TO  MEET 


MENTAL  RETARDATION  NEEDS  IN  REGION  VII 


Thft  preceding  chapter  described  the  standards  that  will 
be  utilized  for  the  State’s  Mental  Retardation  Construction 
Plan. 


The  Region  VII  C^maittee  has  prepared  more  detailed  phas- 
ing for  development  of  services  in  1967  and  1971.  The  Commit- 
tee has  decided  that,  all  things  being  eqiuil,  i.e.,  there  being 
no  particular  grossly  unmet  needs  in  a county,  ser^ces  should 
be  ranked  in  order  of  importance  as  follows: 

1.  (Hipest  priority)  diagnosis  and  evaluation,  in  con- 
junction with  parent  counseling; 

2.  vocational  training; 

3.  day  care; 

4.  institutional  care;  and 

5.  pre-school  services. 

Where  required,  public  school  classes  are  also  recommended, 
although  it  is  realized  that  the  responsibility  for  these  facil- 
ities rests  with  the  school  systems. 
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Suggested  Phasing  to  Meet  Mental  Retardation  Needs 

in  Region  VII 


Proposed  Pro- 

Unmet  Needs  grams  for  1967 


Bucks  County 

1.  There  are  virtually  no  di- 
agnostic and  evaluation 
services  available  to  the 
general  public. 

2.  Only  about  1/3  of  those 
that  should  be  receiving 
vocational  services*  are 
receiving  them. 

3.  Only  1.4%,  instead  of  the 
recommended  2 to  2.5%,  of  the 
total  school  enrollment  are 
being  served  in  elementary 
educable  classes. 

4.  Bucks  County  currently 
has  75  persons  waiting 
for  institutional  care. 

These  people  should  be 
provided  for  in  institu- 
tions , unless  community 
out-patient  services  can 
meet  tills  need. 


highest 
pri ority 


second 

priority 


Chester  County 

1.  There  appear  to  be  no  di- 
agnostic and  evaluation 
services  available  to  the 
general  public  in  Chester 
County . 

2.  Less  tiian  1/2  of  those  who 
need  vocational  services 
are  receiving  them. 


highest 

priority 


second 

priority 


3.  There  is  no  custodial  day  third 

care  available  to  retardates  priority 

of  school  age  in  Chester 
County. 


The  standard  for  vocational  service  is  provision 
per  1,000  population. 


Programs  Pro- 
posed  for  1971 


hipest 

priority 


second 
priori ty 


for  one  person 
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I 


Unmet  Needs 


Proposed  Pro- 
grams  for  1967 


(Chester  Co.  cont’d) 

4.  Only  1.2%,  instead  of  the 
recommended  2 to  2.5%,  of 
the  total  school  enrollment 
are  enrolled  in  elementary 
educable  classes  in  Chester 
County.  More  elementary 
classes  appear  to  be  needed, 

5.  Forty-seven  Chester  County 
persons  are  on  waiting  lists 
for  institutional  care  at 
present.  Institutional  pro- 
visions will  need  to  be  made 
available  to  them  unless  com- 
munity out-patient  services 
can  take  care  of  their  needs. 


Delaware  County 

1.  Less  than  1/2  of  those  who 
need  vocational  services 
are  receiving  them. 

2.  The  average  number  of  stu- 
dents in  trainable  classes 
in  Delaware  County  is  24, 
instead  of  the  recommended 
10.  Therefore,  more  train- 
able  classes  are  needed. 

3.  Only  1.47o  of  the  elementary 
school  enrollment  and  1.2% 
of  the  secondary  school 
enrollment,  instead  of  the 
recommended  2 to  2.5%,  are 

in  educable  classes.  It  would 
appear  that  more  educable 
classes  are  needed. 


hipest 

priority 


second 

priority 


4.  There  are  129  p)ersons  on 
waiting  lists  for  institu- 
tional care  in  Delaware  Go. 
Unless  community  services 
can  provide  for  them,  in- 
stitutional services  will 
have  to  be  made  available. 


Programs  Pro- 
posed  for  1971 


highest 

priority 


second 

priority 


highest 

priority 


second 
pri ority 
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Uraaet  Needs 


Programs  Pro-  Programs  Pro- 

poste  for  1967  posed  for  1971 


Montgomery  County 

1.  Less  tiian  1/4  of  those  who  highest 

should  receive  vocational  priority 

services  are  receiving  thera 

in  Montgomery  County 

2.  It  appears  that  only  3/4  of 
those  who  need  to  be  in 
trainable  classes  are  being 
provided  for.  Also  the 
average  number  of  children 
in  trainable  classes  is  16 
instead  of  the  recommended 
10.  Only  1.0%  of  the  elem- 
entary school  enrollment 
and  1.2%  of  the  secondary 
school  enrollment,  instead 

of  the  recommended  2 to  2.5%, 
are  enrolled  in  educable 
classes.  It,  therefore,  ap- 
pears that  more  trainable  and 
educable  class  provisions 
are  needed. 

3.  One  hundred  twenty-seven 
Montgomery  County  people 
are  awaiting  institutional 
care,  and  this  should  be 
provided  for  unless  com- 
munity facilities  can  meet 
their  needs. 


hipest 

priority 


second 

priority 


Philadelphia  County 

1.  Less  than  half  of  those  who 
need  vocational  services 
are  receiving  them. 

2.  Accurate  data  are  not 
available,  but  indications 
are  that  only  a small 
fraction  of  needed  pre- 
school day  care  provisions 
exist. 

3.  There  are  very  few  custo- 
dial day  care  provisions 
for  school  age  children. 


highest 
priori ty 


second 

priority 


highest 

priority 
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Unmet  Needs 


Programs  Pro- 
posed  for  1967 


(Phils.  Go.  cont'd) 

4.  695  Philadelphia  people  are 
on  a waiting  list  for  in- 
stitutional care.  This 
should  be  provided  unless 
community  services  can  be 
expanded  to  meet  their 
needs. 


Programs  Pro- 
posed  for  1971 


second 

priority 
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5.  PREVENTIVE  SERVICES 


Definition 


The  term  ’’prevention , as  used  in  this  report,  concerns 
primary  prevention  of  mental  retardation.  Primary  preventive 
measures  are  taken  before  the  signs  of  mental  retardation  ap- 
pear in  an  individual.  We  shall  not  consider  in  this  report 
the  so-called  ’’secondary”  preventive  services,  v*iich  deal  with 
the  prevention  of  complications  in  an  already  handicapped  in- 
dividual, i.e.,  correction  of  superimposed  physical  problems. 

Introduction 


The  three  major  and  interdependent  phases  in  an  adequate 
program  of  prevention  are: 

Phase  I - acquisition  of  knowledge  regarding  causes  of 
retardation  and  means  to  intervene  and  thereby  stop  the 
process . 

Phase  II  - utilization  of  the  knowledge  to  make  services 
available  to  the  affected  population. 

Phase  III  - motivation  of  the  public  to  utilize  the  avail- 
able services. 

As  far  as  Phase  I is  concerned,  medical  science  has 
really  just  begun  to  scratch  the  surface,  and  there  is  already 
a gap  between  i^at  we  know  and  what  we  can  do  with  this  know- 
ledge. In  some  cases  we  have  determined  the  means  of  preven- 
tion, but  have  not  developed  the  vehicle  for  intervention. 

In  some  aspects  of  primary  prevention  we  have  advanced 
to  Phase  II.  For  example,  it  has  long  been  known  that  adequate 
prenatal  care  is  essential  to  the  prevention  of  complications 
of  pregnancy.  We  have  implemented  this  knowledge  by  making 
available  prenatal  care.  Frustratingly , those  who  most  need 
the  care  are  not  using  the  services  to  full  advantage. 

Phase  III,  therefore,  presents  great  problems.  Action 
research  projects  which  would  demonstrate  better  ways  of  pro- 
viding services  in  an  effective  manner  are  needed. 

Task  Force  #1,  %hich  concerned  itself  with  prevention 
of  mental  retardation,  listed  ten  causes,  occurring  pre-natally, 
at  birth,  or  post-natally.  They  are:  prematurity,  radiation, 
maternal  infections,  drugs,  infections  of  the  newborn,  isoim- 
munization, fetal  brain  damage,  metabolic  diseases,  infections 
of  childhood,  and  poisoning.  The  Region  VII  Committee  adds 
cultural  deprivation  to  this  list. 
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The  main  purpose  of  our  limited  survey  of  preventive  ser- 
vices has  been  to  determine  the  status  of  Phase  II  of  primary 
prevention  in  Region  VII.  In  short,  how  have  we  implemented  the 
already  existing  knowledge  concerning  the  prevention  of  mental 
retardation? 

To  do  justice  to  this  question  we  would  have  to  exsoiine 
the  full  range  of  maternal -chi Id  health  services  - those  ad- 
ministered by  official  agencies,  private  agencies,  and  private 
practitioners.  We  would  have  to  measure  not  only  the  quantity 
of  services  available,  but  also  examine  their  quality.  Time 
and  resources  have  not  permitted  this. 

The  results  of  our  investigation  are  limited  to  those 
statistics  made  readily  available  to  us.  Material  on  Philadel- 
phia and  Bucks  Counties  was  most  easily  located,  because  these 
counties  have  separate  health  departments. 

Recommendations 


This  Coomittee  subscribes  to  the  recommendations  of  the 
Task  Force  on  Prevention  of  Mental  Retardation. 


PREVEMTIVE  SERVICES  IN  PHILADELPHIA  COUNTY 
Educational  and  Counseling  Services  in  the  Schools 

A truly  preventive  program  should  begin  in  junior  hi^h 
school,  with  subjects  such  as  health  and  nutrition  taught  in  a 
highly  motivational  way.  Sound,  healthy  bodies  are  one  of  the 
most  essential  forces  in  producing  healthy  babies.  When  preg- 
nancy has  already  occurred  it  is  too  late  to  change  nutritional 
or  general  health  status,  especially  during  the  most  crucial 
few  weeks  of  the  fetal  life. 

School  personnel  are  learning  that  students  need  counse- 
lors to  help  them  handle  their  problems  before  they  get  out 
of  hand.  In  some  cases  teenagers  might  be  prevented  from  be- 
coming pregnant.  If  they  were  pregnant  they  could  be  helped 
to  seek  prenatal  care  as  early  as  possible.  Statistics  show 
that  teenage  mothers  tend  to  deliver  prematurely.  Prematurity 
is  one  of  the  major  causes  of  mental  retardation. 

Educational  attempts  are  being  made,  but  school  health 
personnel  admit  that  they  are  faced  with  the  negative  influences 
of  life  outside  of  the  school  and  the  myriad  hard  core  social 
problems  that  resist  change. 

PRENATAL  SERVICES 

Every  large  hospital  that  has  an  obstetrical  department 
also  has  prenatal  outpatient  clinics.  The  largest  of  these, 
serving  the  indigent  of  the  city,  holds  7 prenatal  clinics  a 
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week  day  each).  They  see  approximately  275  patients  a week. 

A total  of  22  prenatal  clinics  in  Philadelphia  report  their 
weekly  hours  of  operation  to  the  State.  However,  the  Common- 
wealth has  no  data  on  the  number  of  personnel  working  in  these 
clinics  or  the  number  of  patients  they  see.  Therefore,  evalua- 
tion of  the  quantity  of  service  is  not  possible. 

All  of  the  prenatal  clinics  do  routine  serology  and  Rh 
factor  analysis.  The  Philadelphia  Health  Department  has  recently 
established  five  prenatal  clinics  (^day)  in  community  health 
centers  in  health  districts  #4,  #5,  and  #6.  This  was  made  possible 
through  Children’s  Bureau  funds  as  a special  research  study  in 
furnishing  adequate  maternity  care  for  "high  risk  mothers."  These 
clinics  will  be  run  with  the  close  cooperation  of  the  local  hos- 
pitals where  these  mothers  will  deliver  their  babies. 

Philadelphia  County  has  297  obstetricians  listed  in  the 
medical  directory  (1964),  There  is  no  information  available  on 
the  number  of  patients  delivered  under  private  obstetrical  care, 
quality  of  service,  or  fees  for  service. 

EXPECTANT  PARENTS'  CLASSES 


A minimal  niinber  of  parents'  classes  are  held  for  the  pur- 
pose of  giving  supplemental  information  and/or  emotional  support 
to  new  parents.  Most  hospitals  endeavor  to  demonstrate  the  basic 
bathing  and  dressing  techniques  at  some  point  before  the  new 
mother  leaves  the  hospital. 

PUBLIC  HEALTH  NURSE  REFERRALS  FROM  PRENATAL  CLINICS 

Ideally,  public  health  nurses  should  receive  many  refer- 
rals from  prenatal  clinics,  but  in  reality  only  the  mc®t  compli- 
cated pregnancies  are  referred  to  nursing  services.  This  is  due 
to  the  shortage  of  staff  and  ever-increasing  caseloads. 

INADEQUATE  PRENATAL  CARE 

The  1963  Philadelphia  Department  of  Public  Health  Annual 
Statistical  Report  states  that  of  42,952  resident  live  births , 
6,926,  or  l6.1%  were  preceded  by  inadequate  prenatal  care.  Of 
these,  3,917  came  from  Health  Districts  #4,  #5,  and  #6. 

DELIVERIES 


Unplanned  home  deliveries  are  reported  to  be  at  an  all- 
time  low.  In  1963  a total  of  98  deliveries  at  home  were  reported, 
and  this  number  is  dwindling  steadily  over  the  years. 

Most  hospitals  have  adequate  delivery  room  facilities. 
However,  this  area  deserves  more  intense  study  as  to  the  quality 
of  medical  supervision  of  the  delivery  room.  In  too  many  cases 
the  rcund-the-clock  supervision  is  left  in  the  hands  of  the 
nursing  staff  or  specially  trained  non-professional  personnel. 
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To  our  knowledge,  monitering  of  the  fetal  heart  rate  is 
not  done  routinely. 

Most  of  the  city's  hospitals  are  now  doing  the  Guthrie  PKU 
blood  screening  test  on  three-day-old  infants. 

PREmTURE  INFANT  CARE 

The  1963  statistics  show  that  4,933  infants  or  11.5%  of  the 
total  live  births  in  Philadelphia  were  inmature  (under  5 pounds, 

8 ounces  at  birth). 

NEONATAL  CARE  AND  PEDIATRIC  CARE 

The  Philadelphia  Medical  Directory  lists  191  pediatricians 
residing  in  Philadelphia  County.  There  are  no  statistics  avail- 
able on  the  number  of  general  practitioners  %*io  are  involved  in 
the  health  of  children. 

Philadelphia  has  two  hospitals  specializing  in  pediatrics. 
These  serve  a far  greater  area  than  Philadelphia  County,  however. 
Both  of  these  institutions  have  very  active  outpatient  clinics 
as  well  as  inpatient  facilities,  and  both  are  vitally  concerned 
with  well-baby  care  and  prevention  of  disease.  These  hospitals 
also  do  screening  of  children  for  the  metabolic  disease,  PKU. 

Sixty-three  Well -Baby  Conferences  of  the  Philadelphia 
Health  Department  are  held  in  25  locations  throughout  the  city. 

At  present,  none  of  these  are  screening  for  PKU.  All  have  very 
active  programs  of  immunization  for  diptheria,  pertussis,  small- 
pox vaccination,  tetanus,  and  policwayelitis . They  hope  to  add 
measles  vaccinations  as  soon  as  money  becomes  available  for  vaccine. 

ACCIDENT  PREVENTION 


The  City's  health  educators  have  made  accident  prevention 
one  of  their  prime  interests.  It  is  very  difficult  to  gauge  the 
effectiveness  of  the  program,  but  statistics  are  being  gathered 
on  it . 

POISON  CONTROL  CENTER 


Philadelphia  County's  twenty-four  hour  poison  information 
center  serves  the  five-county  area.  Also,  all  emergency  wards 
of  hospitals  are  considered  treatment  centers  for  this  most  vital 
service. 

In  1963,  15  deaths  in  Philadelphia  were  attributed  to  poi- 
sons. There  is  no  statistical  information  on  the  amount  of 
brain  damage  that  occurred  in  those  who  survived  severe  poisoning. 
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LEAD  POISONING 


In  1963  there  were  159  reported  cases  of  lead  poisoning, 
mostly  between  the  ages  of  1 and  4.  There  were  5 deaths. 

The  City  Health  Department  has  an  active  followup  program 
for  reported  cases  of  lead  poisoning.  The  child  is  hospitalized 
for  de-leading,  and  the  home  is  visited  by  an  environmental  en- 
gineer, who  takes  scrapings  of  paint  and  plaster  in  the  house. 

A public  health  nurse  visits  to  teach  the  family  the  Importance 
of  de-leadlng  the  house  and  checks  siblings  for  any  history  of 
pica  (unusual  appetite  for  paints,  plaster,  etc.). 

The  most  frustrating  part  of  this  program  Is  the  de-leadlng 
of  the  house  by  the  scraping  off  of  all  leaded  paints  with  which 
the  child  could  possibly  come  In  contact.  Leaded  paint  for  use 
Indoors  has  been  outlawed  for  many  years.  However,  the  bulk  of 
lead  poisoning  cases  occur  in  the  old  sections  of  the  city  where 
buildings  retain  old  paint  under  layers  of  unleaded  paint.  These 
dwellings  are  multiple  unit  apartment  buildings  In  the  tenement 
areas  of  the  city.  Landlords  are  not  legally  bound  to  remove 
old  paints.  This  means  that  unless  the  child  Is  to  return  to  a 
leaded  environment  again,  either  the  family  must  move  to  a lead- 
free  apartment  or  remove  the  paint  themselves.  This  Is  costly 
in  terms  of  paint  stripper,  scrapers,  ladders  and  paint  to  re- 
cover the  area,  to  say  nothing  of  physical  energy  and  time. 

It  takes  a hl^ly  motivated  family  to  carry  through  these 
"recommendations.”  The  City  Health  Department  has  struggles 
with  this  problem.  It  has  the  cooperation  of  a private  group 
of  volunteers  (Friend’s  Self-Help  Work  Camps)  to  help  with  the 
physical  labor  as  well  as  fvarnlsh  the  necessary  tools,  but  this 
Is  not  sufficient. 

RESEARCH 


1.  Pennsylvania  Hospital,  8th  and  Spruce  Streets 

Philadelphia  County  Is  fur tuna te  to  have  NIH  research  going 
on  at  Pennsylvania  Hospital,  where  a comprehensive  longitudinal 
study  of  prenatal,  natal,  and  postnatal  Influences  on  child  health 
Is  being  made.  The  combined  findings  of  this  and  other  NIH 
studies  being  conducted  In  other  cities  may  Influence  the  prevent- 
ive techniques  of  the  future. 

2.  Children’s  Bureau  Grant  to  Philadelphia  Health 

Department 

This  Intensified  antepartum  service  to  "high  risk"  mothers 
In  deprived  areas  of  the  city  Is  another  piece  of  research  «^lch 
may  result  In  Improved  maternal-child  health  techniques. 

PKU  TREATMENT  PROGRAM 

Philadelphia  County  houses  the  larger  of  the  two  PKU  treat- 
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ment  programs  in  the  state.  The  program  at  St,  Christopher's 
Hospital  for  Children  is  sponsored  by  the  Pennsylvania  State 
Health  Department. 

As  of  April,  1965,  of  the  85  children  in  the  program  14 
PKU  children  from  the  five-county  area  had  been  under  active 
treatment  at  this  clinic.  Some  were  referred  from  the  State 
Health  Department  through  their  well-diild  conferences,  one 
was  referred  from  Osteopathic  Hospital,  several  from  private 
pediatricians  and  several  from  St.  Christopher's  itself.  Un- 
fortunately, because  of  late  recognition  of  this  metabolic  dis- 
ease, many  of  the  patients  are  intellectually  impaired.  As 
the  routine  screening  of  infants  increases  there  are  a greater 
number  of  hopefully  unimpaired  infants  being  salvaged.  (3  of 
the  14  were  diagnosed  before  6 months.) 

GENETIC  COUNSELING 

True  "genetic  counseling,"  i.e.,  counseling  based  on 
actual  bio-chemical  or  chromosomal  data,  of  parents  of  handi- 
capped children  is  done  in  a limited  number  of  cases.  This 
service  is  usually  associated  with  special  research  studies 
because  it  is  time-consuming  and  expensive,  geneticists  are 
very  few,  and  technicians  need  highly  specialized  skills  for 
this  kind  of  work. 

Naturally,  parents  are  being  given  advise  in  most  all 
facilities  for  handicapped  children  as  to  the  statistical 
chances  of  defects  recurring  in  subsequent  pregnancies. 

FAMILY  PLANNING 

The  Planned  Parenthood  Association  has  four  active  clinics 
in  Philadelphia  County.  Twelve  hospitals  have  clinics  for 
either  counseling,  referral,  or  service,  and  three  more  hospitals 
plan  to  add  this  service  in  the  near  future. 

At  present  the  policy  of  the  City  Health  Department  is  to 
give  referral  information  to  those  mothers  who  specifically  ask 
for  it.  There  are  no  official  agencies  sponsoring  family  plan- 
ning services  per  se. 

CULTURAL  DEPRIVATION 


The  causes  of  cultural  deprivation  are  inextricably 
bound  up  with  many  hard  core  social  problems,  such  as  racial 
prejudice  and  unemplo3^ment , v^ich  are  reflected  in  overcrowded, 
disease-provoking  housing  conditions,  with  super-imposed  prob- 
lems of  inadequate  nutrition  and  a morale-sapping  environment 
v^ich  is  imprinted  on  generations  of  offspring. 

Statistical  studies  show  that  the  prevalence  of  mental 
retardation  bears  a close  relationship  to  lack  of  prenatal  care, 
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prematurity y a high  Infant  death  rate.  In  looking  at  these 
statistics  in  Philadelphia  health  districts,  we  find  that  every 
aspect  of  mental  retardation  causation  is  highest  in  the  most 
poverty-stricken  areas. 

The  Fact  Book  on  Poverty  of  the  Health  and  Welfare  Council, 
Inc.  has  estimated  that  there  are  85,679  families  in  Philadelphia 
Q.7%)  that  have  an  income  of  less  than  $3,000. 

Making  specific  recommendations  on  this  facet  of  preven- 
tion of  mental  retardation  is  well  within  the  interest,  but  be- 
yond the  ability  of  this  Committee.  It  is  felt,  however,  that 
adequate  integration  of  programs  against  poverty,  discrimination, 
lack  of  education  and  opportunity,  poor  housing,  poor  nutrition 
(both  social  and  physical),  etc.,  is  essential. 

PREVENTIVE  SERVICES  IN  BUCKS  COUNTY 

Residents  of  Bucks  County  use  the  six  local  hospitals  for 
a multitude  of  services.  However,  a large  percentage  of  the 
people  use  facilities  outside  of  the  county. 

In  addition  to  these  general  hospitals,  which  provide  some 
prenatal  care,  there  are  16  practicing  obstetricians  and  200  pri- 
vate physicians  in  the  area.  Well-dbild  care  is  provided  by  16 
practicing  pediatricians  and  15  well-diild  clinics  sponsored  by 
the  Bucks  County  Department  of  Health.  There  is  no  special  pro- 
gram for  the  intensive  care  of  the  premature  child. 

In  addition  to  access  to  the  24-hoar  poison  control  center 
in  Philadelphia,  the  Bucks  County  Department  of  Health  and  two 
hospitals  act  as  poison  information  centers. 

The  Planned  Parenthood  Association  has  recently  opened  a 
center  in  Newtown. 

The  Fact  Book  on  Poverty  reports  tiiat  Bucks  County  has 
6,410  (8%)  families  with  an  income  of  less  than  $3,000. 

For  statistics  on  certain  diseases  in  early  infancy  and 
congenital  malformation  in  Bucks  County, 

PREVENTIVE  SERVICES  IN  CHESTER  & DELAWARE  COUNTIES 


According  to  the  Medical  Directory,  there  are  250  physi- 
cians residing  in  the  Chester  County  area  and  580  in  the  Dela- 
ware County  area.  The  Ccmuaittee  could  not  determine  how  many 
of  these  specialize  in  obstetrics  or  pediatrics. 

There  are  several  small  Visiting  Nurse  Societies  in  these 
counties  which  give  limited  maternal-child  care  in  addition  to 
their  bedside  nursing  services. 
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The  Fact  Book  on  Poverty  indicates  that  there  are  6,032 
(127o)  families  with  an  income  of  less  than  $3,000  in  Chester 
County  and  12,074  (9%)  in  Delaware  County 

PREVENTIVE  SERVICES  IN  M0NTGCB4ERY  COUNTY 

There  are  9 hospital-sponsored  prenatal  clinics  in 
Montgomery  County.  Eight  parents'  classes  are  sponsored  by 
hospitals,  and  they  usually  hold  about  4 series  a year.  Public 
Health  Nurses  from  the  Department  of  Health  teach  the  Unit  on 
Nutrition  at  Montgomery  Hospital.  The  Visiting  Nurse  Associa- 
tion has  been  conducting  classes  in  the  Abington  area;  in  Oc- 
tober 1965  the  Abington  Memorial  Hospital  will  assume  this  re- 
sponsibility. 

There  are  nine  hospital -sponsored  postnatal  clinics.  The 
nximber  of  referrals  is  difficult  to  estimate.  The  V.N.A.  goes 
to  the  hospital  and  takes  names  from  the  list,  and  both  the 
Department  of  Health  and  the  V.N.A.  receive  referrals.  This 
service  should  be  promoted  and  developed. 

All  nine  hospitals  in  Montgomery  County  do  PKU  testing. 

There  are  three  state-sponsored  child  health  conferences 
and  approximately  twenty  Visiting  Nurse  Association-sponsored 
child  health  conferences. 

There  is  a telephone  listing  for  poison  control. 

The  Fact  Book  on  Poverty  reports  that  Montgomery  County 
has  9,753  i’amilies  (7^)  whose  income  is  less  than  $3,000. 
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6.  EDUCATION  OF  THE  MENTALLY  RETARDED 


We  understand  it  to  be  the  Commonwealth’s  duty  to  educate 
all  children  who  can  be  educated.  In  the  case  of  the  retardate 
this  clearly  involves  a wide  range  of  responsibility.  Although 
an  increasing  number  of  **educable”  and  "trainable”  classes  have 
been  organized  In  recent  years , as  yet  these  do  not  make  pro- 
vision for  all  retarded  children  who  can  be  educated. 

There  are  retarded  children  who  do  not  reach  classroom 
standards  of  trainability , but  who  nonetheless  can  benefit  from 
opportunities  for  socialization,  communication  and  minimal  self- 
help  instruction.  Their  parents  should  not  be  left  with  only 
the  alternatives  of  admission  to  a State  School  (for  which  they 
may  have  to  wait  several  years),  keeping  their  children  at  home 
with  no  programming,  or  seeking  often  non-existent  voluntary  day 
care  services.  Our  Committee  believes  that  the  school  systems 
should  provide  day  care  for  any  child  who  can  benefit  from  the 
minimal  programming  outlined  above. 

Considering  education  of  the  retarded  from  a different  per- 
spective, there  are  many  retarded  children  who  are  not  in  school 
because  of  their  age.  Pennsylvania  law  does  not  require  any  child 
to  attend  school  before  he  is  eight  years  old.  Therefore,  many 
school  systems  have  not  made  provisions  for  retarded  children  to 
enter  school  before  eight,  despite  the  wishes  of  their  parents. 

(For  information  on  the  five  counties  in  Region  VII,  see  page  11.) 

Because  training  in  the  formative  years  is  crucial  for  the 
retarded  child,  our  Committee  recommends  that  admission  of  re- 
tarded children  to  school  classes  or  day  centers,  where  appropri- 
ate, be  made  mandatory  at  age  five.  Wherever  the  public  schools 
develop  pre-school  programs,  we  recommend  that  retarded  children 
be  included.  Ideally,  we  hope  that  eventually  the  schools  sys- 
tems will  identify  retarded  children  by  the  age  of  three  and  place 
them  in  classes  or  day  care  centers  iramediately. 

At  the  other  end  of  the  scale,  the  retarded  adolescent  need 
not,  according  to  law,  be  kept  in  school  after  he  is  seventeen. 

Most  school  systems,  therefore,  do  not  provide  classes  for  retard- 
ates beyond  this  age,  and  it  is  our  impression  that  most  retard- 
ates are  dismissed  at  sixteen.  In  many  cases,  an  additional  y^ar 
or  two  of  vocationally  oriented  education  would  be  of  great  help 
in  securing  employment.  The  average  high  school  graduate  is  17^ 
or  18.  Our  Committee  recommends  t^t  the  retarded  youngster  be 
encouraged  by  all  means  possible  to  remain  in  sdiool  until  he 
reaches  that  age. 

The  school  curriculum  for  the  retardate  should  be  practically 
oriented.  The  student  should  be  prepared,  through  school-sponsor- 
ed sheltered  workshop  experience,  to  begin  emplo3nnent , if  he  has 
the  aptitude,  immediately  after  leaving  school.  He  should  not 
need  to  learn  basic  work  habits  and  skills  for  the  first  time  in 
a sheltered  workshop  after  he  leaves  school.  Indeed,  he  should 
need  to  enter  a sheltered  workshop  only  if  it  is  presumed  that 
he  will  stay  there  indefinitely. 
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7 . PLANNING,  RESEARCH  AND  PROGRAM  EVALUATION 


A.  General  Recommendations 


L.  Planning,  research  and  program  evaluation  shcAiId  be  con- 
sidered the  responsibility  of  all  levels  of  a comprehen- 
sive program. 

2.  On  the  State  level  there  is  need  for  closer  interdepart- 
mental liaison  and  planning,  including  such  services  as 
welfare,  public  health,  public  instruction,  labor  and 
industry,  and  vocational  rehabilitation.  The  Council  on 
Human  Services  could  be  an  effective  insttnimen tality  for 
achieving  this. 

3.  In  consideration  of  the  similar  nature  of  services  needed, 
and  the  continuing  limitations  of  facilities  and  profession- 
al manpower,  it  would  seem  desirable  and  more  feasible  to 
develop  integrated  services  for  both  the  mentally  ill  and 
the  retarded  on  a community  basis.  Both  disorders  require 
an  overlapping  range  of  services,  and  there  is  simply  not 
enough  m^ power  to  staff  two  separate  programs  on  the  com- 
munity level. 

4.  A regional  Mental  Health/Mental  Retardation  Board  should 
be  appointed,  with  a minimum  of  fifteen  and  a maximum  of 
twenty-five  members,  including  prominent  individuals  in 
the  coiomunity,  representatives  of  health  and  welfare  coun- 
cils, mental  health  associations,  associations  for  retard- 
ed children,  organizations  of  pertinent  professional  disci- 
plines, and  officials  of  appropriate  local  and  state 
government  serving  the  region.  The  members  of  the  Regional 
Mental  Health/Meatal  Retardation  Board  should  be  appointed 
by  the  Governor  from  a list  assembled  by  the  Chairman  of 
the  Council  for  Human  Services. 

5.  The  Regional  Mental  Health/Mental  Retardation  Board  should 
be  responsible  for  constant  re-evaluation  of  the  Comprehen- 
sive Mental  Health/Mental  Retardation  Plan  and  modification 
in  line  with  changing  circumstances.  It  should  be  respon- 
sible for  promoting  the  implementation  of  the  Plan.  The 
work  of  the  Board  should  be  reported  in  detail  to  the 
Council  for  Human  Services  to  enable  the  various  state  pro- 
grams to  coordinate  their  services. 

6.  The  Regional  Mental  Health/Mental  Retardation  Board  should 
review  all  requests  for  state  support,  whether  grant-in-aid, 
purchase  of  services,  or  any  other  form  of  support  of  pri- 
vate agencies  functioning  in  relation  to  mental  health  cen- 
ters, making  recommendations  regarding  the  distribution  of 
available  support  funds  as  related  to  total  community  needs 
and  long  range  planning.  The  Board  should  be  available  for 
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consultation  to  local  government  and  private  fund  agencies 
for  achieving  the  best  distrihxt  ion  of  funds  for  mental 
health/mental  retardation  services. 

7.  To  assure  the  effectiveness  of  the  proposed  Regional  Mental 
Health/Mental  Retardation  Board,  the  Commonwealth  of  Penn- 
sylvania, through  the  Department  of  Public  Welfare,  should 
provide  sufficient  funds  to  employ  as  much  staff  personnel 
as  required  to  assist  and  carry  out  the  recommendations  of 
the  Board.  The  Regional  Board  should  elect  its  own  officers, 
including  a chairman,  vice-chairman,  and  any  others  who  may 
be  required.  It  should  also  establish  its  own  working  rules 
and  procedures  for  the  accomplishment  of  its  objectives. 

8.  A research  coordinating  connnittee  should  be  established  on 
the  state  level  with  board  representation  u der  the  auspices 
of  the  Council  for  Human  Services.  This  committee  should 
initiate,  coordinate,  and  provide  a central  source  for  in- 
formation and  exchange  of  ideas.  It  should  assist  in  obtain- 
ing financial  support  for  research  projects  relating  to 
mental  health  and  retardation,  establishing  priorities  for 
both  basic  and  applied  research. 

9.  The  Committee  subscribes  to  the  summary  recommendations  of 
the  mental  retardation  task  forces  dated  3/12/65. 


B.  Specific  Suggestions  for  Research 

The  administrators  of  mental  retardation  facilities  in 
Region  VII  were  asked  to  suggest  important  areas  for  research. 
Among  their  responses  were  the  following: 

1.  Research  on  testing  newborns  for  PiCU  and  galactosemia; 

2.  research  into  vocational  areas  suitable  for  retardates 
and  training  and  placement  methods; 

3.  research  on  methods  for  developing  better  public  relations 
for  the  retardate  in  the  community; 

4.  research  on  lipid  metabolism  and  myelin  sheaths; 

5.  research  on  the  role  of  socio-cultural  deprivation  in  men- 
tal retardation; 

6.  research  on  family  adjiistment  when  a mentally  retarded  in- 
dividual is  living  in  the  home; 

7.  research  on  provisions  for  the  aged  retardate; 

8.  research  on  the  unexplained  cyclic  rise  and  fall  in  eosino- 
phil counts. 

C.  Data  Collection 


In  completing  required  federal  forms  on  each  mental  retard- 
ation facility  in  the  five  counties,  it  became  apparent  to  the 
Committee  members  and  staff  that  the  ackninistrators  of  many 
facilities  have  accumulated  little  data  on  their  caseload. 
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waiting  list,  personnel  and  programs.  Also,  there  seemed  to 
be  a lack  of  standard  nomenclature,  which  hampered  understand- 
ing between  interviewer  and  respondent.  The  federal  forms  did 
not  define  what  they  were  measuring;  for  example,  ^'diagnosis 
and  evaluation"  was  not  explained  and  was  therefore  interpreted 
differently  by  many  administrators. 

When  it  came  to  measuring  existing  mental  retardation  pro- 
grams against  needs,  standards  for  needed  care  were  almost  non- 
existent. Without  knowing  what  a given  population  of  retard- 
ates needs  in  the  way  of  diagnostic  service,  day  facilities, 
school  facilities,  school  classes,  residential  facilities,  etc. 
it  was  difficult  to  plan  rationally.  A few  standards  were  made 
available  by  the  staff,  in  consultation  with  experts  in  the  field 
locally. 

Our  Conmittee  recom&ends  that  work  be  undertaken  on  a 
national  level  in  the  areas  of  standards  of  care,  precise  nomen- 
clature and  reliable  report  forms  ^ich  accurately  measure  the 
services  being  performed. 
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8.  MANPOWER 


In  view  of  the  Limited  data  available  and  the  absence  of 
standards  of  need  for  personnel,  the  Committee  was  unfortunately 
not  able  to  assess  numerically  the  mental  retardation  manpower 
needs  of  Region  VII.  We  strongly  recommend  that  such  a study  be 
initiated  by  the  Commonwealth  as  soon  as  possible. 

For  the  present,  the  Conomittee  submits  the  following  general 
statement: 

A continually  expanding  economy  and  the  development  of  more 
services  for  the  mentally  and  physically  disabled  has  created  a 
growing  shortage  of  professional  and  non-professional  personnel. 
There  is  so  much  competition  for  competent  professional  personnel 
that  salaries  will  possibly  double  in  the  next  decade.  Currently, 
practically  all  services  in  the  mental  retardation  and  mental 
health  fields  are  limited  by  their  inability  to  obtain  enough 
qualified  professional  personnel. 

The  improvement,  expansion,  and  development  of  new  services 
is  making  it  necessary  to  educate,  train  and  attract  professional 
workers  at  a far  faster  rate  than  at  present.  Unfortunately,  at- 
traction to  the  field  of  mental  retardation  is  often  difficult. 

To  ameliorate  this  situation,  salaries  must  be  raised,  especially 
in  the  state  facilities. 

Greater  importance  should  be  given  to  the  use  and  training 
of  non-professional  ancillary  personnel.  There  is  need  for  finan- 
cial support  to  assist  not  only  state  but  private  facilities  in 
the  development  of  in-service  programs  that  will  attract  and  train 
these  valuable  workers.  Support  and  encouragement  is  also  neces- 
sary for  short-term  training  in  mental  retardation  for  professional 
personnel  such  as  psychologists,  social  workers,  rehabilitation 
counselors,  teachers  and  physicians  (particularly  those  being  train- 
ed in  psychiatry,  neurology  and  pediatrics). 

The  value  of  gaining  the  interest  and  concern  of  young  peo- 
ple ^ould  be  more  fully  recognized  through  the  development  of 
high  school  projects  and  visits;  summer  emplo3nnent  for  college 
students;  volunteer  activities;  vocational  workshops;  courses 
v^ich  include  scsme  material  on  mental  retardation;  and  financial 
support  in  college  and  graduate  school  programs  leading  to  pro- 
fessional work  in  the  field. 

The  value  of  volunteers,  both  professional  and  non-pro- 
fessional, should  be  re-assessed.  Effort  must  be  made  to  recruit 
volunteers  and  to  use  them  imaginatively  and  to  maxim\im  advantage. 

Mental  retardation  services  could  be  increased  and  enhanced 
greatly  through  the  use  of  one  of  our  most  important  potential 
sources  of  sianpower. . .middle-aged  women  who  have  reared  families 
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successfully.  These  women  often  have  useful  academic  backgrounds, 
innate  ability  in  working  with  people,  and  a strong  desire  to  con- 
tinue to  live  meaningfully.  Similarly,  many  retired  men  and  wo- 
men have  much  to  offer.  Partially  disabled  men,  ^o  can  no  longer 
maintain  their  regular  emplo3nnent  schedules,  may  also  be  of  value 
to  mental  retardation  programs.  These  retired  and  partially  dis- 
abled men  could  provide  much-needed  father  figures  for  institution- 
alized retardates. 

Some  of  the  large  teaching  medical  centers  in  Philadelphia 
are  already  providing  training  opportunities  for  those  working  with 
the  retarded  and  are  sending  their  students,  residents  and  staff 
members  to  work  and  learn  at  institutions  for  the  mentally  retarded. 
This  exchange  of  personnel  and  knowledge  should  be  encouraged  and 
increased  at  all  levels. 

Educational  programs  and  interesting  research  opportunities, 
acquired  through  affiliation  with  the  large  training  centers,  may 
be  valuable  in  attracting  and  maintaining  good  personnel,  espec- 
ially at  State  Schools  and  Hospitals,  where  the  frustrations  of 
working  with  a severely  disabled  population  must  often  be  keenly 
felt. 
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9.  PUBLIC  AND  PROFESSIONAL  EDUCATION 


The  total  population  of  the  five  counties  in  Region  VII 
is  approximately  four  million.  Of  this  number,  it  is  estima- 
ted that  at  least  3%  are  mentally  retarded.  Greater  public 
awareness  and  factual  information  concerning  the  whole  field 
of  mental  retardation  is  a mecessity  if  plans  for  effective 
services  and  programs  are  to  be  implemented.  The  task  of  pro- 
viding public  information  mi:ist  involve  educating  not  only  the 
general  public,  but  a multi-disciplinary  professional  group 
which  can  supply  leadership  for  more  adequate  community  in- 
formation and  understanding.  The  Task  Force  Paper  "Public 
Information"  (under  Problem  Areas)  presents  a well-organized 
general  plan  for  state  and  local  programs,  which  could  be 
adapted  for  mental  retardation. 

Recommendations 


On  the  State  level,  we  recommend  a permanent  public  affairs 
advisory  committee,  with  a voice  at  the  top  policy  level  of  the 
mental  retardation  program.  This  group  should  include  executives 
of  publishing,  broadcasting,  public  relations  and  advertising 
companies,  and  representatives  of  voluntary  mental  retardation 
associations,  the  medical  profession,  schools  and  churches. 

The  Division  of  Mental  Retardation  should  have  an  adeqviate 
public  information  staff,  who  can  be  in  constant  communication 
with  State  Schools,  the  Department  of  Public  Instruction,  Mental 
Health  and  Mental  Retardation  Centers  and  regional  public  inform- 
ation specialists.  On  the  local  level,  there  should  be  regional 
public  information  specialists  and  local  public  affairs  advisory 
committees  to  ^om  and  through  whom  state  and  local  material  is 
channeled. 

Program 


The  distinction  between  education  of  professional  groups 
and  education  of  the  general  public  is  artificial,  as  there  is 
overlap  in  many  programs.  However,  for  clarity  of  presentation, 
we  are  separating  them  in  this  report. 

A.  Professional  Education 


1.  We  recommend  organization  of  a State  multi-disciplinary 
agency  to  serve  as  a resource  for  training  and  consulta- 
tion for  all  professionals  working  with  the  retarded. 

The  responsibilities  of  this  agency  would  include;  dis- 
semination , of  the  latest  information  on  mental  retarda- 
tion; training  professionals  in  counseling  of  fanilie* 
with  retarded  children;  supervision  of  trainees  and 
agencies  interested  in  this  service;  and  provision  of 
information  and  stimulation  for  workers  already  function- 
ing in  the  community. 
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Such  an  on-going  organization  could  supply  program- 
ming consultation  and  training  for  all  disciplines 
through  intensive  workshops  for  teachers,  psycholo- 
gists, personnel  directors,  nurses,  etc.,  at  speci- 
fied times  during  the  year.  It  could  be  located  in 
any  hospital  serving  the  retarded,  a state  institution 
or  a large  private  school  for  the  retarded. 

2.  To  carry  on  this  work  on  the  local  level  for  Region 
VII,  a regional  public  information  specialist  should 
channel  information  to  professional  groups  so  they  can 
be  readily  informed  of  the  latest  developments  in  the 
field  of  mental  retardation. 

Dependent  upon  implementation  of  the  first  two  recommenda- 
tions, the  following  on-going  plans  could  be  facilitated: 

1.  An  intensive  educational  campaign  through  the  county 
medical  societies  to  acquainting  general  practitioners 
with  the  newest  facts  on  prevention  of  mental  retardation. 

2.  An  expert  State  advisory  board  to  report  to  the  Com- 
missioner of  Mental  Health  on  pertinent  new  develop- 
ments in  all  aspects  of  prevention,  diagnosis  and  manage- 
ment of  mentally  retarded  patients. 

3.  The  use  of  techniques  such  as  educational  television 
and  traveling  mental  health  and  mental  retardation  ser- 
vice teams  should  be  explored. 

4.  State-paid  psychiatric  residents  might  do  some  work  in 
State  Schools  for  the  mentally  retarded. 

5.  Nursing  service  administrators  should  be  involved  fur- 
ther in  community  planning  for  services  to  the  retarded 
Cooperative  programs  among  psychiatric  hospitals,  in- 
stitutions for  the  retarded  and  public  health  nursing 
services  should  be  extended. 

6.  Training  classes  should  be  made  available  to  practical 
niirses,  nurses  aids  and  hcsnemakers  to  assist  in  homes 
where  there  is  a severely  retarded  bed  patient. 

7.  Special  grants  should  be  made  to  hospital  nursing  schools 
to  provide  curricula  dealing  with  mental  retardation 

and  to  require  some  training  in  an  institution  for  the 
mentally  retarded. 

8.  The  Bureau  of  Services  for  the  Mentally  Retarded  in  the 
Office  of  Mental  Health,  should  conduct  conferences  for 
clergy  to  acquaint  them  with  the  needs  of  the  retarded 
and  their  families. 
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9.  Intensification  of  seminary  teaching  concerning  the 
retarded  might  be  encouraged  by  the  use  of  government 
stipends  when  the  ministerial  candidate  does  field 
work  in  an  institution  for  the  retarded. 

10.  Social  agencies  could  be  advised  by  a regional  public 
information  specialist  in  regard  to  material  available, 
existing  facilities  and  community  resources  for  the 
retarded. 

11.  Schools  of  social  work  need  to  be  encouraged  to  pro- 
vide students  with  information  on  working  with  the 
retarded  and  their  families.  The  growing  importance 
of  school  social  work  services  for  early  detection  of 
emotional  problems  in  all  exceptional  children  should 
be  stressed. 

12.  Personnel  managers  in  industry  could  be  educated  by 
the  state  multi-disciplinary  agency  as  to  the  value  of 
hiring  the  retarded  for  jobs  within  their  capacity. 
Business  leaders  could  be  urged  to  prepare  policy 
statements  indicating  preparedness  to  hire  the  mentally 
retarded  for  appropriate  work. 

13.  The  Department  of  Public  Instruction  or  the  Department 
of  Health  could  be  responsible  for  team  consultative 
services  to  schools  on  the  education  of  the  mentally 
retarded  in  rural  areas,  to  insure  use  of  the  latest 
techniques  in  teaching  the  brain-injured  and/or  multi- 
ply handicapped  child.  This  service  might  well  be  ex- 
tended to  include  parent  counseling  for  individuals 
far  from  regular  child  guidance  clinics. 

14.  Through  case  conferences  and  seminars  special  educators 
and  psychologists  could  acquaint  classroom  teachers 
with  modern  methods  of  dealing  with  the  slow  learner  in 
the  regular  classroom. 

15.  Teachers  acting  as  school  counselors  might  receive 
tuition  fees  from  local  Associations  for  Retarded  Chil- 
dren to  attend  workshops  on  the  vocational  needs  of 
the  retarded. 

16.  The  regional  public  information  specialist  could  be 
used  to  secure  intensified  cooperation  with  all  volun- 
tary health  agencies  and  medical  associations  in  the 
local  area.  These  might  include  county  medical  so- 
cieties, county  chapters  of  PARC,  and  local  officials 
of  the  American  Association  on  Mental  Deficiency,  the 
American  Psychiatric  Association,  the  American  Associa- 
tion of  General  Practitioners,  the  Council  on  Excep- 
tional Children  and  associations  of  pediatricians  and 
school  administrators. 
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17,  We  recommend  the  inclusion  of  specialized  course 

content  on  mental  retardation  in  all  seminary,  pre- 
medical, social  work,  or  nursing  training.  Govern- 
ment stipends  need  to  be  provided  to  support  mental 
health  and  mental  retardation  training  in  local 
schools  and  institutions  for  the  retarded.  A state- 
wide Commonwealth  grant-in-aid  program  for  mental 
health  and  mental  retardation  personnel  would  lessen 
the  manpower  shortage  in  these  fields. 

B.  Education  of  the  General  Public  (on  State  and  local  levels) 

There  must  be  overall  emphasis  on  the  human  re la t ions - 
human  interest  aspect  of  the  subject  of  mental  retardation.  This 
can  be  achieved  through  active  dissemination  of  knowledge  about 
programs,  problems  and  needs  of  mental  retardation  facilities, 
with  special  emphasis  on  new  developments  and  practices. 

We  recommend: 

1.  Publicizing  appropriate  and  symp)athetic  sources  of 
information  for  parents  and  others  needing  help  with 
problems  of  retardation; 

2.  continual  presentation  of  personnel  needs  and  oppor- 
tunities to  help  recruit  and  finance  trained  staff 
for  necessary  programs  and  to  encourage  young  persons 
to  prepare  for  careers  in  the  area  of  retardation; 

3.  community  training  for  personnel  workers,  employers, 
and  relatives  of  the  retarded; 

4.  encouragement  of  public  support  of  legislation  af- 
fecting school  systems,  enabling  more  educational 
and  training  facilities  for  mentally  retarded  of  all 
age  groups  (pre-school  diagnosis,  pre-kindergarten 
acculturation,  and  more  prolonged  vocational  training); 

5.  educational  emphasis  on  known  preventive  measures  in 
high  school  courses,  public  health  programs,  news- 
papers, etc.; 

6.  ’’Popular  Science”  presentation  of  the  progress  of 
mental  health  and  mental  retardation  research; 

7.  consultation  among  the  administrative  staff  of  men- 
tal retardation  facilities,  public  affairs  advisory 
committee,  and  the  public  information  specialist,  be- 
fore announcement  of  policy  decisions  touching  the 
public ; 

8.  collaboration  with  community  volunteer  programs, 
service  club  groups,  and  philanthropic  organizations; 
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9.  presentation  of  information  individually,  to  officers 
of  state  and  local  governments,  and  presentations,  via 
television,  radio  and  newspapers,  on  conmunity  and 
governmental  budgeting  for  mental  retardation  services; 

10.  business  and  industrial  groups  should  be  solicited  for 
support  for  intensive  campaigns  on  mental  retardation, 
such  as  the  one  presently  being  sponsored  by  the  Ad- 
vertising Council.  Such  campaigns  are  given  advertis- 
ing time  and  space  by  cooperating  broadcasting  stations 
and  networks,  magazines,  newspapers  and  poster  and  car 
card  companies.  Information  on  well -organized  cam- 
paigns can  be  secured  through  the  Joseph  P.  Kennedy, 

Jr.  Foundation; 

11.  an  intensive  educational  campaign  can  be  achieved 
through  the  lase  of  professional  personnel  for  speeches 
to  community  groups,  for  adult  education  courses,  in 
preparation  of  pamphlets  for  distribution  at  hospitals, 
clinics,  schools,  and  for  public  affairs  programs  spon- 
sored by  television  stations; 

12.  exploration  of  educational  comics  as  a means  of  com- 
munication reaching  many  levels  of  intellectual  compe- 
tence ; 

13.  site  visits  to  special  classes,  workshops,  institu- 
tions for  the  retarded,  mental  retardation  centers, 
for  community  groups,  particularly  students,  women's 
clubs,  service  clubs,  and  board  members  of  welfare 
agencies  and  united  funds; 

14.  establishment  of  high  school  student  work  projects  in 
state,  public,  and  private  schools  for  the  retarded 
with  orientation  by  public  information  specialists,  as 
well  as  by  professional  staff; 

15.  displays  at  appropriate  special  events  such  as  ex- 
hibitions and  fairs; 

16.  continuing  investigation  and  evaluation  of  the  effect- 
iveness of  all  public  information  programs. 

Note:  In  an  effort  to  discover  idiat  agencies  might  assist  in 

presenting  public  information  and  education  on  mental  re- 
tardation, letters  were  written  to: 

Catholic  Social  Services,  Archdiocese  of  Philadelphia 
Jewish  Family  Service 

Philadelphia  Association  for  Retarded  Children 
Society  for  Crippled  Children  and  Adults 
United  Cerebral  Palsy  Association  of  Philadelphia  and 
Vicinity 
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Printed  materials  were  collected  from  a number  of  other 

available  sources: 

Bucks  County  AFL-dO 

Bucks  County  Association  for  Retarded  Children 

CEC-MR  News  Letter 

The  Epilepsy  Foundation 

Jewish  Child  Care  Association  of  New  York 

To  summarize  the  information  received: 

In  general,  the  agencies  which  are  affiliated  with  national 
organizations  depend  on  the  national  agency  for  pamphlets,  bro- 
chures and  other  printed  materials. 

There  were  no  answers  to  our  question  as  to  whether  the 
national  organizations  had  public  information  specialists,  but 
from  the  printed  materials  which  were  sent  to  us,  we  can  probably 
assume  that  they  do. 

For  talks  to  community  groups,  the  responsibility  falls 
mainly  on  the  local  executive  directors  and  selected,  knowledge- 
able board  members. 

These  executive  directors  feel  that  public  information  and 
awareness  are  primary  needs.  We  believe  that  these  persons  might 
be  willing  to  be  members  of  an  ongoing  committee  in  Region  VII 
to  promote  increased  public  education  on  mental  health  and  mental 
retardation.  There  are  unquestionably  many  other  organizations 
throughout  Region  VII,  with  whom  we  did  not  communicate,  which 
are  equally  concerned  with  this  need. 
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10.  OTHER  AREAS  OF  SPECIAL  CONCERN 


A.  Protective  Laws 


The  Committee  recommends  that  protective  laws  for  the  re- 
tarded be  given  special  attention  during  the  current  revision 
of  the  Mental  Health  Act.  This  should  include  consideration 
of  protection  for  retarded  individuals  who  sometimes  come  in 
conflict  with  the  criminal  laws  of  our  society.  The  complexit- 
ies of  guardianship  also  require  review. 

B.  Licensing  of  Institutions 

Of  ^reat  concern  to  our  Committee  is  the  lack  of  continuing 
professional  supervision  of  State-licensed  private  homes  for 
the  retarded  end  standards  for  their  operation  and  staffing. 
Present  legal  requirements  for  adequate  fire  safety,  a con- 
trolled nuni^er  of  beds  and  general  sanitary  regulations  are 
important,  but  licensing  should  also  insure  some  rehabilitative 
programming  for  patients. 

C.  Waiting  Lists 

According  to  the  Department  of  Public  Welfare  Report  of 
December  1964,  the  five  counties  of  Region  VII  have  a total  of 
1073  residents  awaiting  admission  to  State  Schools  and  Hos- 
pitals. The  State  is  now  studying  the  waiting  list  for  State 
facilities,  to  see  if  it  is  accurate.  Probably  some  private 
custodial  institutions  in  the  area  have  waiting  lists,  also; 
unfortunately,  the  Committee  does  not  have  adequate  data  on 
them. 

Although  we  do  not  have  sufficient  data  on  those  waiting 
for  diagnostic  service  and  various  day  facilities,  it  is  the 
Committee's  impression,  based  on  testimony  and  professional 
experience,  sheer  numbers  of  retardates  and  available  services, 
that  there  may  be  even  larger  numbers  of  retarded  persons  on 
these  types  of  "waiting  lists"  than  on  institutional  care 
waiting  lists.  We  recommend  further  study  of  this  matter. 

D.  Temporary  Institutionalization 

In  many  families  a retarded  child  lives  at  home  until  the 
sitxiation,  for  one  reason  or  another,  becomes  untenable.  Then 
the  parents  guiltily  decide  to  institutionalize  the  child.  It 
would  seem  that  both  the  untenable  sitiiations  and  the  guilt 
at  sending  a child  away  would  be  lessened  considerably  by  op- 
portunities for  temporary  placement,  under  the  direction  of 
a properly  trained  staff,  in  times  of  family  crisis  and  simply 
for  periods  of  rest  from  a rigorous  schedule.  It  is  the  Com- 
mittee's impression  that  such  opportunities  are  extremely 


-557- 


scarce,  but  that,  if  made  available,  they  could  enable  more 
parents  to  keep  their  retarded  children  at  home. 

E.  Community-Based  Services 

The  location  of  facilities  for  the  retardate  in  places 
that  are  remote  physically  and  psychologically  from  his  place 
of  residence  estranges  him  from  family  and  community. 

The  Gonmittee  believes  that  the  majority  of  services  for 
the  retarded  should  be  based  in  the  community;  that  the  com- 
munity should  take  an  active  role  in  the  care  and  rehabilita- 
tion of  the  retardate;  and  that  the  retardate  should  be  given 
ample  scope  to  contribute  to  his  community. 

We  believe  that,  if  more  services  are  available  at  the 
community  level,  greater  numbers  of  retardates  will  be  able 
to  live  at  hcone.  The  need  for  institutionalization  frequently 
results  from  a lack  of  day  care  canters,  edxicational  facilities, 
recreational  and  vocational  opportunities.  The  waiting  lists 
for  custodial  care  might  well  diminish  if  community  services 
beccme  more  abundant. 

The  Committee  recommends  that  special  attention  be  given 
to  an  inventory  of  community  living  arrangements  and  the  de- 
velopment of  more  such  facilities,  if  necessary.  Sheltered 
workshops  and  other  employment  and  recreational  facilities  are 
frequently  located  in  urban  areas,  which  are  not  accessible 
to  many  of  their  potential  users.  Many  retardates  cannot 
travel  long  distances  by  themselves,  nor  can  they  live  alone 
in  the  city.  Congregate  living  facilities,  under  competent 
direction,  near  the  place  of  employment  can  provide  more  op- 
portunities for  socialization  and  recreation.  The  retardate 
can  return  home  on  weekends,  if  he  and  his  family  so  desire. 

The  use  of  foster  homes  and  other  similar  facilities 
should  be  explored  and  encouraged  for  retardates  whose  parents 
have  passed  away  or  grown  too  old  to  care  of  them.  The 
transition  to  this  type  of  living  arrangement  may  be  less 
traumatic  than  sudden  institutionalization  away  from  familiar 
surroundings . 

F.  State  Schools  and  Hospitals 

Our  State  Schools  and  Hospitals  play  a vital  role  in 
serving  the  retarded.  It  is  a source  of  very  serious  concern 
to  our  Committee  that  Pennhurst,  the  State  School  in  Region 
VII,  is  50%  overcrowded  and  is  provided  with  a per  diem  al- 
lowance of  $3.95,  the  lowest  of  any  State  institution  in  Penn- 
sylvania. There  is  currently  a several -year  waiting  period 
for  admission  to  Pennhurst. 
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We  recommend  that  Pennhurst  and  other  State  Schools  be 
re-examined  and  provision  for  adequate  prograrmning  be  made. 
At  Pennhurst  adequate  programming  will  obviously  require  a 
reduction  in  population,  a larger  per  diem  allowance,  and 
financial  inducements  to  attract  more  and  better  personnel. 

G.  Retardates  in  State  Mental  Hospitals 

In  Region  VII  alone  there  are  over  900  persons  with  a 
primary  diagnosis  of  retardation  residing  in  our  State  Men- 
tal Hospitals.  These  people  are  probably  not  receiving  the 
kind  of  treatment  and  rehabilitative  services  vhich  would 
be  of  maximum  benefit  to  them,  and  they  are  probably  hinder- 
ing optimal  programming  for  the  mentally  ill  patients  with 
whom  they  are  living. 

Once  an  acutely  disturbed  mental  defective  is  taken  to 
a State  Mental  Hospital  from  a State  School,  it  is  almost 
impossible  to  return  him  to  the  State  School  even  after  his 
emotional  disturbance  has  abated,  because  of  the  long  wait- 
ing list  for  admission  to  State  Schools.  We  recommend  that 
the  patient's  place  be  held  open  until  a completed  diagnosis 
has  been  reported  to  the  administrator  of  the  State  School 
from  which  he  came. 

H.  Recreational  Facilities 


Unfortunately,  the  Committee  has  had  neither  the  time 
nor  the  resources  to  make  a complete  inventory  of,  or  eval- 
uate, the  recreational  services  for  retardates  in  Region  VII. 
We  know  that  the  mentally  retarded  need  social  contacts  and 
that  those  who  live  with  their  families  frequently  have  few 
such  opportunities. 

1.  We  recommend  that  a survey  of  recreational  services  for 
the  retarded  be  made  as  quickly  as  possible. 

2.  We  recommend  that  communities  actively  solicit  the  assis- 
tance of  civic,  fraternal,  religious  and  commercial  or- 
ganizations in  the  provision  of  recreational  services  for 
the  retarded. 

3.  We  recommend  that  experimental  recreational  projects  be 
developed  and  assessed,  and  the  results  be  taken  into 
account  in  future  revisions  of  the  Comprehensive  Mental 
Retardation  Plan. 
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PREFACE 


The  recommendations  contained  in  this  document  have  been 
developed  by  the  Region VIII  Planning  Committee,  whose  members 
have  studied,  conferred,  written,  and  discussed,  having  met  with 
regularity  over  a period  of  thirteen  months.  It  would  be 
impossible  to  measure  the  thought  and  effort  which  the 
participants  have  contributed  to  this  project.  It  can  only  be 
said  that,  without  such  dedication,  these  two  sets  of  integrated 
recommendations  (mental  health  and  mental  retardation)  could  not 
have  been  designed  and,  in  turn,  molded  into  the  format  assigned 
for  planning  purposes. 

In  a statement  of  philosophy,  the  Committee  has  set  forth  the 
major  concepts  upon  which  its  recommendations  have  been  based.  Of 
special  significance  is  the  fact  that  - contrary  to  doubts 
expressed  a year  ago  - the  members  of  the  Committee  have  proven 
that  it  is  possible  to  think  and  plan  for  a region  rather  than  a 
single  county.  In  other  words,  they  have  tried  to  meet  the 
challenge  to  provide  ”a  bold  new  approach”  to  services  for  the 
mentally  ill  and  mentally  retarded.  The  Committee  recognizes, 
however,  that  this  planning  effort  is  only  one  step  - albeit, 
hopefully  a big  one  - in  the  achievement  of  the  goal. 

Finally,  the  Committee  wishes  to  express  deep  appreciation 
for  the  fine  cooperation  received  from  the  staff  of  the  Compre- 
hensive Mental  Health/Mental  Retardation  Planning  Program  - and 
particularly  Miss  Marian  Wettrick,  without  whose  help  the  following 


report  would  never'  liave  been  completed. 


Region,  Vila  Committee 
Comprehensive  Mental  Health/ 

Mental  Retardat-ion  Planning  Program 
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COMPREHENSIVE  ffiNTAL  HEALTH/MENTAL  RETARDATION 

PLANNING  PROGRAM 

REGION  VIII 

MENTAL  RETARDATION  RECOMMENDATIONS 

FOREUORD 

This  document  consists  of  a series  of  recommendations  for 
meeting  the  serious  and  excessive  needs  in  the  mental  retardation 
field  in  Region  VIII. 

An  attempt  has  been  made  to  describe  various  aspects  of  this 
nine -county  area  and  to  emphasize  the  Region  as  the  true  planning 
unit.  Therefore,  proposals  have  been  presented  by  subject 
(sections)  rather  than  by  county.  Existing  services  and  recom- 
mendations are  treated  as  the  major  categories  in  each  section. 

The  Citizens*  Committee,  to  v;hich  was  delegated  full  responsi- 
bility for  the  planning,  was  appointed  in  April,  1964.  Its  members 
have  studied,  conferred,  written,  discussed,  and  held  meetings  Tiidth 
regularity  since  that  date.  It  would  be  impossible  to  measure  the 
thought  and  effort  «^ch  the  participants  have  contributed  to  this 
project.  It  can  only  be  said  that,  without  such  dedication,  these 
two  sets  of  integrated  recotsmendations  (mental  health  and  mental 
retardation)  could  not  have  been  designed  and,  in  turn,  molded 
into  the  format  assigned  for  planning  purposes. 

The  hypothetical  community  figures  have  been  used  as  a guide 
to  the  prevalence  of  the  disability  by  county.  For  ranking  pur- 
poses, the  Region  VIII  Committee  chose  to  use  the  county  unit 
because  it  is  in  these  categories  that  the  required  information 
can  be  secured.  Tracting  of  census  data  has  not  yet  been  completed 
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FOREWORD/ 


in  Region  VIII* 

The  Coimnittee  recognizes  that  this  planning  effort  is  only 
one  step  in  the  achievement  of  the  goal*  However,  it  represents 
planning  based  on  needs  as  expressed  by  citizens  of  the  Coomonwealth 
and  is,  therefore,  a step  forward* 

The  comments  of  Oliver  Ubndell  Holmes  are  indeed  applicable: 


"I  find  the  great  thing  in  this  world  is  not  so  much 
tAiere  we  stand,  as  in  what  direction  we  are  moving 
*•••  Ue  must  sail  sometimes  with  the  wind  and  some- 
times against  it  — but  we  must  sail,  and  not  drift, 
nor  lie  at  anchor.” 


Autocrat  at  the  Breakfast  Table  (1858) 
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REGION  VIII 
MENTAL  RETARDATION 

SECTION  I:  CHARACTERISTICS  of  REGION  VIII 
A.  Geographic  Setting 

1/ 

The  nine-county  area  known  as  Region  VIII  is  bounded  by  the 
Blue  Mountains  on  the  west  and  north,  the  state  of  Maryland  on 
the  south,  and  the  Philadelphia  metropolitan  area  to  the  east. 
Within  the  Region  can  be  found  the  Piedmont  Province  with  its 
rolling  and  easily  traversed  terrain,  extending  from  Lancaster 
County’s  eastern  border  across  York  to  the  South  Mountain  in 
Adams  and  Franklin  Counties,  Moving  further  west  in  Region  VIII, 
the  terrain  changes  to  what  has  been  called  the  Great  Valley. 

It  covers  most  of  Franklin  County  and  moving  north  and  east 
extends  into  Cumberland , Dauphin , and  Lebanon  Counties.  Perry 
and  Northern  Dauphin  are  included  in  the  Blue  Mountains, 
Appalachian  Section. 

If  topographical  characteristics  alone  were  to  be  used  to 
define  the  regional  boundaries.  Perry  and  Fulton  would  have  been 
eliminated  because  mountainous  features  make  them  quite  distinct 
from  the  remainder  of  the  area.  Decisions,  however,  were  to  the 
contrary,  based  on  the  movement  of  people. 

B.  Trade 

Historic  inland  trade  routes  have  developed  here  because 

of  the  Great  Valley  and  the  Piedmont  Section.  Region  VIII  has 

become  a major  inland  transportation  hub.  Following  established 

trade  routes,  travelers  have  moved  northward  along  the 

Susquehanna  River,  southward  through  the  Great  Valley,  eastward 

over  the  Piedmont  to  Philadelphia,  and  westward  over  the  mountains; 

to  Pittsburgh, 

1/  See  Map  I. 
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I/Charactcristics/ 

Population  centers  are  linked  wLth  good  highvaya  which  continue 
to  be  developed  in  this  area.  In  brief,  the  interior  coninunication 
system  of  this  Region  is  excellent,  d\ie  to  the  extensive  multi-lane 

highways  linking  population  centers. 

C.  Agriculture 

The  accessibility  of  this  Region  and  the  fertility  of  its 
soil  attracted  settlers  from  the  east.  German  settlers  chose  the 
eastern  portion,  consisting  of  rich  limestone  soils;  Scotch-Itiah 
migrated  further  west  and  settled  on  less  fertile  land.  By  1959, 
industrioiis  farmers  and  fertile  soils  had  raised  produce  in  the 
eastern  section  which  amounted  to  one-third  of  the  state’s  agri- 
cultural production.  Also  characteristic  of  the  area  is  the 
diversity  of  farming.  Regional  employment  in  agriculture  is 
nearly  two  and  one-half  times  that  of  the  state  average. 

Small  rural  centers  grew  up  in  Region  VIII  since  there  t^s 
a need  to  service  a growing,  and  yet  scattered, farm  population. 

Due  to  this  influence.  Region  VIII  has  not  followed  the  national 
trend  toward  centralized  urban  growth  as  strongly  as  other  areas 
of  Idle  state.  In  spite  of  the  fact  that  diversified  manufactriring 
and  service  industries  have  increased  materially,  there  is  no 
large  metropolis,  but  rather  four  major  urban  centers  - Harrisburg, 
Lancaster,  York,  and  Lebanon.  Prom  1950  to  1960  the  real  growth 
has  been  in  the  rural  non-farm  population,  to  an  extent  even 
greater  than  the  State  as  a whole. 
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I /Characte  ri sties/ 

D,  Regional  Economy 

At  present  the  counties  in  Region  VIII , with  the  exception 
of  Perry  and  Fulton,  represent  one  of  the  most  prosperous  areas 
of  the  State. 

In  spite  of  a remarkable  industrial  expansion  in  recent 
years.  Region  VIII  is  still  an  agricultural  center  of  Pennsylvania 
and  ranks  below  the  State  (35.8  to  37.67o  in  1960)  in  the 
proportion  of  employment  in  manufacturing.  The  three  major 
industries  in  order  of  numbers  employed  are:  Apparel  and 
related  products.  Food  and  kindred  products,  and  the  manufacturing 
of  non-electric  machinery. 

Dtie  to  the  location  of  the  state  capitol  in  Dauphin  County, 
regional  employment  in  public  administration  is  twice  the 
State *s  average.  Other  contributing  factors  are  the  federal 
installations,  all  of  considerable  size. 

Though  one  of  the  most  prosperous  Regions  in  Pennsylvania, 
the  median  family  income  is  below  that  of  the  total  state. 
Cumberland  County  now  has  the  highest  median  family  income, 
Lancaster  is  second,  and  Dauphin  is  third.  The  latest  figures 
available  on  rate  of  unemployment  for  the  nine-county  area  are 
those  for  1964  vAiich  showed  Region  VIII  to  be  4.17o,  significantly 
below  the  state  average  of  5.8%. 
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I/Characteristics/ 


E,  Pockets  of  Depression 

The  Appalachia  Counties  of  Region  VIII,  including  northern 
Dauphin,  Perry,  and  Fulton  Counties,  would  be  a severely  depressed 
area  were  it  not  for  positions  available  within  commuting  distance. 
The  current  growth  of  small  dwellings,  north  of  Blue  Mountain, 
is  an  indication  that  people  living  in  the  extremities  of  Perry 
County  are  buying  cheap  land  near  the  southern  border  of  the 
county  and  along  the  Juniata  River,  migrating  away  from  the 
inland  areas  of  that  county  to  be  closer  to  employment.  Other 
depressed  areas  are  found  in  the  northwestern  part  of  Franklin 
County,  the  rural  slums  in  the  South  Mountain  area,  the  Furnace 
Hills,  along  Blue  Mountain  and  the  Wslch  Mountains.  The  latter 
area  is  noted  for  its  chronicity  of  dependence.  It  received 
national  publicity  recently  when  a social  worker  was  shot  by  an 
irate  native.  The  urban  centers  also  have  their  low  income  slums, 
always  more  apparent  because  of  the  concentration  of  population, 

F.  Cities 

A loss  of  population  by  the  four  largest  cities  in  the  Region 
within  10  years  amounted  to  7.77o,  although  the  increase  in  the 
over-all  population  was  177o.  While  the  population  of  central 
cities  was  dropping,  the  urban  fringe  of  these  cities  was  increas- 
ing steadily,  i.e.,  62%  in  the  Harrisburg  urban  fringe,  1627o  in 
Lancaster,  and  1467o  in  York.  Employment  figures  also  point  to 
the  declining  f\mction  of  the  central  city.  Between  1958  and  1963, 
the  four  largest  cities  and  borouighs  saw  a decline  of  5,47o  in  the 
number  of  manufacturing  jobs,  while  the  Region  increased  11.17o. 
Harrisburg  had  the  largest  decline  (32%), 
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I/Characteris  tics/ 

All  of  the  foregoing  factors  have  contributed  to  a 
market  decline  in  the  real  estate  value  of  the  Region *s 
principal  urban  centers  between  1960-63,  These  changes  imply 
a conflict  between  central  cities  and  its  semi-rural  suburbs. 
Radical  changes  are  occurring  in  the  social,  economic,  political, 
and  physical  structure  of  the  two  areas  with  central  city  faring 
the  worse.  The  majority  of  those  leaving  the  central  cities  are 
middle  and  upper  income  groups.  Ghettos  of  economic  deprivation 
have  tended  to  develop  in  the  cities. 

G.  Economic  Evaluation 

The  growing  recreation  boom  can  prove  to  be  a major  economic 
factor  in  Region  VIII,  Already  pockets  of  seasonal  cottages  can 
be  found  on  the  accessible  slopes  of  South  Mountain.  Several 
state  parks  are  located  in  the  mountains  and  heavily  forested 
areas. 

Two  factors  which  portend  future  growth  and  progress  for 
Region  VIII  are  the  upgrading  of  industries  to  those  that  pay 
higher  wages  and  the  growth  of  employment  at  a rate  v^ich  at 
present  exceeds  that  of  the  state. 

The  Region,  however,  does  not  at  present  have  a net 
surplus  of  manufacturing  jobs,  though  this  has  previously  been 
the  case.  Non-manufacturing  jobs  have,  to  this  point,  been 
providing  more  jobs  than  the  regional  residents  can  fill. 
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l/Characteris tics/ 

The  loss  of  the  Olmstead  Air  Force  Base  at  Middletown 
poses  a real  threat  to  the  prospects  of  futiire  growth.  The 
loss  of  an  estimated  12,000  jobs  directly  and  many  thousands 
indirectly  can  be  a blow  to  the  area's  economy.  Over  507©  of 
the  total  are  residents  of  Dauphin  County;  almost  all  live  in 
Region  VIII. 

Despite  these  adverse  effects,  Region  VIII  has  a great 
potential  for  economic  growth. 
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REGION  VIII 
MENTAL  RETARDATION 

SECTION  II:  CHARACTERISTICS  of  GOVERNMENT 

Government  structure  in  Region  VIII  can  generally  be 
described  as  having  four  layers,  namely,  county,  municipal, 
special  authorities,  and  school  distracts.  For  purposes  of 
legislation  and  the  regulations  of  their  affairs,  counties  are 
divided  into  eight  classes,  ascertained  and  fixed  according  to 
population.  Region  VIII  is  comprised  of  Lancaster,  a 3rd  class 
county;  Dauphin  and  York,  4th  class;  Cumberland,  5th  class;  Adams, 
Franklin,  and  Lebanon,  6th  class;  Perry,  7th  class;  and  Fulton, 

8th  class. 

COUNTY  government  serves  as  the  administrative  arm  of  the 
state.  Its  functions  are  more  specifically  delineated  by  law 

1/ 

than  are  those  of  the  municipal  government.  County  government*" 
has  more  ties  with  the  legislature  than  it  does  with  the  admin- 
istrative branch  of  the  State. 

Functions  of  the  counties  include  such  responsibilities  as: 

1.  Administration  of  the  court  system  of  the 
Commonwealth. 

2.  Administration  of  the  Real  Property  Tax. 

3.  Election  Administration 

4.  Health  arxi  I'felfare  Administration  including 
purchasing,  budgeting,  and  fiscal  controls. 


1/  See  Appendix  II  - for  Typical  County  Organization  Chart 
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I I/Gove  mment/ 

Local  governmental  AUTHORITIES  are  created  to  handle  specific 
tasks  or  problems. 

Within  Region  VIII,  there  are  four  third  class  cities, 

namely,  Harrisburg,  Lancaster,  Lebanon,  and  York.  The  first 

three  have  retained  the  commission  form  of  government,  while 

1/ 

York  adopted  the  ’’Strong  Mayor”  type  in  19627 

The  wealthier  a county,  the  greater  is  its  ability  to 
support  government  services,  and  Market  value  of  real  property 
per  capita  is  generally  considered  an  indication  of  the  relative 
wealth  of  a county. 


1/  See  Appendix  III  - for  Typical  Organization  of  Third  Class 
“ City  Government. 
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REGION  VIII 
MENTAL  RETARDATION 

SECTION  III:  COUNTY  DATA 

A.  List  of  Existing  Mental  Retardation  Facilities 
CUMBERLAND  COUNTY 
Bonnie  Nursery,  Carlisle,  Pa. 

A pre-school  day  care  center  serving  7 moderately  retarded 
children 

Industries  Limited,  Carlisle,  Pa, 

Sheltered  workshop  serving  20  school-age  and  adult  individuals 

Industries  Limited,  New  Cumberland , Pa, 

An  employment  center  serving  19  persons 

United  Cerebral  Palsy  Center,  Camp  Hillt  Pa* 

Serves  a total  of  54  individuals  in  all  levels  of  retardation; 
also  provides  diagnostic  services 


DAUPHIN  COUNTY 

Goodwill  Industries,  Harrisburg,  Pa, 

Serves  25  mildly  and  moderately  retarded,  school  age  and  adult 

Harrisburg  State  Hospital,  Harrisburg,  Pa. 

Residential  care  for  256  retardates  of  varying  levels  of  severity 

Camp  Seratoma,  Linglestown,  Pa, 

134  served  in  a day  camp 
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Ill/Facilities/ 

DAUPHIN  COUNTY  (Cont*d.) 

Children's  Diagnostic  Center,  Harrisburg,  Pa« 

Diagnosis  provided  for  children  suspected  of  brain  damage, 
L9L  children  of  school  age  seen  diiring  the  past  year 


Pilot  School,  Harrisburg,  Pa. 

Day  care  for  18  mildly,  moderately,  and  severely  retarded; 
school  age  and  adult;  training  and  education  provided 

Sylvan  Heights  Home,  Harrisburg,  Pa» 

A home  for  girls  which  will  accept  the  mentally  retarded; 
at  present  having  a total  of  3 


FRANKLIN  COUNTY 

Occupational  Services,  Inc.,  Chambersburg ♦ Pa, 

45  school  and  adult  age  mentally  retarded  in  this  sheltered 
workshop 

Franklin  County  Activities  Center,  Chambersburg , Pa, 

Day  care  for  4 pre-school  and  school  age  youngsters 


LANCASTER  COUNTY 

Camp  Hill  School,  Donegal  House,  Mt,  Joy,  Pa, 

A residential  facility  for  32  school  age  children  of  all  levels 
of  retardation 


Kiefer  Training  Center  for  Exceptional  Children,  Leola,  Pa, 

25  mildly  retarded  school  age  youngsters.  Education,  training, 
and  custodial  care  are  provided  in  this  residential  facility 
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LANCASTER  COUlOTCCont*^ 


Occupational  Developinent  Center 

A Sheltered  ybrkshop  for  45  school  age  and  adult  individuals  at 
all  levels  of  retardation 


State  Hospital  for  Crippled  Children 

A children’s  hospital  with  the  basic  purpose  of  providing  the 
care,  surgical  restoration,  and  habilitation  of  children  from 
infancy  to  21  years  with  orthopedic,  neuromuscular,  and  other 
disabling  conditions.  Mentally  retarded  children  number  30 
out  of  the  170  total  patient  load.  The  facility  does  not  pro- 
vide custodial  care. 


LEBANON  COUNTY 


Lebanon  County  Mbrkshop,  Lebanon,  Pa. 

A Sheltered  Wbrkshop  serving  48  mentally  retarded  school  age  and 
adult  individuals 


YORK  COUNTY 


Day  Care  Center,  Hanover,  Pa. 

4 mentally  retarded  children  served 


Day  Care  Center,  York,  Pa. 

46  mentally  retarded  individuals  served  by  this  facility,  where 
training  is  provided  for  pre-school,  school  age,  and  adults 

Sheltered  Mbrkshop,  York,  Pa. 

Sheltered  Wbrkshop  for  54  adults  of  varying  levels  of 
retardation 
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MENTAL  RETARDATION 
Region  VIII 

Comprehensive  Mental  Health /Mental  Retardation  Planning  Program 


I 

I 


POPULATION  PROJECTION  FOR 


COUNTIES  IN  REGION  VIII 


COUKTY 

1965 

1967 

1971 

1975 

Adame 

57,591 

60,161 

65,519 

71,360 

Cumbarlai'id 

144,284 

153,606 

173,193 

195,488 

Dauphin 

232,397 

238,129 

250,169 

263,843 

Franklin 

92,719 

94,547 

98,259 

102,022 

Fulton 

10,775 

10,829 

10,965 

11,100 

Lancaster 

298,417 

307,229 

325,312 

344,570 

Lebanon 

93,930 

95,060 

97,296 

99,382 

Perry 

27,016 

27,164 

27,443 

27,630 

York 

257.884 

266,668 

284,978 

305.388 

TOTAL 

1,215,013 

1,253,393 

1,333,134 

1,420,833 
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MENTAL  RETARDATION  FACILITIES 
Region  VIII 

Comprehensive  Mental  Health/Mental  Retardation  Planning  Progra 


HYPOTHETICAL  PREVALENCE  of  hENTAL  RETARDATION 

in 


BASED 

REGION  VIII 

on  the  SAMPLE  HYPOTHETICAL 
COMMUNITY  FIGURES 

ADAMS  COUNTY 

— — 

TOTAL  POPULATION  60,161 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

205 

359 

90 

852 

1,506 

Moderate 

33 

57 

14 

136 

240 

Severe 

8 

14 

3 

34 

Total 

59 

rr^ 

1971 

TOTAL  POPULATION 

, 65,519 

Pre -School 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

223 

390 

98 

929 

1,640 

Moderate 

35 

62 

16 

148 

261 

Severe 

8 

15 

4 

37 

64 

Total 

1,965 

1975 

TOTAL  POPULATION 

, 71,360 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

243 

425 

107 

1,011 

1,786 

Moderate 

39 

68 

17 

161 

285 

Severe 

9 

17 

4 

40 

70 

Total 

2,141 

TAnT.T?  T 
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HYPOTHETICAL  PREVALENCE  of  MENTAL  RETARDATION 

in 


EASED 

REGION  VIII 

on  the  SAMPLE  HYPOTHETICAL 
COMMUNITY  FIGURES 

CUMBERLAND  COUNTY 

1967 

TOTAL  POPULATION 

153,606 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26.) 

Total 

Mildly 

524 

916 

230 

2,175 

3,845 

Moderate 

83 

146 

37 

347 

613 

Severe 

20 

35 

9 

86 

150 

Total 

4,608 

1971 

TOTAL  POPULATION 

173,193 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

591 

1,032 

260 

2,452 

4,335 

Moderate 

93 

164 

42 

392 

691 

Severe 

22 

40 

10 

98 

170 

Total 

57195 

1975 

TOTAL  POPULATION 

195,488 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

667 

1,165 

293 

2,768 

4,893 

Moderate 

105 

186 

47 

442 

780 

Severe 

25 

45 

12 

110 

192 

TABLE  II 

Total 

5,865 
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HYPOTHETICAL  PREVALENCE  of  MENTAL  RETARDATION 

in 

REGION  VIII 

BASED  on  the  SAMPLE  HYPOTHETICAL 
COMMUNITY  FIGURES 


DAUPHIN  COUNTY 
1967 

TOTAL  POPUIATION  238,129 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

312 

1,419 

357 

3,372 

5,960 

Itoderate 

129 

226 

57 

538 

950 

Severe 

31 

55 

14 

133 

233 

Total 

7,143 

1971 

TOTAL  POPULATION 

250,169 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adult  s 
(26-) 

Total 

Mildly 

853 

1,491 

375 

3,543 

6,262 

Moderate 

135 

238 

60 

565 

998 

Severe 

32 

57 

15 

141 

245 

Total 

7,505 

1975 


TOTAL  POPULATION 

263,843 

Pre-School  School  Age 
(0-6)  (6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

900  1,572 

396 

3,736 

6,604 

Moderate 

142  251 

63 

597 

1,053 

Severe 

34  60 

16 

148 

258 

Total 

7,915 

TABLE  III 
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HYPOTHETICAL  PREVALENCE  of  ^ENrAL  RETARDATION 

in 

REGION  VIII 

BASED  on  the  SAMPLE  HYPOTHETICAL 
COMMUNITY  FIGURES 


FRANKLIN  COUNTY 
1967 

TOTAL  POPULATION  94,547 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

322 

563 

142 

1,339 

2,366 

Moderate 

51 

90 

23 

213 

377 

Severe 

12 

22 

6 

53 

93 

Total 

2,836 

1971 

TOTAL  POPULATION 

98,259 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

335 

586 

147 

1,391 

2,459 

Moderate 

53 

93 

24 

222 

392 

Severe 

13 

23 

6 

54 

96 

Total 

2,947 

1975 

TOTAL  POPULATION 

102,002 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

348 

608 

153 

1,444 

2,553 

Moderate 

55 

97 

24 

231 

407 

Severe 

13 

23 

7 

57 

Total 

100 

3,06^1 

TABLE  IV 
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HYPOTHETIGMi  PREVALENCE  of  ICNTAL  RETARDATION 

in 

REGION  VIII 

based  on  the  SAllPLE  HYPOTHETICAL 
COMMUNITY  FIGU^iiS 


FULTON  COUOTY 
1967 

TOTAL  POPULATION  10,829 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

37 

64 

16 

154 

271 

Moderate 

06 

10 

13 

24 

43 

Severe 

01 

01 

05 

04 

11 

Total 

325 

1971 

TOTAL  POPULATION 

10,965 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

37 

65 

16 

156 

274 

Moderate 

06 

10 

03 

25 

44 

Severe 

01 

03 

01 

06 

11 

Total 

329 

1975 

TOTAL  POPULATION 

11,100 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

38 

66 

17 

157 

278 

Moderate 

06 

10 

03 

25 

44 

Severe 

01 

02 

04 

04 

11 

Total 

333 

TABLE  V 
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HYPOTHETICAL  PREVALENCE  of  MEOTAL  RETARDATION 

in 

REGION  VIII 

BASED  on  the  SAilPlE  HYPOTHETICAL 
C014MJNITY  FIGU?i:S 

LANCASTER  COUITTY 

1967 

TOTAL  POPULATION  307,229 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

1,048 

1,831 

461 

4,350 

7,690 

Moderate 

166 

292 

74 

694 

1,226 

Severe 

40 

71 

18 

172 

301 

Total 

9,217 

1971 

TOTAL  POPULATION 

325,312 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

1,109 

1,939 

488 

4,606 

8,142 

Moderate 

176 

309 

78 

735 

1,298 

Severe 

42 

75 

19 

183 

319 

Total 

9,759 

1975 

TOTAL  POPULATION 

344,570 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

1,175 

2,053 

517 

4,879 

8,624 

Moderate 

186 

327 

83 

779 

1,375 

Severe 

45 

79 

21 

193 

338 

Total  10,337 


TABLE  VI 
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HYPOTHETICAL  PREVALENCE  of  MENTAL  RETARDATION 

in 


BASED  ^ 

REGION  VIII 

on  the  SAMPLE  HYPOTHETICAL 
COIMJNITY  FIGURES 

LEBANON  COUNTY 

1967 

TOTAL  POPULATION 

95,060 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

324 

567 

143 

1,346 

2,380 

Moderate 

51 

90 

23 

215 

379 

Severe 

12 

22 

6 

53 

93 

Total 

2,852 

1971 

TOTAL  POPULATION 

97,296 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adult  s 
(26-) 

Total 

Mildly 

332 

580 

146 

1,377 

2,435 

Moderate 

53 

92 

23 

220 

388 

Severe 

13 

22 

6 

54 

95 

Total 

2,918 

1975 

TOTAL  POPULATION 

99,382 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

339 

592 

149 

1,407 

2,487 

Moderate 

54 

94 

24 

225 

397 

Severe 

13 

23 

6 

55 

97 

Total 

2,981 

TABLE  VII 
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HYPOTHETICAL  PREVALENCE  of  MENTAL  RETARDATION 

In 

REGION  VIII 

based  on  tho  SAMPLE  HY POTOETI CAL 
OOMMDNITY  FIGURES 


PERRY  CSOUNTY 
1967 

TOTAL  POPULATION  27,164 


Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

92 

162 

41 

385 

680 

federate 

15 

26 

7 

60 

108 

Severe 

4 

6 

2 

15 

27 

Total 

815 

1971 

TOTAL  POPULATION 

27,443 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

94 

164 

41 

388 

693 

Moderate 

15 

26 

7 

61 

110 

Severe 

4 

6 

2 

15 

27 

Total 

823 

1975 

TOTAL  POPULATION 

27,600 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

94 

165 

42 

392 

693 

Moderate 

15 

25 

7 

63 

110 

Severe 

4 

6 

2 

15 

27 

Total  830 


TABLE  VIII 
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HYP01HETIG4L  PREVALENCE  of  MENTAL  RETARDATION 

in 


BASED  on 

REGION  VIII 

. tho  SAMPLE  HYPOTHETICAL 
CXMMUNITY  FIGURES 

YORK  COUNTY 

1967 

TOTAL  POPULATION 

266,668 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adult  s 
(26-) 

Total 

Mildly 

909 

1,589 

401 

3,776 

6,675 

Moderate 

144 

253 

64 

603 

1,064 

Severe 

35 

61 

16 

149 

261 

Total 

8,000 

1971 

TOTAL  POPULATION 

284,978 

Pre -School 
(0-6) 

School  Age 
(6-19) 

Young  Adults 
20-24) 

Adults 

(26-) 

Total 

Mildly 

972 

1,698 

427 

4,035 

7,133 

Moderate 

154 

271 

68 

644 

1,137 

Severe 

37 

66 

17 

160 

279 

Total 

8,549 

1975 

TOTAL  POPULATION 

305,388 

Pre-School 

(0-6) 

School  Age 
(6-19) 

Young  Adults 
(20-24) 

Adults 

(26-) 

Total 

Mildly 

1,041 

1,820 

459 

4,324 

7,644 

Moderate 

165 

290 

73 

690 

1,218 

Severe 

40 

70 

18 

171 

299 

Total 

9,161 

TABLE  IX 
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REGION  VIII 
l^NTAL  RETARDATION 

SECTION  IV:  PHILOSOPHY 

The  American  Association  on  Mental  Deficiency  defines  mental 
retardation  as  including  ’’all  degrees  of  mental  defects  due  to 
arrested  or  imperfect  mental  developments,  as  a result  of  v^ich  the 
person  so  afflicted  is  incapable  of  competing  on  equal  terms  with 
his  normal  fellows  or  of  managing  himself  or  his  affairs  with  ordi- 
nary prudence.” 

This  Committee  is  aware  that  mental  retardation  is  not  a 
respecter  of  national  origin,  race,  or  economic  status.  The  handi- 
cap touches  a cross  section  of  all  our  communities,  counties,  and 
the  Region.  Sfe  are  also  aware,  however,  that  it  strikes  dispro- 
portionately hard,  for  multiple  reasons,  among  the  economically 
deprived. 

With  these  factors  parao^unt,  we,  the  Region  VIII  Committee 
of  the  Comprehensive  Mental  Health/Mental  Retardation  Planning 
Program,  endorse  and  have  planned  for  the  implementation  of  com- 
prehensive, community  centered,  life  span  services  for  all  the 
Region's  mentally  retarded  citizens. 

The  Committee  wishes  to  emphasize,  moreover,  that,  without 
an  effective  plan  for  public  education,  recommended  programs  no 
matter  how  well  conceived  will  not  succeed. 

Of  vital  importance  must  be  primary,  preventive  efforts  via 
adequate  early  prenatal  and  post  natal  care  for  the  economically 
deprived.  Coupled  with  this  must  be  programs  of  prevention  of 
mental  impairment  through  pre-school  programs  of  cultural  enrichment. 

Efforts  directed  toward  primary  prevention  plus  research  arc 
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IV/Philosophy/ 

rccogni2ed  as  being  the  only  final  solution  to  the  problem  of 
retardation.  Knowing,  however,  that  all  retardation  or  even  a 
significant  per  cent  may  not  be  preventable  in  the  lifetime  of 
the  youngest  of  us,  we  recommend  that  within  this  decade  all 
retarded  be  able  to  receive  within  easy  traveling  distance  of 
their  homes  all  services  appropriate  to  their  age  and  degree  of 
mental  impairment. 
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REGION  VIII 
MENTAL  RETARDATION 

SECTION  V:  PREVENTION 

Three  levels  of  prevention  exist  and  should  be  thoroughly 
understood  by  those  v*io  discuss  this  subject.  In  brief,  the  three 
can  be  defined  as  follows: 

Primary  Prevention  can  be  considered  as  the  zremoval  or 
control  of  the  causative  factor  in  order  that  the 
disease  does  not  occur. 

Secondary  Prevention  is  arresting  the  illness  by  apply- 
ing treatment.  It  requires  detection  and  early  case 
finding. 

Tertiary  Prevention  is  the  reduction  of  the  amount  or 
degree  of  disability  resulting  from  the  illness. 

In  considering  this  area  of  concern,  the  Region  VIII  Committee 
wishes  to  emphasize  that  reference  to  preventive  methods  is  made 
throughout  the  ensuing  pages  of  this  document  and  that  it  would  be 
erroneous  to  assume  that  Section  VI  does  any  more  than  to  intro- 
duce it  and  to  touch  lightly  on  some  primary  aspects  of  it. 

A.  Medical  Care 
Base-line  Data  Explored: 

In  an  attempt  to  discover  the  existing  services,  a short 
Maternal  and  Child  Health  Medical  Services  Study  was  conducted  in 
hospitals  in  Region  VIII  by  the  Planning  Committee.  Responses 
from  the  hospitals  were  both  prompt  and  thorough.  Reference  to 
the  study  can  be  found  on  Table  X. 
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I . Prenatal  Care 

a.  Existing 

(Of  the  21  hospitals  contacted  in  Region  VIII,  20  responded.) 
Eleven  (11)  of  the  20  hospitals  studied  have  no  prenatal 
clinic. 

There  were  23,653  deliveries  in  one  year  in  the  twenty 
hospitals  reporting;  and,  of  these,  354  mothers  had  no 
prenatal  supervision  prior  to  the  last  trimester  of  their 
pregnancy. 

b.  Recommendations 

A quote  from  the  position  paper  of  Task  Force  #1  on 
Mental  Retardation  states,  "Prenatal  care,  starting  early 
in  pregnancy  and  continuing  as  intensively  as  indicated 
all  through  gestation,  is  associated  with  the  reduction 
of  the  incidence  of  prematurity"  and  ...  "A  child  born 
prematurely  has  a much  greater  chance  of  being  mentally 
retarded  than  a full  term  baby".  Based  on  these  stipula- 
tions, the  Region  VIII  Committee  makes  the  following 
proposals : 

(1)  That  every  effort  be  exerted  to  insure  that 
model  prenatal  clinics  be  developed  as  the 
demand  can  be  demonstrated.  Moreover,  it  is 
recommended  that  financial  support  in  conducting 
clinics  be  made  available  through  State  government 
for  those  counties  rated  low  on  the  "ability  to  pay 
scale ." 
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(2)  ‘niet  an  intensive  educational  campaign  be  conducted 
in  an  attempt  to  create  the  demand  for  prenatal 
clinics  by  means  of  increasing  the  motivation  for 
early  and  continuing  prenatal  care.  Built  into 
this  project  should  be  evaluative  methods  and 
techniques  designed  not  only  to  determine  the  degree 
of  success,  but  to  also  judge  applied  methods  on 
the  basis  of  true  accomplishment.  This  should  be 
an  assigned  duty  of  the  Educator -Coordinator,  i,/ 

(3)  -That  a study  of  high  risk  groups  (as,  for  example, 
the  354  mothers  in  Region  VIII  referred  to  above) 
be  made  with  the  objective  of  determining  the 
reasons  for  their  lack  of  motivation  in  seeking 
medical  attention.  High  risk  groups  include 
pregnant  women  known  to  have  had  previous  compli- 
cations during  pregnancy,  poor  medical  histories, 
minimal  education,  and  who  are  of  low  socio-economic 
status. 

(4)  That  arrangements  be  made  for  providing  genetic 
counseling  at  the  Child  Study  Center  proposed  in 
a subsequent  section. 
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2.  BLood  Testing 

As  teste  which  can  be  administered  are  developed,  the 
Committee  recommends  that  all  regional  hospitals  be  automatically 
urged  to  add  them  to  the  rdgimen  of  blood  tests  for  newborn  babies. 
If  any  one  area  is  classified  in  the  lower  ratings  of  ability 
to  pay,  arrangements  should  be  made  to  serve  them  gratuitously. 

3,  Family  Planning 

In  this  area,  this  Committee  supports  the  recommendations 
of  the  Task  Force  on  Mental  Retardation.  1/ 

B,  Socio-Cultural 

At  no  time  in  our  history  has  so  much  attention  been  directed 
toward  the  numbers  caught  in  the  grips  of  cultural  deprixaticn. 

The  implications  and  the  seriousness  of  this  self-perpetuating 
process  of  deterioration  have  made  themselves  felt.  Projects 
to  stem  the  increase  in  numbers,  to  rectify  the  loss  and  to 
fill  the  gaps  occasioned  by  the  lack  of  enriching  experiences 
for  the  child  are  currently  being  developed. 

The  Study  of  School  Drop-outs  is  natural  among  those  projects 
which  are  attempting  to  better  prepare  preschool  children  for  the 
school  experience,  in  an  effort  to  prevent  later  drop-outs.  In 
Region  VIII,  Harrisburg  has  two  such  classes  under  this  inter- 
departmental study.  2/ 

Head  Start  is  a project  of  the  Economic  Opportunity  Act  which 

1/  Mental  Retardation  Task  Force  Position  Paper  #1,  page  5. 

7/  Further  description  can  be  found  in  VI/Services/t)^4. 
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seeks  to  have  pre-school  programs  established  in  areas  of  high 
cultural  deprivation.  Initiation  of  specific  programming  will  be 
the  responsibility  of  local  planning  groups.  Within  the  school 
system,  well-developed  classes  for  the  mildly  retarded,  many  of 
them  products  of  cultiiral  deprivation,  are  being  conducted.  Fur- 
ther description  will  be  found  in  M.R. /Section  VI/D 

Within  the  lower  socio-economic  group  is  that  great  segment 
of  our  population  which  is  not  having  prenatal  care,  and  it  is 
this  group  which  has  the  largest  number  of  brain  damaged  children. 
This  then  presents  a high  risk  area  to  which  education  directed 
toward  self-motivation  must  be  intensified,  with  full  recognition 
that  the  provision  of  pre-natal  clinics  in  itself  is  not  the 
answer. 

C.  Summary 

Three  major  features  which  require  prompt  and  concerted 
attention  in  the  mental  retardation  field  include  those  of  reduc- 
ing the  ’’great  gap”  between  known  and  applied  knowledge;  increas- 
ing research  into  organically  related  factors  of  causative  and 
preventative  practices;  and,  finally,  attempting  to  alter  and/or 
control  environmental  factors  conducive  to  cultural  deprivati.  on. 


REGION  VIII 
^EN^AL  RETARDATION 

SECTION  VI : SERVICES 
A.  Detection  and  Case  Finding 
1,  Testing  for  Metabolic  Errors 

Reference  vail  be  made  in  this  discussion  to  those  methods 
which  should  be  employed  in  our  efforts  to  fully  identify  and 
locate  all  abnormalities.  As  in  all  problem  areas,  the  earlier 
the  nature  of  the  abnormality  is  known,  the  greater  is  the  possibil- 
ity of  successfully  instituting  corrective  methods  thereby  stemming 
its  progress.  Early  detection  can  prevent  or  reduce  the  severity 
of  such  diseases  as  phenylketonuria,  galactosemia,  etc. 

Early  diagnosis  is  also  essential  to  assist  parents  in  the 
developing  plans  and  in  counseling  them  to  meet  their  current 
problem.  In  the  near  future,  research  and  study  may  provide  the 
testing  techniques  to  determine  other  types  of  metabolic  errors. 

It  is  estimated  that  approximately  720  new  cases  of  mental  retarda- 
tion can  be  expected  annually  in  Region  VIII , 

a.  Existing  Services 

Of  the  21  General  Hospitals  in  Region  VIII,  15  give 
the  Guthrie  Test  for  phenylketonuria,  5 give  no  blood 
test  at  all,  and  1 uses  phenistix.  See  Table  X, 

b.  Recommendations  Based  on  Needs  by  1967: 

(1)  Universal  blood  testing  of  some  acceptable  type 
for  phenylketonuria.  The  goal  should  be  a 100% 
coverage  for  all  newborns  in  Region  VIII, 

(2)  Cooperative  agreement  among  hospitals  in  the  Region 
to  promptly  add  newly  discovered  blood  testing 
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devices  to  their  services.  This  should  insure 
that  no  early  detection  of  metabolic  errors  will 
be  lost.  Detection  programs  should  be  a state 
subsidized  service. 

(3)  Laboratory  services  should  continue  to  be  offered 
free  of  charge  by  the  Department  of  Health. 

NOTE:  The  fact  that  a new  laboratory  will 
be  built  in  Harrisburg  on  the  State 
Hospital  gprounds  should  facilitate 
the  reporting  in  Region  VIII 
(4)  Increased  funds  should  be  provided  for  research 
in  the  organic  causes  of  mental  retardation. 

2.  Post  Natal  Clinics 

a.  Existing  Conditions 

A Maternal  and  Child  Health  Services  Study  was  conducted 
in  Janiiary  of  1965  in  the  hospitals  in  Region  VIII.  The 
major  objective  in  the  post  natal  portion  of  the  study 
was  to  determine  whether  or  not  there  were  a significant 
nuumber  of  births  for  which  post  natal  check-ups  were  in 
no  way  assured.  Answers  were  received  from  20  hospitals, 
showing  that,  for  1,046  maternity  cases  of  the  3,692  ad- 
mitted on  a ward  basis,  no  post  natal  care  in  a hospital 
was  arranged.  Of  further  significance  is  the  fact  that, 
of  the  1,046  mothers,  354  had  no  prenatal  care  prior 
to  the  last  trimester  of  pregpiancy. 

Only  seven  (7)  of  the  20  hospitals  reporting  regularly 
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refer  mothers  of  newly  born  infants  to  the  Public  Health 
Nurse  and  the  Child  Health  Conferences.  See  Table  X. 
b.  Recommendations  based  on  Need  by  1967 : 

(1)  It  is  strongly  recommended  that  post  natal  clinics 
be  established  in  all  hospitals  of  the  Region, 
except  for  those  which  have  no  ward  admissions. 

This  would  mean  an  increase  of  8 post  natal 
clinics  in  Region  VIII. 

(2)  Physicians  in  post  natal  clinics  should  refer  mothers 
to  the  Child  Health  Conferences  in  order  to  implement 
their  knowledge  and  to  improve  child  care  practices. 

3.  Child  Health  Conferences 
a.  Existing  Services 

(1)  Statistical  Data  on  Child  Health  Conferences  within 
Region  VIII. 

24  clinic  sessions  of  2 or  3 hours  each  per  week. 

58  total  clinic  hours  scheduled  per  week. 

58  total  physician  hours  devoted  to  Child  Health. 

87  estimated  total  hours  provided  per  week  by 
25  nurses 

(2)  Services: 

Giving  routine  health  supervision  (continuous); 
providing  health  education;  developing  good  health 
habits;  discovering  anomalies  such  as:  retardation 
and  emotional  disturbances;  assisting  in  meeting 
needs  in  the  areas  of  both  dental  health  and 
nutrition;  and  providing  anticipatory  guidance 
for  clients. 
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b.  Recommendations  - 1967 

(1)  That  an  intensive  educational  program  be  developed 
for  parents  and  prospective  parents  in  this  Region  by 
the  trained  Public  Health  Educator  recommended  for 
assignment  to  Mental  Health  Centers, 

(2)  Surveys  of  counties  should  be  conducted  in  order  to 
determine  population  in  need  of  attention.  Expressed 
opinions  concur  in  the  belief  that  the  demand  for  the 
type  of  service  given  in  Child  Health  Conferences 
should  be  greater  and  that  educational  methods  and 
techniques  geared  to  motivation  should  be  applied. 

(3)  The  fact  that  there  is  only  a Child  Health  Conference 
for  migrants  in  Adams  County  should  be  rectified,  A 
county  with  57,000  population  and  with  a rate  of 
22.2  infant  deaths  per  1,000  live  births  requires  a 
stepped  up  maternal  and  child  health  program, 1/ 

4,  Testing  for  Response  to  Sound 
a.  Existing  Services 

This  auditory  test  given  from  age  8 to  14  months  is  a 
testing  device  to  test  the  hearing  of  very  young  children. 
Of  those  who  do  not  respond  to  sounds  produced  by  the 
"testers”  a proportion  may  be  found  to  be  retarded.  The 
advantage  of  early  screening,  the  simplicity  with  which 


1/  Appendix  IV 
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the  test  can  be  given,  and  the  fact  that  the  two  persons 
who  give  the  test  need  only  a short  period  of  training 
could  make  it  a highly  valuable  technique.  Regular 
services  in  this  are  lacking  in  Region  VIII. 
b.  Recommendations  based  on  need  1967: 

Based  on  the  conclusions  of  a demonstration  project  currently 
being  conducted  by  the  Department  of  Health  with  respect  to 
the  nursing  service  for  this  project,  Region  VIII  should 
recommend  its  prompt  initiation  and  support  those  methods 
recommended  to  make  it  an  effective  service, 

1971 

During  the  3 years  of  using  this  testing  device  a corps  of 
nurses  will  have  become  proficient  in  its  administration. 

It  is  recommended  that  women  who  are  known  for  their  stability 
be  trained  to  give  the  hearing  tests  to  babies.  Their  serv- 
ices should  be  subsidized  and  the  project  sponsored  as  a means 
of  saving  the  time  of  trained  professionals. 

5.  High  Risk  Newborn 

a.  Existing  Services 

No  structured  program  specifically  directed  toward  the  high 
risk  group  of  newborn  has  been  found  in  this  Region.  It  is 
dealt  with  sporadically  but  certainly  with  no  intensity  of 
purpose  unless,  of  course,  the  child  is  followed  by  a 
pediatrician  or  a physician  knowledgeable  about  mental  retar- 
dation. Another  vho  serves  diligently  is  the  public  health 
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nurse  who  goes  into  the  home,  advises  the  parent  and 
offers  assistance  and  education  in  the  Child  Health 
Conference.  There  appear  to  be  gaps  in  the  service, 
because  it  does  not  exist  or  because  of  poor  coordina- 
tion. 

b.  Recommendation 

(1)  Motivational  studies  should  be  made  and  various 
techniques  tested  to  inspire  the  parent  to  con- 
tinue medical  treatment. 

(2)  Every  county  to  be  assisted  in  investigating  its 
own  needs  by  undertaking  a thorough  review  and 
appraisal  of  statistical  reporting,  registry  and 
family  follow-up  data,  as  provided  by  the  Department 
of  Health,  and  by  hospitals,  clinics,  and  institu- 
tions. Once  collected,  consultant  assistance  should 
be  available  without  charge  to  assist  in  the  inter- 
pretation of  data  and  effective  follow-up  techniques. 
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REGION  VIII 
>^ENrAL  RETARDATION 

SECTION  VI:  SERVICES 
B,  Diagnostic  Facilities 

Existing: 

Current  diagnostic  services  are  considered  inadequate  for 
residents  of  this  Region.  The  Children’s  Diagnostic  Center  of 
Harrisburg  accepts  only  those  cases  vdiere  there  is  suspected  brain 
damage  and  the  Central  Diagnostic  and  Evaluation  Center  is  50  miles 
north  of  Harrisburg  at  Selinsgrove  and  has  waiting-list  complies- 
tions , 

;^Lth  an  estimated  caseload  of  150  to  300  annually  for 

1,000,000  population.  Region  VIII  qiialifies  for  a Diagnostic  Center. 

The  projected  population  for  1975  is  1.4  million. 

Recommendations  - 1967  to  1971 

It  is  recommended  that  a regional  diagnostic  center,  with 

predetermined  provisions  for  a research  component,  be  established 

under  the  name  CHILD  STUDY  CENTER;  that  it  be  housed  in  a new 

building  to  be  erected  between  1967  and  1971,  located  at  the  west 

shore  of  the  Susquehanna  River  (Catchment  Area  #8).  It  is  further 

recommended  that  consideration  be  given  to  housing  the  Child  Study 

Center  near  or  in  a special  wing  of  the  proposed  new  residential 

1/ 

facility  for  the  mentally  retarded.  *“  Since  this  will  be  a school 
and  hospital,  beds  will  be  available  for  those  cases  in  which 
diagnostic  testing  may  require  hospitalization. 

The  Region  VIII  Committee  suggests  that  the  Child  Study  Center 
accept  children  of  all  ages  suspected  or  known  to  deviate  in  some 
manner  from  the  pattern  of  normal  growth  and  development.  In  this 
facility  the  great  range  of  diagnostic  techniques  and  thorough 
V See  MR/Services/E^ 
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evaluation  procedures  will  be  offered  including  language,  cononuni- 
cation,  vision,  and  hearing  involvetoents;  a definition  of  the 
problems  encountered  in  terms  of  physical  manifestations,  social 
and  intellectual  traits,  and  family  relationships;  and,  if  pos- 
sible, to  determine  the  etiology  of  the  condition.  Other  major 
objectives  are  to  ascertain  the  correct  programs  which  fit  the 
physical,  emotional,  intellectual,  and  social  needs  of  the  person, 
and  to  counsel  the  family,  family  physician,  school,  and  social 
agency  regarding  management , current  and  future • 

The  Center  should  establish  communications  with  the  Hershey 
Medical  Center  as  it  develops  diagnostic  services  in  relation  to 
its  Departments  of  Psychiatry,  Pediatrics,  and  Obstetrics  and  in- 
creases its  research  potential. 

It  is  recommended  that  the  Child  Study  Center  be  a state 
facility,  administered  and  supported  by  the  appointed  official 
body.  Hien  individual  families  are  able  to  pay  for  services,  they 
should  be  requested  to  do  so. 

In  each  Catchment  Area,  at  least  one  mental  health/mental 
retardation  center  will  be  in  operation  where  initial  diagnosis 
and  screening  can  take  place.  Such  local  centers  will  serve  as 
primary  referral  agencies  although  this  process  will  not  be  a 
requirement.  Referrals  to  the  Child  Study  Center  should  also  come 
from  physicians,  community  agencies,  and  schools. 

A plan  must  be  worked  out  for  designating  specific  clinic 
hours  and  days,  during  which  mentally  retarded  children  attend  a 
clinic,  and  other  days  and  hours  for  the  emotionally  disturbed. 
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although  the  same  staff  can  serve  both.  Those  with  experience 
state  that  the  same  facility  and  same  staff  can  serve  the  Child 
Study  Center,  but  the  patients  must  be  referred  to  a specific 
service  if  the  diagnostic  facility  is  to  be  successful.  Laboratory 
work  can  be  supplied  by  tha  hospital  and/or  the  new  Department  of 
Health  laboratory  in  Harrisburg. 

Referral  from  the  Child  Study  Center  should  be  back  to  the 
referral  source,  unless  consultation  with  a family  doctor  or  the 
mental  health/mental  retardation  center  indicates  otherwise. 

Special  care  should  be  taken  in  the  referral  procedure  since  it 
is  in  this  transfer  that  patients  often  get  lost.  Re-evaluation 
must  be  conducted  periodically  for  each  child;  and,  ideally,  the 
child  should  return  to  the  Child  Study  Center,  where  the  original 
diagnosis  was  made. 


PROJECTED  STAFFING  PATTERIT: 


1971 

Medical  Director:  Pediatrician 
Administrative  Director  (1) 
Psychiatrist  (Part  Time) 

Social  Wbrker 
Psychologist 
Audiologist  (%  Time) 

Speech  Therapist ’.(^  Time) 

Nurse  (1) 

Secretary  (1) 


1/  Full  time  intended  except 


1975 

Medical  Director:  Pediatric 

Neurologist 

Administrative  Director  (1) 
Psychiatrist  (1) 

Pediatrician  (1) 

Social  I^Drkers  (3) 

Clinical  Psychologists  (2) 
Audiologist  (1) 

Speech  Therapist  (1) 
Occupational  Therapist  (1) 
Physical  Therapist  (1) 

Nurse 

Geneticist  (1) 

Secretaries  (2) 

where  otherwise  noted. 
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SECTION  VI:  SERVICES 
C.  Services  for  the  Family 
1.  Family  Counseling 

While  some  counties  in  Region  VIII  may  have  family  counseling 
programs,  it  is  safe  to  say  that  in  no  county  are  the  counseling 
needs  being  adequately  met.  Moreover,  most  counselors  available 
through  private  and  official  agencies  are  untrained  in  mental 
retardation.  For  genetic  counseling,  parents  travel  to  Baltimore 
and  Philadelphia, 

a.  Existing 

In  Region  VIII,  the  need  for  parental  counseling  was 
expressed  consistently  throughout  the  data  collection  process. 

The  quality  and  the  extent  of  current  service,  however,  has  proven 
to  be  much  less  easy  to  assess  than  the  felt  needs.  Even  though 
measurement  of  amount  and  quality  of  service  eludes  us,  it  cannot 
be  said  that  counseling  is  not  being  done.  In  fact,  a great  deal 
may  be  occurring;  we  simply  do  not  know.  V?hat  we  do  know  is  that 
parents  of  retardates  are  apparently  not  being  serviced  in  a 
totally  satisfactory  manner  and  that  there  is  great  urgency  in  the 
attempt  to  rectify  this.  It  should  be  noted  here  that  satisfactory 
counseling  also  involves  the  readiness  of  the  client.  For  Region 
VIII  these  recommendations  are  made: 

b.  Recommended 

1967 : The  Regional  Consnittee  recognizes  several 

professions  as  those  most  likely  to  be  in  a 
position  to  provide  counseling  services. 
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namely,  the  teacher  of  special  education,  the 
family  physician,  the  public  health  nurse,  and 
the  trained  guidance  counselor,  who  does  not 
always  see  himself  in  this  role  but  who  could 
be  one  of  our  most  valuable  resources.  (Guid- 
ance counselors  are  now  being  employed  at  the 
elementary  level,  thereby  increasing  their  scope 
of  service.)  All  of  these  professions  are  becom- 
ing more  knowledgeable  in  the  field  of  mental 
retardation.  This  group  can  be  a very  powerful 
team,  and,  if  co-ordination  of  purpose  and  proc- 
ess between  the  components  of  that  team  truly 
exists,  parents  will  not  suffer  from  neglect. 
Therefore,  additional  counseling  personnel  is 
perhaps  less  needed  than  is  an  individual  who 
enables  co-ordination  to  occur  - the  catalyst, 
or  instigator,  if  you  will.  These  duties,  as  well 
as  the ^organization  and. development  of  pre-service 
and  in-service  training  are  functions  of  the 
public  health  educator  (previously  mentioned) 
and  it  is  recommended  that  these  du  ies  be  so 
delegated.  1/ 

One  or  more  state  facilities  (college,  hospital 
etc.)  operating  under  a Department  of  Public 
Welfare  grant  should,  by  1967,  institute  an 

jL/  See  Vl/Services/Dj^2 
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intensive  program  of  in-'Service  training  for 
available  "counselors"  from  all  sources;  social 
agencies,  schools,  clergy,  public  health  nurses, 
etc.  The  object  would  be  to  rapidly  increase  the 
knowledge  of  these  groups  and  their  understanding 
of  the  problems  confronting  families  of  the  re- 
tarded, 

1971:  Proposed  for  all  Mental  Health  Centers  is  the 

appointment  of  a staff  member  knowledgeable 

about  the  resources  for  the  mentally  ill  and 

mentally  retarded  within  the  catchment  area, 

1/ 

In  the  Mental  Health  Plan  this  person  has  been 
referred  to  as  a "Service  Co-ordinator." 

This  staff  person  would  need  training  in  both 
mental  health  and  mental  retardation  in  order 
that  he  may  have  full  and  complete  understanding 
of  those  individuals  and  families  so  afflicted. 

He  should  be  fully  equipped  to  provide  correct  and 
adequate  information  and  would  be  the  referral 
source  for  the  parents  when  and  if  they  wish  to 
have  additional  information  and  guidance..  Be- 
cause this  position  calls  for  more  guidance  and 
information  giving  than  therapeutic  counseling, 
it  was  recommended  by  the  committee  that  such  an 
individual  need  not  be  a social  worker  with 

1/  See  Report  M.H, /Precare , Aftercare,  Rehabilitation 
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graduate  training  and  that  he  would  be  employed 
more  on  the  basis  of  a pleasing  personality,  his 
knowledge  about  the  problem,  and  his  ability  to 
work  with  people. 

2,  Home  Training 

The  Committee  feels  that  home  training  services  for  the 
estimated  eight  hundred  and  five  (805)  mentally  retarded  in 
Region  VIII  hypothetically  needing  this  service  are  essential. 

A feasible  way  of  developing  this  service  would  be  to  increase 
the  number  of  public  health  nurses  to  the  level  where  they  could 
undertake  a full-time  home  training  program.  Such  an  increase 
should  provide  approximately  three  (3)  public  health  nurses,  en- 
gaged full  time  in  home  training,  per  100,000  population.  One 
nurse  per  twenty-five  (25)  home  bound  retardates  should  be  the 
maximum  caseload. 

In  lieu  of  registered  public  health  nurses,  the  Commonwealth 
might  employ  trained  practical  nurses  exclusively  for  this  service. 


TABLE  XI 


County 


PROPOSED  NURSING  SERVICE  FOR  H0^E  TRAINING 


Hypothetical  Number 
of  Retardates 
Needing  Service 


Estimated  Number 
of  Nurses  Needed 
Based  on  1965  Pop 
or  3/100,000  Pop 


ADAMS 

33 

1 

CUMBERLAND 

93 

4 

DAUPHIN 

156 

5 

FRANKLIN 

67 

3 

FULTON 

7 

0 

LANCASTER 

201 

9 

LEBANON 

67 

3 

PERRY 

16 

1 

YORK 

165 

7 
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MEOTAL  RETARDATION 


SECTION  VI:  SERVICES 
D,  Education 

Introduction 

The  intent  of  the  school  law  is  to  enable  all  children  to 
receive  education  and/or  training  to  the  extent  of  their  abilities. 
Numerous  school  acts  concerning  the  education  and  public  school 
responsibility  for  mentally  retarded  are  already  on  the  books  in 
ronnsylvania . Act  311,  Section  1371,  defines  mentally  retarded 
under  the  term  EXCEPTIONAL  CHILDREN  which  defines  this  term  as 
"children  of  school  age  who  deviate  from  the  average  ...  to  such 
an  extent  that  they  require  special  educational  facilities  and 
services  State  Department  bulletins  further  spell  out  the 

standards  and  procedures  for  classes  and  programs  in  public  schools. 

A school  age  child  identified  as  eligible  for  these  classes 
and  services  is  functioning  at  a retarded  level  as  shown  by 
academic  failure  or  social  or  personal  ineffectiveness.  There 
are  multiple  causes  for  limited  functioning  which  may  include  such 
diverse  factors  as  cultural  deprivation  and  emotional  disturbance. 
These  children  are  not  actually  mental  retardates  as  such,  but 
may  be  functioning  at  a retarded  level.  If  the  proper  rehabili- 
tation services  are  refused  by  the  parents,  or  are  not  available, 
or  the  diagnosis  does  not  point  out  the  multiple  problems,  the 
child  may  then  appear  and  function  as  a mental  retardate  and  for 
practical  purposes  may  have  to  be  placed  in  the  best  possible 
currently  available  facility.  The  law  provides,  however,  that  a 
certified  psychologist  must  examine  a child  and  find  him  eligible 
before  he  is  placed  in  or  excused  from  a class  for  retarded  children. 
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1,  Basic  Premises 

Our  current  knowledge  of  child  growth  and  development 
demonstrates  the  need  to  reach  the  child  at  an  early  age  to 
provide  enriching  experience  and  knowledgeable  observation. 

Mentally  retarded  children  are  a part  of  a normal  popula- 
tion and  arc  best  served  in  their  own  communities.  Therefore, 
insofar  as  possible,  classes  operated  under  school  management 
should  be  scattered  over  the  total  school  area  served,  in  the 
same  proportion  and  manner  in  which  services  to  all  children 
are  provided. 

There  must  be  recognition  that  the  pre-school  child  and 
young  adult  are  the  responsibilities  of  the  total  community. 
Facilities  and  plans  for  program  servicing  should  be  developed 
and/or  expanded  on  a broad  community  level, 

2.  Classifications 

a.  Pre-school  Trainable 

(1)  Principles  and  practices 

These  children  are  seldom  identifiable  until  kinder- 
garten or  pre-school  clinics,  day  care  centers,  etc,  pro- 
vide screening  devices.  The  emphasis  on  pre-school 
programs  under  the  Economic  Opportunity  Act, now  being 
established  in  many  communities,  may  also  be  a rich 
resource  of  service  to  the  young  mentally  retarded. 
Therefore,  no  special  pre-school  class  estimates  will 
be  made  for  this  group. 

For  the  i>otential  pre-school  educable  mentally  re- 
tarded child,  it  is  very  important  that  rich  experience 
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at  the  pre-school  level  be  offered.  If  private  nursery 
schools  are  available  or  can  be  established  in  a community, 
by  a public  or  private  agency,  they  should  be  used  for 
serving  the  mentally  retarded  child.  Many  of  these  chil- 
dren, however,  appear  to  be  developing  at  an  almost  average 
rate  in  areas  other  than  that  of  academic  learning. 

Pre-registration  or  pre-school  clinics  identifying 
such  children  prior  to  entrance  to  first  grade  should  use 
available  kindergartens.  Where  a child  is  identified  in 
kindergarten,  attendance  might  be  prolonged  for  more  than 
one  year,  as  a functional  diagnostic  opportunity  to  further 
the  study  of  the  child. 

Every  community  needs  to  take  a closer  look  at  its 
available  facilities  in  developing  plans  for  pre-school 
programs  for  mentally  retarded  children.  When  practical, 
they  should  expand  these  facilities  to  the  utmost. 

Some  trainable  pre-school  children  have  superior 
care,  good  training,  and  valuable  family  experiences  in 
their  own  homes.  Others  come  from  socio-econotnically 
deprived  homes  and  lack  enriching  experience,  good 
physical  care,  and  training.  Based  on  these  factors, 
some  trainable  children  need  day  nursery  care,  other 
trainable  children  could  fit  into  church  and  private 
nursery  schools  in  the  community,  still  others  would 
profit  from  a nursery  school  established  for  their 
particular  needs.  In  some  counties,  these  could  well 
be  developed  by  expanding  community  facilities  already 
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in  existence. 

^«ihen  a trainable  child  reaches  4 years  7 months 
(legal  entrance  age  for  kindergarten)  where  there  are 
kindergarten  facilities,  selected  children,  vi\o  are  well- 
trained,  should  be  a part  of  this  existing  school  program. 
Therefore,  it  is  necessary  that  each  community  survey 
current  pre-school  facilities  for  trainable  children  and 
request  the  proper  community  agency,  such  as  the  associa- 
tion for  z'etarded  children  or  the  day  nursery  iinder  the 
community  chest,  to  establish  at  least  one  nuz*sery  school 
f or  finir-year-old  trainable  children,  assuming  such  a 
facility  is  indicated. 

It  is  well  known  that  facilities  already  in  operation 
do  serve  trainable  children.  A careful  identification  of 
these  children  would  be  a pert  of  the  follow-up.  This  is 
to  emphasize  that  existing  local  facilities  should  be 
used  to  the  greatest  possible  extent  before  additional 
facilities  are  added.  Appropriate  local  community  plan- 
ning agencies  should  be  responsible  for  initiating  follow- 
up procedures  based  on  requirements  as  projected  through 
1975. 


-613- 


VIII/M.R. 

VI /Services/D 


(2)  Existing  Services  and  Projected  Needs 

TABLE  XII 

Number  of  Pre-school  Classes  or  Day  Care  Services 
needed  for  the  PRE-SCHOOL  TRAINABLE  Mentally  Retarded 
based  on  the  estimated  moderately  retarded  popula- 
tion at  15  students  per  class. 


Current  Number  County 


Projected  Needs 


Classes 


1967  1971  1975 


0 

1 

1 

4 

0 

0 

0 

0 

2 


Adams  2 
Cumberland  5 
Dauphin  8 
Franklin  3 
Fulton  1 
Lancaster  11 
Lebanon  3 
Perry  1 
York  9 


2 

6 

9 

3 

1 

11 

3 

1 

10 


2 

7 

9 

4 

1 

12 

3 

1 

11 


8 


Totals  43 


46  50 


b,  Educable 


(1)  Principles  and  Practices 


(a)  Elementary  level 

Current  practice  reflects  generally  accepted 
patterns  for  educable  classes  with  the  self 
contained  classroom. 

(b)  Secondary  level 

The  most  imaginative  ideas  for  serving  the 
mentally  retarded  are  related  to  this  category, 
A few  are  described  under  recommendations. 
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(i)  Recommendations  for  Secondary  Educables  - 
The  Integration  of  Secondary  Special 
Education  Classes  for  the  Educable  into 
the  Total  School  System. 

Secondary  special  classes  for  the  educable 
mentally  retarded  should  be  integrated  into 
the  total  school  program  insofar  as  possible. 
The  possibilities  for  carrying  out  the  prin- 
ciple of  integration  for  each  child  should 
be  explored  to  the  limit.  This  means  that 
the  retarded  child  at  secondary  school  level 
would  be  using  the  same  facilities  (shops, 
music,  art,  home-making,  physical  education, 
agricultural,  etc.)  as  all  other  children 
in  a given  school.  This  provides  a broader 
and  more  enriching  program  for  the  retarded 
pupil.  Administratively,  it  permits  one 
trained  special  education  teacher  to  serve 
two  class  units  since  the  children  will  be 
participating  in  other  program  areas  for 
half  the  day.  In  so  doing,  it  provides  for 
effective  use  of  scarce  personnel  in  the 
special  education  field, 

(ii)  Differentiated  Diplomas  by  all  Secondary 
Schools  by  1967. 

Graduation  from  high  school  should  be  a 
matter  of  successful  completion  of  the 
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program  adopted  by  the  school  for  the 
educable  mentally  retarded  student  who 
completes  the  required  number  of  years  of 
attendance  and  participation  in  the  special 
program.  The  individual  should  then  receive 
a differentiated  diploma  and  participate  in 
graduation  exercises  just  as  other  success- 
ful pupils  do.  Differentiated  diplomas  now 
being  given  in  many  high  schools  indicate 
whether  it  is  a diploma  in  business,  agri- 
culture, in  shop,  academic,  etc, 

(iii)  A Itork  Experience  Program  in  all  Secondary 
Schools  in  Progress  by  1971, 

The  emphasis  on  the  integration  of  the 
mentally  retarded  students  should  also  in- 
clude well-defined  work  experience  programs, 
where  the  pupils  not  only  relate  to  other 
students  in  the  school  community  but  also 
to  people  outside  of  the  school  in  the  work 
community. 

It  is  imperative  that  secondary  school 
programs  for  the  educable  mentally  re- 
tarded develop  a realistic  and  practical 
occupational  and  vocational  training  pro- 
gram through  some  form  of  IJORIC  EXPERIENCE. 
Definition:  Implies  that  a student  has 
preparation  and  participates  in  assignments 
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in  the  work  world  while  in  school  and  under 
the  supervision  of  the  school.  This  may  be 
on  campus,  in  industry,  in  the  community, 
or  in  a specially  designed  occupational 
center. 

As  vocational  technical  schools  develop, 
pressure  will  be  brought  to  bear  on  admin- 
istrative counties  or  districts  to  include 
certain  courses  in  the  service  areas  which 
would  be  open  to  selected  secondary  mentally 
retarded  students  who  could  qualify. 

The  use  of  Sheltered  Workshops  for  those 
Individuals  who  arc  unable  to  profit  from 
the  on  going  public  school  programs  should 
be  given  attention  or,  where  possible,  the 
inauguration  of  a cooperative  school  work- 
shop program  should  take  place 
(c)  Post  School 

The  schools  should  maintain  responsibility  (for 
at  least  1 year  after  graduation)  through  a 
follow-up  program  to  evaluate  the  stability  of 
the  student  in  his  job  placement  and  to  re- 
evaluate the  occupational  curriculum  of  the 
school. 


Sec  VI/Serviccs/Gg 
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(2)  Existing  Services  and  Projected  Needs  (Educable) 
307  educable  classes  now  serve  5,436  children 
in  Region  VIII 

TABLE  XIII 

Current  Ratio  of  Pupils  to  Classes 
Now  Existing  in  Region  VIII 


Adams 

16.1 

Lancaster 

18.1 

Cumberland 

17.1 

Lebanon 

19.1 

Dauphin 

17.1 

Perry 

19.1 

Franklin 

18.1 

York 

18.1 

Fulton 

17.1 

TABLE  XIV 

Total  number  of  classes  likely  to  be  needed 
for  the  EDUCABLE  Mentally  Retarded  by  County 
based  on  the  estimated  mildly  retarded  pop- 
ulation in  Region  VIII,  at  15  per  class. 


No.  of  Classes 


Operation 

County 

Recommended 

1965 

1967 

1971 

1975 

17 

Adams 

24 

26 

28 

31 

Cumberland 

61 

69 

78 

78 

Dauphin 

95 

99 

105 

26 

Franklin 

38 

39 

41 

3 

Fulton 

4 

4 

4 

72 

Lancaster 

122 

129 

137 

22 

Lebanon 

38 

39 

40 

11 

Perry 

11 

11 

11 

47 

York 

106 

113 

121 

307 

499 

529 

565 
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c.  Trainable 

(1)  Principles  and  Practices 

(a)  School  Age  Trainable 

Since  the  establishment  of  responsibility  for  the 
operation  of  classes  for  trainable  mentally  re- 
tarded children  has  been  legally  assigned  to  the 
public  school,  there  has  been  rapid  development 
of  classes.  Continued  expansion  of  such  classes 
is  indicated  on  the  accompanying  chart. 

(b)  Post  School  Trainable 

The  problem  of  terminal  age  for  trainable  chil- 
dren should  be  considered  on  a practical  basis . 

It  is  unrealistic  to  mandate  that  the  schools 
hold  these  children  to  age  21  when  they  could 
be  profiting  more  from  a work  atmosphere.  It 
is  here  that  work  experience  programs,  coopera- 
tion school-workshop  programs,  etc.  will  prove 
to  be  most  profitable . 

There  are  six  sheltered  workshops  in  Region  VIII. 
Currently,  P.A.R.C.,  the  Office  of  Mental  Health, 
and  the  Bureau  of  Vocational  Rehabilitation  each 
have  plans  and  standards  for  the  operation  of 
sheltered  workshops.  Wfe  propose  that  a joint 
commission  from  these  three  agencies  establish 
an  Advisory  Committee  to  the  Bureau  of  Vocational 
Rehabilitation  for  the  development,  operation, 
and  choice  of  standards  for  sheltered  workshop 
operations . 
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This  co-ordinated  effort  will  be  able  to 
provide  essential  professional  personnel 
on  a regional  basis.  The  team  would  con- 
sist of  a psychiatrist,  industrial  engineer, 
work  procurement  office,  and  placement  coun- 
selor. 

(2)  Existing  Services  and  Projected  Needs  (Trainable) 

54  Trainable  Classes  serve  approximately  606  children 
in  Region  VIII . 

TABLE  XV 

CURREOT  RATIO  Of  CHILDREN  To  CLASSES 


Adams 

4.1 

Lancaster 

17.1 

Cumberland 

17.1 

Lebanon 

19.1 

Dauphin 

14.1 

Perry 

^.1 

Franlclin 

15.1 

York 

10.1 

Fulton 

none 

TABLE  XVI 

Total  number  of  classes  for  the  TRAINABLE 
Mentally  Retarded  by  County  based  on  the 
moderately  retarded  estimated  population 
of  school  age,  at  15-20  per  class  with 
teacher  and  matron. 

No.  of  classes 
in  operation  County 


1965 

1967 

1971 

1975 

4 

Adams 

4 

4 

4 

4 

Cumberland 

10 

11 

12 

8 

Dauphin 

15 

16 

17 

4 

Franklin 

6 

6 

6 

0 

Fulton 

1 

1 

1 

7 

Lancaster 

19 

21 

22 

3 

Lebanon 

6 

6 

6 

2 

Perry 

2 

2 

2 

12 

York 

17 

18 

19 

44 

80 

85 

89 
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(3)  Other  Recommendations 

(a)  Wien  counseling  service  is  needed  whether  it 

be  personal,  health  or  vocational,  the  retarded 
individual  should  receive  the  best  appropriate 
counseling  possible  whether  by  guidance  coun- 
sellors, school  nurses,  agency  staff  members, 
or  through  Vocational  Rehabilitation  referral, 

(b)  There  shall  be  a Public  Health  Educator  attached 
to  the  staff  Catchment  Area,  to  serve  both  as 

an  educator  and  a coordinator.  His  role  would 
be  to  harness  and  coordinate  all  educational 
facilities,  both  public  and  voluntary,  and  to 
obtain  both  parent  and  citizen  understanding  and 
action. 


1967 

One  Public  Health 
Educator  to  serve 
Region  VIII 


1971 

One  additional  Public 
Health  Educator  for 
each  of  the  following 
groups  of  catchment 
areas  #1,2,  and 
#3,4,  5 


1975 

A third  Public  Health 
Educator  for  the 
following  catchment 
areas  combined 
#6,7,8,  and  9 


(c)  Every  community  needs  to  consider  the  establish- 


ment of  some  type  of  short-term  custodial  care 
service  either  through  the  child  welfare  serv- 
ices or  an  already  established  residential  home, 
(See  Residential  Care) 
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(4)  Manpower  Needs 

TABLE  XVII 

Total  number  of  professional  personnel 
required  for  the  Mentally  Retarded  for 
1967,  1971,  1975  as  compared  with  nunw 
her  currently  employed. 


1965 

Classification 

1967 

1971 

1975 

8 

Pre-school  Trainable 
(1  Teacher+1  Matron) 

43T 

(43M) 

44T 

(44M) 

49T 

(49M) 

307 

54 

School  Age 

Educable 

Trainable 

499 

80 

529 

85 

564 

89 

22 

Psychologists 

28 

• ^ ^ 

29 

31 

The  number  of  teachers  was  projected  on  the  premise 
that  each  class  conducted  will  require  the  services 
of  at  least  one  instructor.  As  schools  increase  the 
number  of  classes  for  trainables  beginning  at  4 years 
7 months,  one  natron  may  have  to  be  added  to  assist 
the  teacher. 

Fulton  County  will,  no  doubt,  continue  to  share  a 
Supervisor  of  Special  Education  since  the  population 
increase  by  1975  will  amount  to  only  300.  It  would 
be  advantageous,  however,  if  Franklin  and  Fulton  could 
have  supervision  by  the  same  person  rather  than  the 
present  arrangement  of  sharing  with  Bedford  County. 
This  Committee  urges  the  adoption  of  the  integrated 
school  plan  for  educables  (previously  explained) 
not  only  because  of  its  advantage  to  the  retarded 

child,  but  also  because  one  Special  Education  teacher 
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can,  thereby,  handle  two  units  (classes).  In  view 
of  the  great  scarcity,  serious  attention  should  be 
given  to  this  system, 

(5)  The  Pre-school  and  Primary  Education  Project 
A Ford  Foundation  sponsored  project  conducted 
for  the  Council  for  Human  Services  by  the  . 
Depazrtments  of  Public  Instruction,  Public  I.felfare, 
and  Health. 

Purpose:  To  demonstrate  a way  by  which  the  public 
schools  can  undertake  a long  range  attack  on  the 
drop-out  problem, 

Iiranediate  purpose:  To  improve  the  school  perform- 
ance of  "educably  disadvantaged  children  beginning 
at  age  3^.” 

Methods  of  achievement: 

Enriched  curriculum;  improved  family  services; 
re-orienting  attitudes  and  behavior  of  parents; 
long-term  in-service  education  given  to  project 
personnel  to  increase  effectiveness. 

Region  VIII 

Two  classes  of  40  children  each  in  Harrisburg, 
age  - 3 years  7 months. 

Plan:  These  children  attend  school  for  one  year 

and  are  tested,  evaluated,  and  observed. 

Family  counseling  by  social  worker. 

I.Q.s  of  children  included  in  the  classes: 

60  and  below  = 2.3%  70-79  = 21.3% 

60-69  s 32%  80-89  = 7.8% 
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E«  Institutional  Care 

The  number  of  retardates  requiring  institutional  care  varies 
from  county  to  county  and  in  part  depends  on  the  number  of  resi- 
dential alternatives  and  day  facilities  available. 

TABLE  XVIII 

Total  Numbers  of  Mentally  Retarded 
now  in  Institutions  and  Projected 
Numbers  of  Individuals  Requiring 
Residential  Care  in  1967,  1971,  and 
1975.  1/ 


1.  Existing  2,  Recommended  Services 


1965 

1967 

1971 

1975 

85 

Adams 

90 

98 

107 

211 

Cumberland 

230 

260 

293 

345 

Dauphin 

357 

375 

386 

138 

Franklin 

142 

148 

153 

16 

Fulton 

16 

16 

17 

441 

Lancaster 

461 

488 

517 

140 

Lebanon 

143 

146 

149 

40 

Perry 

41 

42 

381 

York 

400 

427 

458 

1,797 

1,880 

1,999 

2,122 

1/  Projections  estimated  on  the  hypothetical  figure  of  100  to 
~ 150  mentally  retarded  per  100,000  population. 
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The  fact  that  the  numbers  of  potential  patients  for  residential 
care  continue  to  increase  in  this  nine-county  region,  at  a rate 
faster  than  can  be  cared  for,  is  borne  out  by  the  following  chart. 

Patients  of  State  Schools  and  Hospitals  and  State 
Supported  Patients  in  Schools  and  Foster  Homes  for 
the  IJentally  Retarded  and  those  Awaiting  Admission 
in  Region  VIII 


TABLE  XIX 

On  waiting  List 

Patients 

Total 

Adams 

14 

58 

72 

Cumberland 

24 

131 

155 

Dauphin 

89 

328 

417 

Franklin 

21 

115 

136 

Fulton 

5 

13 

18 

Lancaster 

96 

317 

413 

Lebanon 

22 

87 

109 

Perry 

8 

35 

43 

York 

74 

270 

344 

TOTAL 

353 

1,354 

1,707 

NOTE:  Although  this  total  is  90  less  than  the  projected  require- 
ment, many  potential  patients  are  not  on  the  waiting  list. 
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3.  Recommendations 

Chart  I reflects  the  need  by  county  for  additional  resi- 
dential care  in  1967,  1971,  and  1975.  Today,  there  is  a 
waiting  list  in  this  Region  of  353,  with  1,411  now  in  resi- 
dential services  in  regional  private  facilities  or  in  those 
of  the  state.  There  are  only  two  residential  facilitis 
for  the  retarded  in  Region  VIII,  both  of  which  exist  in 
Lancaster  County  and  house  a total  of  57  residents.  A 
new  60-bed  facility  for  the  care  of  the  severely  and 
moderately  retarded  is  being  established  in  Adams  County. 
Upon  investigation,  it  was  determined  that  there  is  no 
construction  proposed  by  state  government  for  additional 
beds  for  P^egion  VIII, 

;ith  such  overwhelming  statistical  proof  of  need  and  so 
few  local  residential  facilities,  this  committee  recom- 
mends that  a school  and  hospital,  housing  500  retardates 
of  all  levels  and  degrees,  be  built  in  the  I-fest  Shore 
area  of  Region  VIII  (possibly  Camp  Hill);  that  such  a 
facility  be  developed  with  housing  units  of  30  beds  each 
thereby  reducing  to  the  greatest  possible  extent  the  dis- 
advantages incumbent  in  large  institutional  living.  This 
residential  facility  will  include  in  its  complex  the  follow- 
ing units  of  service; 

1,  Diagnosis  and  Evaluation 

2,  Administration,  psychiatric,  medical 

and  social  service 

3,  Hospitalization 

4,  Housing 

5,  Education 
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The  facility  should  be  integrated  and  shall  house  those 
for  whom  there  is  no  alternative  service  within  their  own 
community  to  meet  their  needs*  The  aim  of  this  institution 
will  be  to  assist  in  establishing  that  alternative. 
Transportation  facilities  are  such  that  most  of  the  inhab- 
itants of  Region  VIII  are  able  to  travel  to  the  suggested 
locality  (Infest  Shore)  within  one  hour  and  even  portions  of 
some  additional  counties  are  not  farther  away  than  60 
minutes. 

This  State  School  and  Hospital  will  provide  day  care  units 
and  short-term  residential  care  for  emergency  home  situations 
or  short-term  placements  for  other  reasons. 

The  Region  VIII  Committee  recommends  that  construction  begin 
on  the  State  School  arri  Hospital  in  1967,  with  plans  to  have 
the  facility  in  full  operation  by  1971, 

State-wide  Recommendations 

By  1967 

The  following  stipulations  should  greatly  enhance  the  opera- 
tion of  state  institutions  for  the  retarded.  They  are  urgent  and 
should  be  in  operation  by  1967, 

1,  Transfer  of  chronic  bedridden  patients  over  18  years 
of  age,  and  geriatric  patients  in  state  institutions, 
to  nursing  homes  licensed  and  approved  by  the  appro- 
priate state  agency.  Public  assistance  funds  at  $190,00 
per  month  (which  includes  Federal  support)  are  unattain- 
able under  the  present  care  program.  Sxich  transfers 
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would  not  only  secure  the  use  of  public  assistance  funds 
at  $190.00  per  month,  but  would  release  beds  for  addi- 
tional anbulatory  patients  needing  institutional  care. 

2.  All  future  residential  facilities  in  the  state  should  be 
designed  on  the  basis  of  individual  units  of  30  to  50. 

3.  All  institutions  for  the  mentally  retarded  should  be 
all-inclusive  with  regard  to  classification,  age,  and 
sex.  In  such  a generalized  system,  it  will  be  possible 

to  place  retardates  in  facilities  closer  to  their  families 
and  their  communities. 

4.  This  Committee  concurs  with  the  recommendation  that  the 
responsibility  for  the  education  of  retarded  children  in 
state  schools  and  hospitals  be  assumed  by  the  Department 
of  Public  Instruction. 

5.  Adult  Education  classes  should  be  made  available  to 
residents  of  State  Schools  and  Hospitals. 

6.  The  merit  system  should  be  extended  to  all  employees  of 
State  Schools  and  Hospitals. 

7.  Standards  for  personnel  should  be  set  at  a high  level 
in  order  to  attract  qualified  people.  In-patient 
facilities  should  have  a multi-disciplinary  staff  so 
that  all  needs  of  the  retardate  can  be  fulfilled. 

8.  Provisions  should  be  made  to  care  for  dependents  of 
military  personnel  on  duty  in  this  state  (even  though 
non-residents)  in  State  Schools  and  Hospitals.  They  are 
entitled  to  residential  care  facilities  close  to  where 
they  are  located. 
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9.  Operational  policies  for  institutions  should  be  established 
by  the  Department  of  Public  ;felfare*s  Bureau  of  Services 
for  the  Ifentally  Retarded.  Compliance  with  such  estab- 
lished policies  thereby  becomes  the  responsibility  of 
each  superintendent. 

10.  A more  aggressive  policy  should  be  established  for  the 

return  of  retardates  from  institutions  to  the  community. 

A special  service  to  facilitate  the  ’’out -movement"  should 
be  established  in  each  State  School  and  Hospital.  In  the 
community,  responsible  agents  should  pave  the  way  with 
foster  homes,  halfway  houses,  etc. 
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F.  Day  Care 

Reference  is  made  to  a residential  service  for  the  retarded 
person  on  less  than  a 24“hour-a“day  basis.  Included  in  services 
rendered  are  training,  education,  personal  care,  and  recreation. 
The  programs  allow  for  participation  in  a supervised  atmosphere 
and  within  a controlled  environment.  In  addition  to  the  benefit 
obtained  by  the  child  , day  care  provides  parents  with  relief 
from  the  24-hour  task  of  care  and  allows  working  mothers  to 
continue  in  what  may  be  the  required  role  of  breadwinner. 

Probably  one  of  the  greatest  advantages  is  the  opportunity  which 
is  thus  provided  for  parent  counseling.  In  this  setting, 
counseling  can  be  most  ideally  administered.  In  the  recom- 
mendations which  follow,  day  care  will  pertain  to  pre-school 
classes,  day  care  facilities  for  retardates  of  school  age 
not  acceptable  in  the  public  school  program,  activity  centers 
for  the  severely  retarded,  and  camping  programs  both  day  and 
residential , 

1.  Existing  and  Required 

a.  Pre-school  Classes  - Day  Facility 

Specific  needs  and  recommended  adjustments  were 
covered  in  Section  VI /D,/  Agreement  was  reached 
on  submitting  a strong  recommendation  that 
responsibility  for  service  rests  with  the  Department 
of  Public  Instruction  starting  with  age  4 years 
7 months.  The  Committee  considered  it  feasible 
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to  provide  training  as  early  as  3 years  to  ready 
the  child  for  the  school  experience,  but  did  not 
agree  that  responsibility  for  trainables  of  that 
age  should  rest  with  the  school  system.  Enrollment 
in  these  classes  will  include  moderate  and  even 
severely  retarded.  The  need  f©r  retarded  children 
to  have  a longer  and  more  closely  supervised 
experience  in  socialization  than  normal  children 
is  well-known;  therefore,  recruitment  of  the 
mothers*  participation  is  recommended. 

b.  Recreation  Centers 

All  school  districts  are  charged  with  the  responsi- 
bility of  establishing  services  for  severely  retarded 
children.  Therefore,  every  community  has  a responsi- 
bility to  induce  the  school  districts  to  develop 
policies  which  would  enable  the  greatest  number 
of  trainable  mentally  retarded  to  be  enrolled 
in  public  school  programs.  Too  often,  local  districts 
arc  so  selective  that  little  difference  exists 
between  primary  educablc  classes  and  classes  for 
the  trainable  student.  Moreover,  a more  permissive 
attitude  would  sharply  reduce  the  need  for  com- 
munity developed  recreation  centers. 

c.  Activity  Centers  for  Youths  and  Adults: 

Intended  for  the  severely  retarded  individuals 
(15  years  and  up)  who  may  never  take  their  places 
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in  the  community  as  workers  but  who  are  none-the-Iess 
important  from  the  humanitarian  and  social  viewpoint* 
Activity  Centers  should  accommodate  30  to  50  re- 
tardates* These  should  be  community  supported. 

TABLE  XX 


Projected  Number  of  Activity  Centers  Needed 
To  Serve  The  Mentally  Retarded  In  Region  VIII  1/ 


County 

(1965-none) 

1.967 

1971 

1975 

Adams 

1 

1 

1 

Cumberland 

2 

2 

3 

Dauphin 

3 

3 

4 

Frankl in 

1 

2 

2 

Fulton 

1 

1 

1 

Lancaster 

4 

4 

5 

Lebanon 

1 

1 

2 

Perry 

1 

1 

1 

York 

3 

4 

4 

TOTAL 

17 

19 

23 

1/  Projection  based  on  56  per  100,000 


d • Camping 

Camping  is  a recreational  activity  of  ever  increasing 
popularity*  Values  to  be  derived  from  such 
experiences  are  essential  for.  the 'retardedtbhild* 

Two  camps  are  ciirrently  in  operation,  in  Region  VI II, 
One  is  a residentidl  camp  in  Dauphin  Coupty 
(Linglestotm)  Snd  one  a day  camp  in  York  County, 
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(York,  R.D.  #7)  serving  a total  of  177  children. 

It  is  recommended  that  consideration  be  given  to 
the  establishment  of  2 residential  camps  in  this 
region  by  1975.  Excellent  camping  locales  are 
presented  in  York,  Perry,  and  Fulton  Counties. 

These  make  ap^i>^riate  service  cluhiptjo jects . 

The  two  camps  should  be  increased  to  5 in  1967 
located  in  the  other  populous  counties,  Lancaster, 
Lebanon,  and  Cumberland  (West  Shore  area);  by 
1971,  7 and  by  1975,  a total  of  9 would  be  in 
operation  if  recommendations  are  to  be  followed, 
e.  Long  and  Short  Term  Residential  Care 
(1)  Short  Term 

A temporary  substitute  home  is  needed  at 
various  times  as  a resource  for  the  retardate 
and  his  family.  This  may  be  required  during 
periods  of  illness  or  death  of  family  members, 
for  weekends,  and  other  periods  when  it  is 
advisable  for  parents  to  be  relieved  of  the 
constant  care  of  the  mentally  retarded -child . 

(a)  Short  term  residential  care  should  be 
provided  by  State  Schools  and  Hospitals, 

(b)  A short  term  community  operated  facility 
should  be  available  within  each  Catchment 
Area  1/  to  provide  for  short  term  care  of 

1/  See  Mental  Health  Recommendations,  Map  III,  (Catchment  Areas) 
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the  mentally  retarded  as  needed. 

(2)  Long  Term  Residential  Care  Including  Foster 
Home  and  Group  Homes 

Since  it  would  not  be  economically  possible 
for  the  State  to  provide  institutional  facilities 
for  all  those  reqairing  care  and  training  outside 
the  home,  it  is  necessary  to  provide  other  types 
of  residential  care, 

(a)  After  discharge  from  a State  School  and 
Hospital,  responsibility  for  the  retardate 
must  be  vested  in  an  individual  or  agency. 
The  latter,  could  be  an  agency  of  the 
local  community  or  an  after-care  staff 

of  the  State  school  and  hospital, 

(b)  A program  of  foster  homes  within  each 
community  should  be  developed,  Foster 
homes  or  family  care  placement  offer  a 
more  stimulating  and  satisfying  life  than 
would  be  possible  in  an  institutional 
setting.  Boarding  homes  for  small  groups 
of  retardates  represent  an  expansion  of 
this  program.  The  Committee  considers 

it  inadvisable  to  attempt  to  project 
requirements  for  foster  and  group  homes 
since  it  has  proposed  that  a 500  bed  unit 
be  built  in  this  region. 
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G,  Sheltered  Workshops  and  Employment  Services 


The  only  true  goal  for  the  retardate  is  the  realization 
of  his  own  potential  as  a functional  part  of  community  living, 
regardless  of  his  degree  of  ability.  One  of  the  most  constructive 
efforts  is  that  of  preparing  him  for  meaningful  employment  by 
means  of  the  community  workshop, 

1.  Existing  Services 

In  Region  VIII,  six  multi-disability  sheltered  workshops 
serve  191  persons  and  are  located  in  Carlisle,  Chambers- 
burg,  Harrisburg,  Lancaster,  Lebanon,  and  York. 


TABLE  -iJCI 

Current  Service  and  Estimated  Need  For  Region  VIII 
For  Sheltered  Workshop  and/or  Employment 
Centers  for  1967,  1971,  1975 


1965 

0 

2 

1 

1 

0 

1 

1 

0 

1 

The  one  shown 


County 

1967 

1971 

1975 

Adams 

1 

1 

1 

Cumberland 

2 

3 

3 

Dauphin 

4 

4 

4 

Frankl in 

1 

2 

2 

Fulton  1/ 

0 

1 

I 

Lancaster 

5 

6 

6 

Lebanon 

2 

2 

2 

Perry  1/ 

0 

1 

1 

York 

2 

5 

6 

for  Perry  and  Fulton  Counties  (1971  and  1975) 


refers  to  Employment  Centers, 
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2.  Recommendations  and  Requirements 
a.  Service  Categories 

Three  categories  of  services  in  relation  to  work 
experience  programs  are  seen  as  essential: 

(1)  Vocational  Training  Center  in  Region  VIII: 

This  offers  specialized  training  beyond  that 
which  the  sheltered  workshops  are  prepared  to 
offer  and  are  services  no  workshop  would  be 
expected  to  undertake.  This  center  would 
offer  such  vocations  as,  but  not  restricted  to 
nurses  aid,  kitchen  aid,  domestic  services, 
automotive  body  repair,  carpenters  helper, 
etc.  These  are  unskilled  and  semi-skilled 
pursuits  which  can  be  effectively  performed 

by  certain  selected  mentally  retarded.  Those 
judged  to  have  a greater  potential  while  in 
the  workshop  program  would  be  referred  directly 
to  the  center. 

The  Committee  recommends  that  the  center  be 
developed  and  administered  by  the  Bureau  of 
Vocational  Rehabilitation  of  the  Department 
of  Labor  and  Industry. 

(2)  Regional  Sheltered  Workshops  (6); 

The  Regional  Sheltered  Workshops  are  making  an 
attempt  to  improve  their  services  in  the  area 
of  evaluation,  personal  adjustment  training  and 
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job  trial  and  job  placement.  They  will  need 
increased  local,  state,  and  national  support 
in  order  to  provide  a more  sophisticated  program. 
Clients  of  the  Bureau  of  Vocational  Rehabili- 
tation would  be  sent  to  the  Regional  Sheltered 
Workshop  for  initial  diagnostic  evaluation  to 
determine  the  advisability  of  these  clients 
remaining  in  the  workshop  program  or  perhaps 
going  directly  to  the  Regional  Training  Center. 
Those  who  are  not  recommended  for  the  Regional 
Training  Center  may  be  trained  at  the  sheltered 
workshop  for  future  sheltered  employment  or  it 
may  be  considered  best  for  certain  ones  to 
enter  directly  into  a community  competitive 
employment  situation  after  personal  adjustment 
training. 

Duties  and  services  are  to  be  retained  as 
currently  described  with  certain  innovations 
incorporated  in  order  to  upgrade  the  training 
and  evaluative  processes.  Three  satellite 
shops  will  be  added  also  in  addition  to  the 
employment  centers.  In  order  that  this  element 
may  be  upgraded,  the  following  steps  should  be 
taken: 

(a)  Personnel  Training 

The  establishment  of  a University  connected 
course  for  pre  or  in-service  training  for 
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Directors  of  workshops  and  other  personnel. 
Its  length  and  content  must  be  carefully 
designed  so  as  to  be  of  the  most  practical 
value  to  the  l3irector.  Its  financial  sup- 
port would  expect  to  be  drawn  from  those 
agencies  whose  monies  support  the  program, 
(b)  Consultant  Team 

All  directors  of  sheltered  workshops  in 
this  region  concur  that  periodic  con- 
sultation with  professional  personnel  on 
a consistent  and  continuing  basis  is,  in 
fact,  a must  if  their  training  programs 
are  expected  to  show  growth  and  improve- 
ment. A Consultant  Team  made  up  of  a 
clinical  psychologist,  social  worker, 
vocational  training  specialist,  psy- 
chiatrist, an  administrative  officer,  and 
a representative  of  industrial  management, 
should  be  available  as  needed, 

(3)  Employment  Centers 

These  facilities  are  actually  in  operation  to 
employ,  not  to  train.  They  would  be  under  the 
direction  of  the  Regional  Workshop  situated 
within  the  area  served,  in  order  that  coordi- 
nation of  service  may  be  maintained. 

(4)  School  Services 

These  concepts  drawn  from  the  community  workshop 
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viewpoint  should  be  noted.  A closer  relationship 
and  coordination  of  services  between  schools 
and  workshops  is  recommended; 

(a)  Schools  should  involve  the  community  work- 
shop in  curriculum  planning  for  the  mentally 
retarded.  Combined  academic  work  in  the 
school  and  part-time  workshop  experience 
should  be  inaugurated  in  communities , 
where  sheltered  experience  is  offered. 

(b)  The  need  for  sheltered  workshops  in  a 
community  or  a region  and  for  the  services 
of  the  Bureau  of  Vocational  Rehabilitation, 
will  depend  to  a significant  degree  on 

the  adequacy  of  the  school  program.  The 
potential,  in  numbers  of  retardates  who  can 
ultimately  enter  competitive  employment, 
will  increase  with  continually  improving 
special  education  services  and  the  in- 
auguration of  work  experience  programs. 

This,  in  turn  should  reduce  the  need  for 
workshops . 

(5)  Foster  Home  Service  or  Local  Living  Quarters 

Residential -care  should  be  provided  within 
or  close  to  communities  with  workshop  and  employ- 
ment services.  Boarding  homes  and  halfway  houses 
for  the  employable  retardate  where  some  super- 
vision can  be  given  must  be  explored  locally.  An 

estimate  of  need  is  contained  on  the  attached  chart. 
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SECTION  VI.: SERVICES 
H.  Community  Services 

I*  Medical  Care 

a.  Existing  Services 

Lack  of  available  care  has  net  been  expressed  as  a matter 
of  concern  in  this  region;  however,  the  failure  of  parents 
to  use  available  services  has.  Their  neglect  to  do  so 
has  been  a constantly  recurring  theme  during  the  numerous 
meetings  of  the  total  committee  and  both  sub-groups, 
in  gatekeeper  hearings,  public  meetings,  etc.  The  all 
prevailing  need  as  expressed,  is  education  geared  to  paren- 
tal motivation. 

Medical  care  for  the  indigent  is  provided  by  the  Depart- 
ment of  Public  Welfare,  and  services  of  a more  specialized 
nature  for  children  are  provided  by  the  Pennsylvania 
Department  of  Health.  That  agency  operates  Children's 
Cardiac  Clinics  and  Speech  and  Hearing  Centers  in  both 
Harrisburg  and  Lancaster;  a Cleft  Palate  Clinic  also 
in  Lancaster  and  an  Orthopedic  Clinic  (one  of  35  in  the 
state),  in  Chambersburg. 

Other  children  in  this  area  are  referred  directly  to  the 
Crippled  Children’s  Hospital  in  Elizabethtown  where  the 
basic  purpose  is  the  care,  surgical  restoration,  and 
habilitation  of  children  from  infancy  to  21  years,  with 
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orthopedic,  neuromuscular  and  other  disabling  conditions. 
The  child  must  have  a type  of  disorder  which  has 
reasonable  hope  of  responding  to  or  improving  under 
various  treatment  programs.  Custodial  care  is  not 
rendered  by  the  hospital.  Of  the  hospital  population, 
(170  children)  15%  to  20%  are  retarded  and  10%  arc 
emotionally  disturbed.  More  beds  for  brain  damaged 
children  will  soon  be  provided. 

Immunizations  are  provided  as  a part  of  the  Child 
Health  Conferences  conducted  by  the  Pennsylvania 
Department  of  Health  in  the  interest  of  prevention.  1/ 

Public  Health  Nurses  provide  supportive  help  and 
direct  people  to  the  resources  available.  They 
visit  the  homes  of  the  retarded  and  provide  home 
training. 

b.  Recommendations 

(I)  Education  of  the  general  public  geared  to 
child  care  and  child  development.  Recom- 
mendations include  the  employment  of  Public 
Health  Educators  as  designated  in  Section 

VI/ Service  s/Dx2 • 

1/  See  VI/Services/H2. 
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(2)  Public  Health  Nurses 

TABLE  XXIII 

Number  Required  on  Basis  of  Standard  Ratio  1/ 

1;  5000  Persons 

Existing  2 / Required  2/ 

1965  1967  1971  1975 

207  222  255  277 


(3)  Crippled  Children’s  Hospital  - Elizabethtown 
Current  Needs 

The  Committee  recommends  that  assistance  be  provided 
for  the  Hospital  Administrator  in  dealing  with  the 
special  needs  of  the  mentally  retarded  child. 

2.  Psychiatric  Services 

In  the  State  of  Pennsylvania  over  3,400  mentally  retarded 
individuals  receive  service  in  psychiatric  facilities. 

It  appears,  therefore,  that  the  mentally  retarded  now  fee give 
these  services  in  proportion  to  their  numbers  in  the  general 

population.  Primary  sources  of  service  are  existing  mental 
health  clinics  and  mental  hospitals. 

Obviously,  the  coordination  of  community  services,  which  is 
the  central  thrust  of  the  planning  effort  in  mental  health 
and  in  mental  retardation,  will  facilitate  and  improve  the 
comprehensiveness  of  services  rendered. 

1/  The  ratio  - 1 Public  Health  Nurse  to  5000  people  is  applied 
only  in  those  instances  where  bedside  nursing  is  not  included. 

2/  School  Nurses  included  in  this  figure. 
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REGION  VIII 
MENTAL  RETARDATION 

SECTION  VII.I  RESEARCH 
RESEARCH 

1,  Attitudes  of  Prospective  Mothers 

a.  Description; 

A study  to  determine  the  attitudes  of  a mother  toward 
her  pregnancy,  the  hypotheses  being  that; 

(1)  Mental  attitudes  can  account  for  her  neglect  in 
securing  proper  medical  care. 

(2)  Psychological  factors  could  be  responsible  for  some 
organic  abnormalities  in  the  fetus. 

b.  Allspices  * 

The  official  agency  at  the  state  level. 

c.  Financing: 

Same 

2.  Motivational  Techniques 

a.  Description: 

A study  to  develop  and  test  various  motivational  techniques 
in  an  effort  to: 

(1)  Increase  the  numbers  of  mothers  seeking  prenatal  care. 

(2)  Increase  the  number  who  seek  medical  care  previous 
to  the  last  trimester  of  pregnancy. 

b.  Auspices: 

The  official  agency  at  the  state  level. 

c.  Financing: 

Childrens*  Bureau  of  the  Federal  government. 

Note;  The  Regional  Committee  recommends  that  Projects  1 and  2 be 

conducted  simultaneously  since  each  should  complement  the 

other.  If  a choice  needs  to  be  made,  priority  goes  to 
Research  Proposal  #1. 
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SECTION  VIII:  PUBLIC  AND 
PROFESSIONAL  INFORM(^TION 

In  Region  VIII  most  public  information  originates  from  five 
chapters  of  the  Pennsylvania  Association  for  Retarded  Children 
and  the  existing  facilities  now  serving  the  mentally  retarded. 
There  is  no  single,  region-wise  source  of  public  information 
which  conducts  an  on-going  educational  campaign. 

Both  |5ublic  and  professional  information  dissemination  varies 
from  county  to  county;  there  appears  to  be  no  distinction  between 
information  giving  and  public  or  professional  education;  no  media 
specialists  or  trained  health  educators  appear  to  be  connected 
with  the  programs  in  Region  VIII. 

As  the  comprehensive  mental  health/mental  retardation  centers 
are  established  in  the  Region,  this  Committee  anticipates  tliat 
they  will,  in  compliance  with  Federal  directives,  program  adequate 
conmunity  education  and  professional  consultation  services  for 
both  the  mentally  ill  and  the  mentally  retarded. 

In  order  to  develop  an  effective  program  of  public  and 
professional  education, with  close  inter-agency  coordination, 
the  Committee  urges  that  the  official  state  agency  use  ap- 
propriate means  to  insure  the  appointment  of  trained  person- 
nel—'^ implement  the  recommendations  of  the  Task  Force  on 

2/ 

Public  Awareness—,  and  establish  a Division  of  Education  and 
1/  See  Vl/ServicesA)2^2 

2/  Mental  Retardation  Task  Force  #13  ’’Public  Awareness”  p,  4 
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Consultation  at  the  sltate  level  with  the  following  objectives; 

1.  To  provide  consultative  services  on  a state  and 
regional  basis; 

2.  To  provide  information  and  help  concerning  availability 
of  personnel  and  methods  of  making  the  best  possible 
use  of  available  manpower; 

3.  To  maintain  a library  of  reference  materials  in 

such  a manner  as  to  serve  the  needs  of  the  professional 
personnel  within  the  Region; 

4.  To  provide  consultative  services  concerning  research 
opportunit ies , 
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SECTION  IX:  MANPOWER 


In  previous  sections  of  this  report,  the  Region  VIII 
Committee  eet  forth  requirements  fiJr  personnel  to  serve 
the  various  facilities  and  services. 

The  Committee  is  well  aware  that  there  is  an  acute 
shortage  of  manpower  in  the  field  of  mental  health/raental 
retardation,  but  does  not  feel  qualified  to  make  specific 
suggestions  as  to  what  to  do  about  the  situation.  The  need 
to  upgrade  salaries  is  recognized,  but  it  is  felt  that  this 
alone  will  not  solve  the  problem. 

It  is  obvious  that  facilities  will  be  of  no  value  with- 
out the  necessary  personnel,  and  it  is  also  obvious  that 
lack  of  personnel  is  a State-wide  problem.  Therefore, 
it  is  urged  that  the  Office  of  Mental  Health  give  early 
consideration  to  the  problem,  with  particular  attention 
to  ways  and  means  of  attracting  professional  people  into 
Pennsylvania  and  - as  a long-range  objective  - a program 
for  encouraging  young  people  to  seek  careers  in  the  field 
of  mental  health/mental  retardation. 
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TABLE  XXIV 

Survey  of  Manpower  in  Mental 
Retardation  Pacilitiea  in  Region  VIII 


PROFESSION 

FULL  TIME 

PART  TIME 

Psychiatrist 

1 

1 

Pediatricians 

1 

7 

Orthopedic  Surgeons 

5 

Neurologists 

2 

Pediatric  Neurologist 

1 

General  Practitioners 

2 

Laryngologist 

1 

Orthopedic  Specialist 

1 

Radiologist 

1 

Urologist 

1 

Ophthalmologist 

1 

Orthodonist 

1 

Dentist 

1 

Adminis  trat ors 

9 

3 

Registered  Nurse 

1 

1 

Psychologists 

10 

Social  Worker 

1 

Special  Education  Teachers 

392 

Physical  Therapists 

2 

Occupational  Therapists 

6 

Speech  Pathologist 

1 

Day  Care  Supervisors 

13 

House  Mothers 

4 

p^r^feen."  . rrr^  ' 



Supervisors 

7 

1 

Coordinators 

6 

Shop  Aides 

5 

Machinists 

2 

Managers 

1 
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SECTION  X:  STATISTICAL  DATA  AND 
RANKING  OF  COUNTIES 


1.  County  Priorities 

Based  on  a statistical  analysis  of  three  categories  of  data, 
and  the  assignment  of  weights  to  each  of  these  groups  of 
criteria,  a ranking  by  county  has  been  established  for 
Region  VIII.  See  Tables  XXV,  XXVI,  and  XXVII. 

Therefore,  taking  into  account  the  general  background  data, 
socio-economic  data,  and  specific  need  factors,  the  nine 
counties  of  Region  VIII  are  ranked  in  the  following  manner; 
Top  Priority  #1  - Lancaster  County 

#2  - York  County 
#3  - Dauphin  County 
#4  - Cumberland  County 
#5  - Lebanon  County 
#6  - Franklin  County 
#7  - Adams  County 
#8  - Perry  County 
#9  - Pulton  County 

This  allows  the  Regional  Committee  to  make  a fair 
judgment  in  the  assignment  of  priorities  to  construction 
requests. 
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2.  Service  Priorities 

Since  limited  funds  arc  available  for  construction  purposes 
it  .is  cs#cntfAlf  that -tli€  kind: of  services’ jnoat  needed*- f*  ' 
by  each  county  be  determined.  Therefore,  priority  among 
kinds  of  facilities  for  various  counties  has  been  delineated. 

The  results  are  indicated  below: 

a.  Diagnostic  and  Evaluation  Priorities 

Only  one  comprehensive  diagnostic  and  evaluation 
center  is  envisioned  for  Region  VIII.  Therefore, 
although  the  need  for  this  service  has  been  analyzed 
as  part  of  each  county *s  "unmet  need",  no  priority 
for  the  development  of  these  services  has  been 
established.  Furthermore,  the  Committee  secs  the 
regional  mental  hcalth/mcntal  retardation  centers  as 
playing  a key  role  in  diagnostic  and  evaluation  services. 

b.  Residential  Care  Priorities  by  County 


(1) 

York 

(5) 

Lebanon 

(2) 

Lancaster 

(6) 

Franklin 

(3) 

Dauphin 

(7) 

Adams 

(4) 

Cumberland 

(8) 

Perry 

(9)  Fulton 

Day 

Care  Priorities 

by  County 

(1) 

Lancaster 

(5) 

Lebanon 

(2) 

York 

(6) 

Frankl in 

(3) 

Dauphin 

(7) 

Adams 

(4) 

Cumberland 

(8) 

Perry 

(9)  Fulton 
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REGION  VIII 
MENTAL  RETARMTION 

SECTION  XI j ADMINISTRATION,  STRUCTURE  AND  FINANCE 
A.  Administration  and  Structure 

This  Region  VIII  Committee  assumes  that  there  will  be  a 
mental  health/mental  retardation  authority  within  the  State 
which  will  be  responsible  for  the  direction  and  operation  of 
certain  mental  health  and  mental  retardation  facilities,  and 
the  supervision  of  others,  throughout  the  State.  Such  super- 
vision would  include  the  approval  of  programs,  the  establishment 
and  maintenance  of  standards,  and  the  entrance  into  contracts 
with  counties,  municipalities,  or  private  corporations  or  bodies, 
for  the  services  which  might  be  furnished  by  such  to  the  State. 

It  is  under  this  supervisory  function  that  the  community  mental 
health/mental  retardation  center  would  fall.  It  is  felt  that 
it  will  be  necessary  to  have  a director  for  each  of  the  eight 
Regions  of  the  State,  who  will  be  immediately  responsible  to 
the  State  authority  and  who  will  see  that  the  approved  programs 
are  followed,  that  standards  are  met,  and  that  satisfactory 
contracts  are  arranged. 

The  qualifications  of  such  regional  directors  and 
assistants  should  be  set  by  the  State  authority,  and  the 
directors  should  be  under  Civil  Service.  Such  directors  should 
not  necessarily  be  psychiatrists,  yet  the  fact  of  being  a 
psychiatrist  should  not  preclude  a person  from  holding  such  a 
position.  Each  director  would  supervise  the  relationships  between 
the  State  and  the  community  mental  health/mental  retardation 
centers  in  the  various  Catchment  Areas  within  his  Region. 


-654- 


VIIlAl.R. 

XI/AFS/ 


A mental  health/mental  retardation  center  would  then  be  an 
entity  within  a Catchment  Area  and  would  consist  of  a 
combination  of  services  provided  under  the  direction  of  a 
psychiatrist.  It  is  felt  that  this  entity  should  have  a board 
responsible  for  its  operation. 

It  would  be  expected  that  the  psychiatrist  would  be 
responsible  for  the  program  to  be  followed,  and  that  the  board 
would  be  responsible  for  the  policies  under  which  the  community 
mental  health/mental  retardation  center  would  operate.  Such 
policies  would  be  the  relationship  between  the  community  mental 
health/mental  retardation  center  and  the  State,  the  various 
counties,  and  the  general  public  which  it  serves. 

The  board  would  have  the  responsibility  for  contracts 
entered  into  between  the  center,  the  State,  the  county,  and 
other  organizations  and  individuals,  and  it  would  also  have  to 
have  the  power  to  enforce  compliance  with  such  contracts  by 
its  component  members.  The  board  would  also  be  responsible  for 
the  financial  affairs  of  the  center.  It  would  have  to  be 
certain  that  its  revenues  were  adequate,  and  that  the  arrange- 
ments between  the  component  parts  were  satisfactory  so  that 
each  part  was  being  compensated  equitably  for  the  service  that 
was  being  rendered. 

As  far  as  the  structure  of  the  centers  is  concerned,  it 
would  seem  desirable,  of  course,  to  have  uniformity.  However, 
in  the  various  Catchment  Areas  there  is  not  now  uniformity. 
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In  some  of  the  Areas,  there  are  no  services  to  speak  of;  in 
other  Areas,  there  is  a multiplicity  of  services.  Accordingly, 
it  would  seem  that  it  is  not  possible  to  have  a standard  form 
for  centers.  It  would  seem  that,  in  those  Catchment  Areas  of 
greater  population  where  numerous  services  have  grown  up,  it 
would  only  be  possible  in  the  beginning  to  have  a loose  form  of 
federation,  whereas,  in  the  Areas  where  there  have  been  few 
services,  it  would  be  possible  to  have  a simpler  organization 
started  from  the  beginning.  As  confidence  is  developed  in  the 
Areas  with  numerous  services,  then  the  simpler  form  of  organi- 
zation might  follow  later,  but  first  there  would  have  to  be 
confidence  in  the  viability  of  the  center,  confidence  between 
the  agencies  making  up  the  center  that  each  could  serve  its 
function.  There  would  also  have  to  be  a lessening  of  jealousies 
which  might  exist  in  the  beginning  between  either  personnel  or 
boards;  and  as  these  jealousies  lessened,  and  as  confidence 
grew,  it  would  be  possible  to  have  a simpler  form  of  organi- 
zation. 

B.  Financing 

Under  the  plan  for  a cOBiiiunlty-ceiitarad  approach, . it  would 
seem  to  be  necessary,  in  the  beginning  for  the  State  to  supplement, 
or  to  make  up  in  full,  the  funds  sufficient  for  the  operation  of 
the  mental  health/mental  retardation  centers.  Of  course,  in  those 
Catchment  Areas  where  the  center  would  begin  as  a federation, 
the  component  parts  already  have  a measure  of  financial  support. 
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In  any  case,  both  State  and  federal  funds  will  be  required 
to  begin  operations  of  the  mental  health/mental  retardation 
centers,  but  as  these  centers  become  operative,  they  will 
make  charges  according  to  the  origin  of  the  request  for  services. 
For  instance,  payment  of  services  can  be  expected  from  business, 
industry,  county  or  municipal  governments,  or  the  individual 
himself.  If  legislation  is  required  to  provide  for  this  method 
of  financing,  it  should  be  recommended  accordingly.  It  is 
not  anticipated  that  this  will  become  purely  a municipal,  a 

county,  or  a State  government  expense*  While  it  is  true  that 

a 

there  will  be  drain  on  governmental  funds,  it  is  hoped  that  there 
will  be  a tendency  for  each  individual  to  feel  the  responsibility 
for  taking  care  of  his  share  of  this  type  of  service,  as  far  as 
possible,  so  that  the  gap  to  be  filled  in  by  the  State  will  be 
as  small  as  possible. 

C.  Insurance  Coverage 

It  will  be  necessary  to  make  more  demands  upon  insurance 
companies  to  furnish  insurance  that  will  pay  for  this  type  of 
psychiatric  services. 

All  nine  (9)  counties  of  Region  VIII  are  included  in  the 
service  area  of  Capital  Blue  Cross  located  in  Harrisburg.  This 
Blue  Cross  agency  has  enrolled,  as  of  this  date,  38.3%  of  the 
population  in  its  19-county  area.  Since  information  by  county 
is  \jnavailable , the  figure  may  not  be  strictly  correct  for  the 
nine  cotxnties  of  Region  VIII. 
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However,  it  is  significant  that  membership  in  the  Blue  Cross 
Plan  in  the  service  area  to  which  Region  VIII  countiaa  belong 
is  much  lower  percentage -wise  than  in  any  other  service  area  of 
this  organization  in  Pennsylvania.  This  points  up  a very  real 
possibility  that  those  providing  inpatient  care  can  expect  a 
smaller  percentage  of  prepaid  care  in  this  area  than  in  other 
parts  of  the  State. 

The  Capital  Blue  Cross  offers  up  to  thirty  (30)  days 
coverage  in  the  lifetime  of  the  contract.  The  general  statement 
is  as  follows: 

"In  cases  admitted  for  nervous  or  mental 
disease  or  tuberculosis,  a member  shall  be 
entitled  to  a total  of  not  more  than  thirty 
(30)  days  of  care  for  which  he  is  eligible 
under  this  contract  and  the  furnishing  of 
such  care  shall  terminate  the  benefits  for 
any  nervous  or  mental  disease  or  tuberculosis 
during  the  life  of  this  contract  or  subsequent 
contracts."  * 


The  Major  Medical  Expense  Program  was  instituted  to  provide 
greater  security  against  the  costs  of  prolonged  illness,  and 
catastrophic  injury.  The  provisions  read  as  follows: 

"The  Maximum  Payment  which  is  determined 
by  the  Group’s  coverage,  is  the  total  amount 
that  would  be  paid  per  employee  and  each 
enrolled  dependent  for  all  covered  expenses 
during  his  lifetime." 


* Hospital  Service  Certificate,  Capital  Blue  Cross, 
Harrisburg,  Pa. 
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"For  mental  care,  the  lifetime  Maximum 
Payment  for  covered  expenses  per  person 
enrolled  under  this  Program  is  $2,500. 

This  amount,  once  exhausted,  cannot  be 
reinstated."* 

Under  Blue  Shield,  (the  Medical  Service  Association  of 
Pennsylvania)  if  the  patient  has  both  medical  and  surgical 
coverage,  the  policy  will  pay  for  the  services  of  a psychia- 
trist for  thirty  (30)  days  if  there  arc  no  other  doctor* s 
services  involved. 


Recommendation 

It  is  recommended  that  well-organized  efforts  be  directed 
toward  the  improvement  of  contracts  in  both  hospitalization 
and  medical  care  for  the  mentally  ill. 


* Blue  Cross  - Blue  Shield  Major  Medical  Expense  Program 
folder,  Medical  Service  Association  and  Capital  Blue 
Cross,  Harrisburg,  Pennsylvania. 
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Project : Development  of  a Comprehensive  Mental  Retardation  Plan 


The  following  information  constitutes  a description 
of  the  process  initiated  in  the  development  of  a Compre- 
hensive Mental  Retardation  Plan  for  the  Commonwealth 
of  Pennsylvania.  This  Comprehensive  Plan  is  to  concern 
itself  with  the  selection  and  development  of  short  and 
long  range  goals  for  a mental  retardation  program  based 
on  the  life  span  needs  of  all  mentally  retarded  in  the 
State;  with  a study  and  evaluation  of  these  needs  and 
the  resources  for  prevention,  treatment  and  amelior- 
ation of  mental  retardation;  and  with  the  setting  of 
priorities  and  development  of  plans  either  by  reorgan- 
ization of  existing  services,  or  through  creation  of 
new  services  to  make  possible  the  realization  of  State- 
wide short  and  long  range  goals . 

In  keeping  with  the  current  trends  in  mental 
retardation  programming,  this  plan  specifically  will 
concern  itself  with: 

1.  The  determination  of  what  action  is  needed 

to  combat  mental  retardation.  This  will  involve 
an  inventory  and  evaluation  of  public  and 
private  resources  for  prevention,  treatment 
and  amelioration  of  mental  retardation,  and 
the  identification  of  mentally  retarded  persons 
to  determine  the  type  and  kind  of  services  not 
now  available. 

2.  The  promotion  of  a public  awareness  and 
education  program  to  develop  an  understanding 
of  and  concern  for  the  lifespan  problems  of 
mentally  retarded  persons  and  their  families, 
and  the  need  for  combatting  mental  retardation. 

3.  The  development  of  an  integrated  and  coordinated 
State  and  community  based  activity  program  which 
will  relate  to  all  aspects  of  mental  retardation 
including  its  prevention,  treatment  or  amelior- 
ation. 

4.  The  planning,  for,  promotion  and  support  of  all 
other  activities  leading  to  the  improvement  of 
services  to  the  mentally  retarded,  and  the 
extension  of  comprehensive  State  and  community 
action  to  combat  mental  retardation. 


-676- 


Goals  of  the  Planning  Process 


1.  The  involvement  of  all  agencies  and  levels  of 
government  related  to  mental  retardation  problems 
in  the  planning  process  in  such  a way  as  to  insure 
an  active  continued  participation  during  future 
planning,  and  in  the  implementation  of  such  plans. 

2.  The  widespread  involvement  of  as  many  citizens  as 
possible  throughout  the  entire  planning  process  to 
create  an  informed  responsible  citizenry  that  not 
only  has  been  involved  in  development  of  the  plan, 
but  will  continue  to  be  involved  in  its  implement- 
ation. 

3.  The  involvement  of  all  related  professional  and 
technical  groups  in  the  development  and  implement- 
ation of  the  plan, 

4.  To  initiate  action  at  the  state  level  for  provision 
of  a permanent  staff  responsible  for  program  planning 
and  implementation  of  state  coordinated  and  integrated 
programs  concerned  with  the  prevention,  treatment 

and  amelioration  of  mental  retardation. 

Developmental  Phases  of  the  Pro.ject : 

The  development  of  the  plan,  organizational  steps  of 
which  are  in  process , and  the  achievement  of  the 
above  goals  are  to  proceed  in  the  following  phases: 

1.  Organizational 

2.  The  Study  Process 

3.  Technical  and  Comprehensive  Reviews 

4.  Finalization  of  Plan 

5.  Public  Awareness  throughout 

Before  describing  these  five  phases  in  detail, 
certain  assumptions  underlying  the  project  proposal 
should  be  noted: 

Pennsylvania  has  a vast  array  of  both  profess- 
ional and  lay  leaders  (voluntary  health  and 
welfare  movement  members)  knowledgeable  and 
able  to  make  significant  contributions.  Their 
willingness  to  serve  has  already  been  pledged, 
and  it  is  with  their  help  that  development  of 
this  plan  can  be  completed. 
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Pennsylvania  already  has  available  a major 
body  of  information  concerning  its  mental 
retardation  needs  and  resources  in  the  many 
state  and  local  surveys , studies , and  reports 
conducted  within  the  last  few  years.  Included 
among  these  are:  statistics  from  the  Depart- 
ment of  Public  Instruction  Annual  Census  of  the 
Handicapped  required  by  School  Law  which  includes 
data  are  homebound,  institutionalized  children 
and  those  but  of  school;  the  Governor’s 
Committee  for  the  Handicapped  Report  of  Hearings 
on  Handicapped  Children  1960  which  involves 
Regional  and  State  reports  on  the  mentally 
retarded;  data  compiled  by  the  State  and  Local 
VJelfare  Commission;  reports  and  studies  made 
by  the  Office  of  Mental  Health  and  other  public 
and  private  agencies;  and  the  comprehensive 
inventory  of  services,  personnel  and  facilities 
for  the  mentally  retarded  currently  being 
conducted  as  a part  of  the  Neurological  and 
Sensory  Disease  Study  being  sponsored  by  the 
Department  of  Health  and  the  Jefferson  Medical 
College  of  Philadelphia.  The  task  at  hand  is 
to  analyze  and  organize  this  material,  in 
addition  to  the  new  data  which  will  be  gathered, 
into  meaningful  background  reports  for  review 
by  subcommittees. 

There  are  well  established  professional  groups 
who  are  knowledgeable  of  mental  retardation 
needs  and  resources  in  a variety  of  public  and 
private  service  areas  such  as  public  health, 
public  assistance,  child  welfare,  aging, 
corrections,  probation  and  parole,  public  instruc 
tion,  medical  care  facilities,  juvenile  delin- 
quency, etc.  Over  the  years  these  groups  have 
maintained  an  ongoing  relationship  with  various 
agencies  of  government,  including  the  staff  of 
the  Office  of  Mental  Health  in  many  programs 
and  operational  activities.  The  task  here  is 
to  intensify  this  coordination  and  to  integrate 
the  thinking  and  planning  of  this  significant 
group  of  specialists  into  the  overall  program. 

Volunteers  have  repeatedly  proven  their  effect- 
iveness in  working  with  professional  staff  in 
gathering  detailed  information  in  community 
surveys  and  in  mobilizing  wide-spread  community 
interest  and  participation  in  such  projects. 

The  effective  design  of  a plan  must  involve 
both  the  best  technical  and  professional  talent 
and  the  best  lay  leadership  available.  Neither 
can  be  truly  effective  without  the  other. 
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I.  Organizational  Phase 


A.  Council  for  Human  Services  - The  Council  for 

Human  Services  was  created  by  the  Governor  to 
provide  a mechanism  for  coordinating  the 
programs  of  various  Departments  of  State 
government  concerned  with  the  provision  of 
services  to  people.  This  council  is  composed 
of  the  following  members: 

Secretary  of  Public  VJelfare,  Chairman 
Secretary  of  Health 
Secretary  of  Labor  and  Industry 
Superintendent  of  Public  Instruction 
Commissioner  of  Mental  Health 
Secretary  of  Administration 
Attorney  General 
Secretary  of  Commerce 

One  of  the  functions  of  this  Council  is  to 
formulate  a human  services  program  of  action 
to  mobilize  all  resources  available  under- 
current ly  authorized  programs  in  Pennsylvania 
It  is  authorized,  among  other  things,  to 
conduct  joint  studies  and  may  appoint  such 
committees  as  may  be  indicated  to  consist  of 
representatives  of  the  departments  concerned, 
professional  and  technical  specialists,  and 
citizens'  committees. 

B.  The  Comprehensive  Mental  Health  Planning 
Committee  of  the  Council  fc  Human  Services. 


As  a second  step  toward  coordinating  State 
operations,  by  Executive  Order,  the  former 
Governor’s  Comprehensive  Mental  Health  Planning 
Advisory  Committee  was  designated  as  the 
Comprehensive  Mental  Health  Planning  Committee 
of  the  Council  for  Human  Services.  This 
Committee,  sirice  appointment  in  July,  included 
in  the  development  of  its  plan  the  appointment 
of  three  major  subcommittees,  one  of  which, 
the  Subcommittee  on  Technical  Review  and  Pro- 
gram Design,  is  divided  into  four  subject 
areas . 

It  was  anticipated  from  the  beginning  that 
mental  retardation  planning  would  be  a separate 
project.  Therefore,  in  order  to  facilitate 
this  organization,  early  in  the  planning  of  the 
Comprehensive  Mental  Health  Plan  these  forces 
were  included  as  one  of  four  subject  areas  of 
the  Subcommittee  on  Technical  Review  and  Program 
Design.  This  provides  an  excellent  basis  for 
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establishing  statewide  planning  for  Mental 
Retardation  through  cooperative  services  not 
only  at  the  state  level,  but  also  through 
the  same  resources  of  the  eight  regional 
offices  established  by  the  Comprehensive 
Mental  Health  Planning  Committee  and,  because 
the  Pennsylvania  Association  for  Retarded 
Children,  Inc,  has  participated  in  the  planning 
from  its  initiation. 

C.  Comprehensive  Mental  Retardation  Planning 
Committee^of  the  Council  for  riuman  Services 


For  State  and  community  action  to  combat  mental 
retardation,  the  Governor  is  appointing  a 
broadly  representative  Council  for  Human 
Services , Comprehensive  Mental  Retardation 
Planning  Committee.  The  Secretary  of  Public 
Welfare,  also  Chairman  of  the  Council  for 
Human  Services,  is  responsible  for  relevant 
aspects  of  mental  retardation  planning,  for 
the  agency  administering  federal  grants  for 
construction  of  facilities  for  mental  retardation, 
and  has  been  appointed  Chairman  of  the  Compre- 
hensive Mental  Retardation  Planning  Committee. 

As  the  agency  responsible  for  this  study,  the 
Council  for  Human  Services  will  act  as  the 
final  reviewing  body  of  the  program  design,  and 
for  the  recommendations  for  its  implementation. 

Comprehensive  Mental  Retardation  Planning 
Committee  composition  includes;  (approximately  60) 

Members  of  the  Council  for  Human  Services 

Members  of  the  Council's  former  Committee  for 
the  Handicapped 

Members  of  the  Comprehensive  Mental  Health 
Planning  Conmittee  appointed  because  of 
their  concern  for  the  problems  of  mental 
retardation 

Representation  of  all  appropriate  interests 

Additional  members  selected  from  public  and 
voluntary  groups. 

To  determine  the  wise  selection  of 
representatives  from  agencies  not 
included  in  the  Comprehensive  Mental 
Health  Planning  Committee,  the  Council 
for  Human  Services  appointed  one  depart- 
mental representative  to  become  a 
member  of  the  interdepartmental  committee. 
Membership  includes  representation  from: 
Department  of  Public  Instruction  (1) 
Office  of  Mental  Health  (2) 

Bureau  of  Vocational  Rehabilitation  (1) 
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Bureau  of  Corrections  (1) 

Comprehensive  Mental  Health  Planning  (1) 
Committee 

Department  of  Health  (1) 

(Additional  information  relating  to 
subcommittees  referred  to  below  are 
described  in  the  appendix  where 
pertinent . ) 

An  Executive  Subcoiranittee  of  the  Comprehensive 
Mental  Retardation  Planning  Committee  will 
provide  the  ongoing  day  to  day  supervision 
of  the  project,  working  closely  with  the 
Project  Staff  of  the  Comprehensive  Mental 
Health  Planning  Committee  of  the  Council 
for  Human  Services.  This  will  provide  a 
closely  coordinated  approach,  allow  for 
the  maximum  utilization  of  staff,  and 
enable  the  accomplishment  of  both  missions 
without  the  need  for  frequent  of  convening 
of  the  entire  Committee. 

There  will  be  three  major  subcommittees: 

(1)  A Subcommittee  on  Technical  Teview  and 
t^rogram  Design 

This  Subcommittee  is  to  consist  of  the 
representatives  of  the  various  profess- 
ions on  the  Committee,  plus  any 
additional  members  deemed  advisable 
by  the  Committee.  It  will  be  respon- 
sible for  advising  the  staff  on  the 
initial  formulation  of  the  plans, 
methods , and  technical  content , and 
will  function  by  the  creation  of 
several  study  groups  through  recruit- 
ment of  a variety  of  professional 
persons  authoritative  in  their  own 
field  of  endeavor  related  to  mental 
retardation  problems.  Tentatively, 
the  following  specific  areas  are 
suggested  for  consideration. 

a . Methods -To  act  as  advisory  group  to 
project  staff  in  survey  design,  data 
collection,  and  analysis,  special 
studies,  etc. 

b.  Program  ^eas 

(!  1 ) Administrat ion 

(2)  Clinical  and  Social  Services 
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(3)  Education  and  HabiLitation 

(4)  Related  areas 

c . Resources 

TT5  Manpower- including  training 

(2)  Financing 

(3)  Legislation 

(4)  Population  analysis 

(5)  Public  Support:  Mental  Retard- 

ation - Awareness  and  Education 

d.  Prevention 

e . Research 

(2)  A Subcommittee  on  Community  Organization 

This  Subcommittee  will  be  composed  of 
members  of  the  Comprehensive  Mental 
Retardation  Planning  Committee  and 
others  to  be  appointed,  who  are  repre- 
sentatives of  the  various  state  wide 
and  local  organizations  engaged  in 
community  organization  and  planning 
for  health  and  welfare  purposes,  such 
as  health  and  welfare  councils,  voluntary 
association,  etc. 

Its  responsibilities  will  be: 

a.  to  organize  and  conduct  hearings, 
institutes,  and  conferences  in  the 
several  regions  of  the  State  in 
conjunction  with  the  Subcommittee  on 
Community  Organization  of  the  Compre- 
hensive Mental  Health  Planning  Committee 
and  its  Regional  Office  Staff.  In 
order  to  facilitate  the  carrying  out 

of  this  responsibility  and  to  ensure 
that  various  local  and  regional 
judgments  and  opinions  with  respect 
to  needs  and  resources  contribute, 
or  are  contributed , to  the  planning 
process,  this  Subcorranittee  will 
create  regional  counterparts.  Consid- 
erable attention  has  already  been 
given  to  the  base  for  the  regional 
studies  being  conducted  by  members 
of  the  Comprehensive  Mental  Health 
Planning  Committee  (including  the 
use  of  the  hospital  service  areas 
planned  for  Hill-Burton  use.) 

b.  to  organize  study  groups  in  the 
various  state  agencies  (Public 
Assistance,  Ageing,  Children  and 
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Youth,  Rehabilitation,  Corrections, 
Probation  and  Parole,  Public  Health, 
Public  Instruction,  etc.)  for  a 
study  of  the  mental  retardation  needs 
of  their  ovm  particular  programs. 

(3).  The  Subcommittee  on  Public  Awareness 


This  Subcommittee  is  responsible  for 
continuous  information  to  the  public 
about  the  development  of  the  plan  and 
the  need  for  combatting  mental  retard- 
ation through  prevention,  treatment  or 
amelioration.  Following  completion  of 
the  plan,  this  Subcommittee  assumes 
responsibility  for  guiding  the  overall 
Committees  in  informing  the  public  and 
the  Legislature  of  the  steps  necessary 
to  implement  the  Plan. 

D.  Project  Staff 

In  the  Executive  Order  creating  the  Council  for 
Human  Services,  the  Department  of  Public  VJelfare 
was  directed  to  furnish,  house  and  be  responsible 
for  the  staff  of  the  Council. 

(1)  Staff  services 


Staff  services  for  the  Council's  Com- 
prehensive Mental  Retardation  Planning 
Committee  will  consist  of : 

a.  A staff  member,  formerly  Executive 
Director  of  the  Council’s  Committee 
for  the  Handicapped,  whose  primary 
assignment  will  be  in  the  conduct 
of  the  Comprehensive  Mental  Retard- 
ation Plan.  In  this  connection,  in 
order  that  overall  planning  and 
staff  services  may  be  coordinated 
both  at  the  state  and  community 
level,  services  of  this  Council 
staff  member  will  be  closely  re- 
lated to  those  provided  by  the 
Comprehensive  Mental  Health  Plan- 
ning Committee  Project. 

b.  A technical  Associate  Director 
who  will  be  responsible  for  expert 
surveys,  data  treatment,  data  an- 
alysis and  service  evaluation. 

c.  Secretary  to  handle  clerical  duties. 
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(2)  The  Functions  of  this  staff  shall  be 

the  supervision  and  coordination  of: 

a.  Preparation  of  specific  designs 
for  the  study  and  study  segments 
and  the  various  stages  of  the 
study  process. 

b.  A systematic  research  and  study 
process  basic  to  the  formulation 
of  a sound  state  wide  mental 
retardation  plan. 

c.  The  provision  of  professional 
leadership  and  coordination  of 
the  work  of  committees  and  sub- 
committees . 

d.  The  preparation  of  background 
studies , interim  reports , and  a 
final  report  for  review  by  appro- 
priate subcommittees  and  the 
Comprehensive  Mental  Retardation 
Planning  Committee  of  the  Council 
for  Human  Services. 

It  should  be  noted  that  this  staff  will  be 
supplemented  by  services  provided  by  all  other 
professional  personnel  in  State  Departments 
whose  duties  relate  to  mental  retardation. 

II . The  Study  Process 

A.  Subcoiranittees  will  early  review  assigned  pro- 
gram areas  and  define  types  of  data  needed. 

B.  The  staff  assumes  responsibility  for  super- 
vision and  coordination  of : 

(1)  Designing  and  conducting  special 
studies  as  indicated. 

(2)  Gathering  and  collating  all  available 
data  preparing  analyses,  etc. 

(3)  Preparing  instruments  for  (or  arranging 
for  the  preparation  of  such  instruments 
to  be  used  by)  regional  groups  in 
gathering  additional  information  and 
for  integrating  this  information  into 
reports . 
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(4)  Preparing  background  papers  from  all 

this  material  for  study  by  appropriate 
Subcommittees . 

C.  The  Subcommittee  on  Community  Organization 

and  the  regional  groups  which  it  creates  will 
gather  data,  hold  hearings,  recommend 
programs , etc . 

III.  Technical  and  Comprehensive  Review  - Subcommittee 
review  background  papers  and  prepare  tentative 
program  recommendations.  The  project  staff 
assumes  responsibility  for  integrating  these 
reviews  and  recommendations  into  a comprehensive 
program  plan,  which  will  include  stages  of  imple- 
mentation, financing,  arrangements  and  methods 
for  maintaining  plan,  current  status,  and  methods 
for  ongoing  evaluation. 

IV.  Finalization  of  Plan  - The  Comprehensive  Mental 
Retardation  Planning  Committee  reviews  tentative 
plan,  makes  revisions,  establishes  priorities, 
and  makes  final  recommendations.  Project  staff 
puts  plan  into  final  form  for  report  to  the 
Governor  which  will  include  recommendations  as 
to  how  best  and  through  what  mechanisms  continued 
planning  in  the  mental  retardation  field  can  be 
related  to  other  program  planning  activities 
of  the  government. 

V.  Public  Awareness  - The  Public  Awareness  Subcommittee 
which  has  been  informing  the  public  of  the  planning 
process  and  of  the  fleed  for  combatting  mental 
retardation  by  its  prevention,  treatment  or 
amelioration  now  assumes  responsibility  for 
informing  the  public  and  the  Legislature  of  the 
steps  for  implementation  of  the  plan. 
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APPENDIX  C 


COMPOSITION  OF  THE  PENNSYLVANIA  COUNCIL  FOR  HUMAN  SERVICES 
COMPREHENSIVE  MENTAL  RETARDATION  PLANNING  COMMITTEE 


This  committee  is  to  be  composed  of  approximately  sixty 
members,  broadly  representative  of  state  and  local  government, 
private  and  voluntary  agencies,  industry  and  labor,  and  the 
various  professional  groups  concerned  with  mental  retardation 
problems.  Because  of  the  intended  comprehensiveness  of  the 
plan,  and  because  of  the  significant  advisory  role  of  the 
Committee  in  charting  the  future  course  of  the  State's  mental 
retardation  programs,  representative  membership  should, 
insofar  as  possible  and  indicated,  be  drawn  from  members  of 
advisory  boards  of  governmental  programs  or  boards  of  trustees 
of  community  agencies.  Other  groups  will  be  invited  to  par- 
ticipate as  indicated. 


1.  From  State  Government  - 13 

One  each  from:  Advisory  Health  Board 

Board  of  Public  Welfare 

State  Board  of  Vocational  Rehabilitation 

Board  of  Parole 

State  Council  of  Education 

Juvenile  Court  Judges  Commission 

Joint  State  Government  Commission 

State  Planning  Board 

Mental  Health  Advisory  Committee 

Two  each  from:  The  Senate 

The  House  of  Representatives 

2 . From  Local  Government  - 2 


Association  of  County  Commissioners  - 2 
(One  representative  of  rural  area) 

(One  of  metropolitan  area) 


3.  From  the  Community  - 13 


One  each  from: 


Pennsylvania  Association  for  Retarded 
Children 

Pennsylvania  Society  for  Crippled 
Children  and  Adults,  Inc. 

United  Cerebral  Palsy  of  Pennsylvania 
Pennsylvania  Mental  Health  Association 
Pennsylvania  Citizens'  Council 
Pennsylvania  Health  Council 
Pennsylvania  United  Fund 
Pennsylvania  Health  & Welfare  Councils 
Pennsylvania  Hospital  Association 
Pennsylvania  AFL  - CIO 
Pennsylvania  State  Chamber  of  Commerce 
Pennsylvania  Council  of  Family  Agencies 
Pennsylvania  Public  Health  Association 
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4.  From  Professional  Associations  - 17 

One  each  from:  Pennsylvania  State  Medical  Society 

Pennsylvania  State  Dental  Association 
Pennsylvania  Psychological  Association 
School  Division 

Pennsylvania  Psychiatric  Society 
Pennsylvania  Qouncil  of  National 
Association  of  Social  Workers'  Chapters 
Pennsylvania  Nurses  Association 
Pennsylvania  Bar  Association 
Pennsylvania  Federation  of  the  Council 
for  Exceptional  Children 
Pennsylvania  Prison  Society 
Pennsylvania  Association  for  Probation, 
Parole  and  Correction 
Pennsylvania  Association  of  Sheltered 
Workshops 

Pennsylvania  Rehabilitation  Association 
Pennsylvania  Region  of  American  Assoc. 

of  Psychiatric  Clinics  for  Children 
Pennsylvania  Speech  and  Hearing  Assoc . 
Pennsylvania  Association  of  County 
School  Superintendents 
Pennsylvania  Optometric  Association 
Pennsylvania  Osteopathic  Association 

5.  From  Professional  Training  Resources  - 4 

One  from:  Undergraduate  Training  Programs  in 

Special  Education  and  Rehabilitation 


Three  from:  Graduate  Training  Programs  in  Special 

Education  and  Rehabilitation 

6 . From  Religious  Groups  - 3 

One  each  from:  Pennsylvania  Council  of  Churches 

Roman  Catholic  Hierachy 
Jewish  Clergy 

7 . From  Welfare  Services  - 2 

One  each:  Nursing,  Convalescent  and  Homes  for  the 

Aged'Mental  Retarded 
Family  and  Child  Welfare 
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APPENDIX  D 


Suggested  Composition  of 
Regional  Comprehensive 
Mental  Health  and  Mental 
Retardation  Planning 
Committees 


Each  Regional  Comprehensive  Mental  Retardation  Planning  Committee 
is  to  be  composed  of  fifteen  or  sixteen  members  to  be  selected 
from: 

County  Supervisors  or  Directors  of  Special  Education  or 
School  Psychologists 

Pennsylvania  Association  for  Retarded  Children 
Pennsylvania  Society  for  Crippled  Children  and  Adults,  Inc. 

United  Cerebral  Palsy  of  Pennsylvania 

County  Commissioners 

United  Fund  or  Community  Chest 

Health  and  Welfare  Council 

County  Medical  Society 

County  Dental  Society 

State  Hospital  Superintendents 

General  Hospital  Administrators  and/or  Hospital  Associations 
Mental  Health  Associations 
Public  Health  Officers 

Psychiatrist  (Representative  of  Pennsylvania  Psychiatric  Society) 
Pediatrician  (Representative  of  the  Pennsylvania  State  Medical 
Society) 

Judges 

R.epresentative  from  Local  Chapter  of  National  Association  of 
Social  Workers 

Pennsylvania  Psychological  Association  - School  Division 

Regional  Committees  may  in  turn  break  down  into  smaller  sub- 
committees to  do  county-wide  planning  where  indicated. 
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APPENDIX  E 


COMMITMENT  OF  PARTICIPATING  AGENCIES 
TO  THE  PLANNING  PROCESS 


Most  of  the  agencies  invited  to  participate  are  currently 
active  in  the  development  of  the  planning  function  of  the 
Council's  Comprehensive  Mental  Health  Planning  Committee  as 
it  applies  to  mental  retardation.  All  of  the  agencies  listed 
have  agreed  to  participate  by  notifying  the  Council  Chairman 
either  by  telegram  or  telephone.  An  AD-HOC  Committee  of  the 
Pennsylvania  Association  for  Retarded  Children,  Inc.  has 
participated  in  selection  of  task  forces  on  mental  retardation 
for  the  Subcommittee  on  Technical  Review  and  Program  Design 
of  the  Comprehensive  Mental  Health  Planning  Committee;  and 
an  interdepartmental  committee  appointed  by  members  of  the 
Council  for  Human  Services  has  assisted  with  the  preparation 
of  the  proposal  for  planning.  In  addition,  the  staff  of  the 
Office  of  Mental  Health  have  been  involved  in  the  development 
of  this  proposal  on  a rather  broad  scale. 

It  should  be  noted  that  in  reference  to  governmental 
programs  the  invitation  to  participate  was  directed  to  the 
Advisory  Boards  of  these  programs,  and  in  reference  to  pro- 
fessional or  lay  organizations  the  invitation  to  participate 
was  directed  to  the  President  of  the  Organization.  It  is 
felt  that  a commitment  on  the  part  of  these  officers  will 
assure  the  complete  participation  of  the  various  departmental 
and  organizational  staffs  as  well  as  any  lay  persons  who  are 
members  of  organizations  in  both  the  planning  process  and  in 
the  implementation  of  those  plans  which  are  developed. 
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APPENDIX  F 


Suggested  - Time  Table 


L.  May  1 , 1964  - January  1 , 1965 

A.  Organization  of  Committees  and  Subcommittees,  etc. 
Preliminary  meetings  of  groups  to  review  plan  design, 
objectives,  etc. 

B.  Preparation  of  preliminary  background  papers  by  staff 
based  on  collation  of  existing  data.  Review  by  Sub- 
committees . 

G.  Preparation  of  background  papers  and  survey  instruments 
for  regions . 

2 . May  1,  1964  - March  31,  1965 

Conduct  of  special  studies  training  and  education, 
manpower,  legislation,  financing,  etc.,  by  staff  and 
paid  consultants  or  research  groups. 

3 . September  1,  1964  - March  31,  1965 

Regional  surveys,  hearings,  etc. 

Development  of  regional  plans  and  submission  to 
Executive  Subcommittee. 

^ • April  1,  1965  - June  30,  1965 

Integration  and  synthesis  of  data  by  staff  into  back- 
ground papers. 

5 . June  30,  1965  - August  1,  1965 

Review  by  Technical  Subcommittees  of  tentative  program 
design. 

6 . August  1,  1965  - September  15,  1965 

Synthesis  by  staff  into  Master  Plan  (preliminary) 

7 . September  15,  1965  - November  30,  1965 

Preliminary  review  by  Committee  and  by  Regional  groups 

8 . ITovember  30,  1965  - December  31,  1965 

Final  review  and  publication 
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APPENDIX  G 


BUDGET 


The  Council  for  Services  budget  to  conduct  the 

Comprehensive  Mental  Retardation  Planning  Study,  of  which 
$20,265.00  will  be  matched  to  apply  for  the  original  sum  of 
$30,000  appropriated  in  Federal  funds  for  the  period  May  1,  1964 
through  December  31,  1965.* 

1.  Staff 

Professional 

Special  Assistant  ** 

Associate  Director  $15,860.00 

Clerical 


Clerk  Stenographer  III 


6,585.00 


(a)  Staff  Travel 


2,000.00 


2.  Advisory  CoHmittee  Travel/ 

Meetings 

3.  Subcommittee  Travel/ 

Meetings 

4.  Regional  Committee 

Tra ve 1 /Me e t ing 8 

5.  Data  Collection  Instruments, 
(Seminars,  Survey)  Final  Report 

6 . Rental  of  Equipment  ( Furniture , 

typewriter,  dictaphone,  etc.) 


1,530.00 

1,000.00 

500.00 

825.00 

550.00 


7.  Office  Supplies 


250.00 


S.  Telephone  and  Postage 


900.00 


$30,000.00 

The  budget  period  is  from  May  1,  1964  - December  31,  1965, 
a total  of  20  months.  A realistic  appraisal  of  the  tooling- 
up  process  (re.  staff,  equipment)  suggests  an  18  month 
period  for  expenditure#. 

Salary  paid  by  the  Council  for  Human  Services. 
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APPENDIX  G(a) 

BUDGET  JUSTIFICATION 


I.  Since  2 March  1964,  Gweneth  Zarfoss,  Special  Assistant, 
Council  for  Human  Services,  has  been  devoting  full  time 
to  the  preparation  of  this  Project  Plan,  organization  of 
the  Planning  Committee,  and  arrangements  for  development 
of  a state-wide  study  on  mental  retardation. 

On  20  April  1964,  Marie  Grimes,  Clerk- Stenographer , will 
assume  full  time  duties  in  development  of  the  Comprehen- 
sive Mental  Retardation  Plan. 

2.  The  out-of-state  travel  provided  for  the  project  staff 
would  permit  an  occasional  visit  to  other  states  where 
similar  Comprehensive  Plans  for  Mental  Retardation  are 
being  developed,  and  permit  necessary  professional  partici 
pation  in  regional  and  national  conferences.  Ihe  in-state 
travel  includes  participation  in  comprehensive  state -wide 
planning. 

3.  The  travel  for  the  Advisory  Committee,  Subcommittee,  and 
Regional  Committee  is  based  on  an  average  estimate  of 
$100  per  round  trip  to  and  from  Harrisburg  to  Erie  and/or 
Pittsburgh,  Millmont,  etc.,  where  Regional  Offices  of  the 
Comprehensive  Mental  Health  Planning  Committee  are  located 

The  Comprehensive  Mental  Health  Planning  Committee  will 
conduct  quarterly  meetings.  Many  of  these  Committee 
Biembers  have  agreed  to  serve  on  the  Cosiprehensive  Mental 
Retardation  Planning  Committee.  Thus,  in  addition  to  the 
advantageous  use  of  professional  skills  this  cooperative 
arrangement  will  provide  judicious  use  of  travel  and  per 
diem  funds. 

4.  Supplementary  Budget  information.  Appendix  I,  includes 
approved  and  realistic  projections  of  Employee  service 
made  available  by  state  departments.  Such  service  is 
similar  to  that  which  has  already  been  rendered  in  the 
preparation  of  this  Project  Plan. 
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APPENDIX  H 


3UPPLS^]ENTAIlY  BUDGET 


The  budget,  included  herein  as  Appendix  "G",  will  make 
mandatory  selection  for  study  of  only  those  needs  considered 
by  the  Committee  to  be  priorities.  TTierefore,  to  conduct 
a Comprehensive  Mental  Retardation  Plan  for  the  Commonwealth 
of  Pennsylvania  due  to  the  pressing  but  still  unmet  life 
span  needs  of  our  retarded,  the  following  Supplementary 
Budget  for  the  period  May  1,  1964  through  December  31,  1965, 
is  included  as  an  appendix  to  this  application:  * 

1.  Staff 

Professional 

Associate  Director 
Research  Associate 
Clerical 

Clerk  Stenographer  III 

Clerk  Typist  II 

(a)  Staff  Travel 

2.  Consultants 

3.  Advisory  Committee 

Travel/Meetings 

4.  Sub  Committee  Travel/Meetings 

5 . Regional  Committee  Meetings 

6.  Data  Collection  - (etc.) 

7 . Rental  of  Equipment 

8.  Pro  rata  cost  of  Regional 
Representatives  (Salaries,  office 
space,  travel,  etc.) 

(a)  Pro  rata  cost  - Staff  of  Mental 

Health  Plan  8,000.00 

9.  Office  Supplies  750.00 

10.  Telephone  and  Postage  2 . 000. 00 

$99,745.00 

* The  budget  period  is  from  May  1,  1964  - December  31,  1965, 
a total  of  20  months.  A realistic  appraisal  of  the 
tooling-up  process  (re.  staff,  equipment)  suggests  an  18 
month  period  for  expenditures. 


$15,860.00 

13,500.00 

6.585.00 

5.000. 00 

3.450.00 

3.000. 00 

3.600.00 
3,000.00 

3.000. 00 
10,000.00 

2.000. 00 
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APPENDIX  I 


BUDGET;  MATCHING  FUNDS  for 
Proposed  Supplementary  Budget 

Matching  funds  allocated  to  state  departments  whose  ser- 
vices involve  the  mentally  retarded  and  which  presently 
are  being  used  for  matching  Federal  funds  for  Comprehensive 
Mental  Retardation  Planning; 

1.  Department  of  Public  Welfare 
Office  of  Mental  Health 
Deputy  Conanissioner 
Bureau  Directors  (3),  Division  of 
Community  Mental  Health  Services , 

Director  $2,500.00 

Department  of  Justice 
Bureau  of  Corrections 

Commissioner  1,500.00 

Department  of  Public  Instruction 
Bureau  of  Special  Services  for  Pupils 

Director  2,000.00 

Special  Assistant  1,878.50 

(May  1-June  30,  1964) 

Council  for  Human  Services 

Special  Assistant  (July  1-December  31 

1965)  18,386.50 

Director,  Comprehensive  Mental 

Health  Plan  ** 

Department  of  Health 

Division  of  Maternal  and  Child  Health 

Director  2,500.00 

Department  of  Labor  and  Industry 
State  Board  of  Vocational  Rehabilita- 
tion 

Bureau  of  Vocational  Rehabilitation 

State  Supervisor  2,000.00 

$30,765.00 


2.  Administrative  Costs  paid  by  the 

Departments  listed  above  all  of  which 
are  a part  of  the  Council  for  Human 
Services , the  Agency  responsible  for 
Mental  Retardation  Planning 

Travel,  Rental  and  Supplies  6,500.00 

Secretary  1,500.00 

$38,765.00 
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PLANNING  OF  FACILITIES  FOR  TNE  MENTALLY  RETARDED 


Summary 


Concepts  in  Planning 

Effective  planning  of  services  and  facilities  for  the  mentally 
retarded  involves  the  understanding  and  utilization  of  several  basic 
concepts.  Foremost  among  these  is  that  opportunities  must  be  pro- 
vided for  each  retarded  individual  to  attain  liis  fullest  potential. 

The  achievement  of  this  goal  presupposes  participation  of  the  retarded 
in  community  services  to  the  extent  appropriate  and  practicable  and, 
where  specialized  services  are  required,  making  such  services  available 
at  the  community  level.  Under  this  planning  concept,  the  types  of 
services  and  facilities  currently  available,  as  well  as  the  number  of 
persons  served,  must  be  known,  since  patterns  of  availability  and 
utilization  differ  from  community  to  community. 

Services  and  facilities  must  be  planned  in  terms  of  levels  of 
retardation  and  age  groupings  since  the  needs  of  the  retarded  vary 
accordingly.  Needs  for  services  and  facilities  are  also  conditioned  by 
many  sociocultural  and  economic  conditions.  High  risk  areas,  i.e.,  areas 
of  low  income  and  cultural  deprivation,  generally  have  a greater 
incidence  of  retardation  than  areas  of  above-average  income  levels. 

High  risk  areas,  too,  have  less  resources  for  maintenance  and  support 
of  needed  services  and  facilities.  Planning  must  also  take  into 
consideration  the  availability  of  professional  personnel  to  adequately 
staff  needed  facilities. 

All  planning  programs  should  recognize  the  importance  of  preventive 
services  in  combating  mental  retardation  and  in  ameliorating  its  effects. 
Programs  for  prevention  should  be  correlated  with  programs  for  care  and 
treatment  to  insure  full  utilization  of  community  resources  and  the  fullest 
effort  in  attacking  and  solving  the  problem.  In  planning,  too,  mental 
retardation  and  mental  illness  should  be  recognized  as  separate  problems. 

At  the  same  time,  however,  planning  for  services  and  facilities  in  both 
areas  should  be  correlated  as  may  be  feasible. 

Public  and  private  agencies  engaged  in  the  planning  of  services  and 
facilities  for  the  retarded  face  many  situations  which  tend  to  become 
barriers  impeding  the  success  and  effectiveness  of  planning.  Lack  of 
precise  data  makes  the  establishment  of  bench  marks  for  measuring  need 
a nebulous  undertaking.  Other  barriers  are  a lack  of  standards  for 
programming  and  the  unavailability  of  certain  services  for  particular 
levels  of  retardation  and  age  groupings.  When  these  situations  are 
coupled  with  inadequate  utilization  of  existing  facilities,  the  resultant 
incomplete  understanding  and  acceptance  of  mental  retardation  as  a community 
responsibility  tends  also  to  be  accompanied  by  inadequate  financial  support. 
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Services  and  Facilities  for  the  Retarded 


Planning  efforts  should  result  in  the  availability  of  an  array  of 
services  and  facilities  providing  a continuum  of  care  for  the  retarded. 

Basic  services  in  this  array  essential  to  this  continuum  of  care  include 
the  following: 

--  diagnostic  and  evaluation  services.  These  services  involve  the 
diagnosis  and  evaluation  of  the  individual;  the  appraisal  of 
resources  of  the  individual,  his  family,  and  the  community;  and 
the  development  of  recoiranendations  for  a plan  to  help  the  indivi- 
dual realize  his  fullest  potential. 

--  treatment  services.  These  services  include  medical  and  appropriate 
related  ancillary  services  and  therapies  to  provide  for  the  improve- 
ment of  the  individual:  physically,  psychologically,  and  socially. 

--  education  sexvices.  Curriculuns  of  instruction  geared  to  the  needs 
of  the  retarded  at  various  levels  of  retardation  in  different  age 
groupings  are  the  bases  of  education  services. 

--  training  services . Included  in  these  services  are  training  in 
motor  skills,  self-help,  and  activities  of  daily  living;  vocational 
training;  and  socialization  experiences  conducive  to  personality 
development. 

--  personal  care  sei^ices.  Personal  care  services  cover  food,  shelter, 
clothing,  and  medical  care.  Also  included  are  special  medical  and 
nursing  services  directed  at  the  prevention  of  regression  in  the 
retarded  individual  and  stimulation  of  his  maturation. 

--  sheltered  workshop  services.  These  services  include  vocational 
evaluation,  training,  and  paid  work  experience. 

The  primary  types  of  facilities  needed  to  house  the  basic  services 
described  above  include: 

--  diagnostic  and  evaluation  clinic:  housing  diagnostic  and  evaluation 
services. 

--  day  facility:  housing  treatment,  education,  training,  personal 
care,  or  sheltered  workshop  services  on  less  than  a 24-hour-a-day 
basis. 

--  residential  facility:  housing,  treatment,  education,  training, 
personal  care,  or  sneltered  workshop  services  on  a 24-hour-a-day 
basis. 
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--  ^roi^  home  facility;  housing  services  needed  by  retarded 
individuals  capable  of  independent  living  under  a minimum 
of  supervision. 

Principles  for  Planning  and  Programming 

Among  the  more  inportant  basic  principles  which  should  be  considered 
in  the  planning  and  programming  of  services  and  facilities  for  the  mentally 
retarded  are: 

--  Planning  of  services  and  facilities  should  involve  full  participation 

of  all  agencies  having  a major  responsibility  to  the  mentally 

retarded  or  having  a significant  potential  for  contributing  to  an 

overall  program.  These  agencies  should  include  both  government^ 

and  voliiitary  organ! zatioi^  and  groups. 

--  General  coMiunity  services  and  facilities  should  be  available  to 

the  mentally  retarded  to  the  fullest  extent  possible  and  existing 

services  suitable  for  the  retarded  should  be  identified  an? 

considered  in  the  planning  of  needed  additional  services. 

--  Planning  of  services  and  facilities  should  be  related  to  other  fonns 

of  coiTOunity  planning  and  to  social  and  economic  trends. 

--  Planning  agencies  and  organizations  should  stimulate  the  development 

of  programs  for  the  prevention  of  mental  retardation. 

■■  Adequate  data  should  be  developed  to  provi^  a base  for  developing 

senaces  aid  facilities  nee^d  in  the  continuum  of  care  yid  planning 

should  be  based  on  total  and  complete  needs  of  the  retarded  rather 

than  on  the  availability  of  fin^cial  support. 

--  Where  feasible  and  appropriate,  existing  facilities  should  be 

improved  ^d  new  services  and  facilities  planned  should  meet  or 

exceed  existing  standards^ 

--  Facilities  should  be  located  so  as  to  be  readily  accessible  to 

the  population  to  be  served. 

Planning  Procedures 

The  primary  responsibility  for  planning  of  services  and  facilities  for 
the  mentally  retarded  should  be  vested  in  a State  planning  organization. 

Local  planning  agencies  should  assist  the  State  planning  organization  wherever 
possible;  for  exan^le,  by  providing  detailed  information  relative  to  local 
conditions.  The  planning  of  services  and  facilities  for  the  mentally  retarded 
should  be  consistent  and  in  harmony  with  the  basic  principles  in  the  State's 
conprehensive  mental  retardation  plan.  Facility  planning  should  also  be 
correlated  with  State  plans  for  the  construction  of  community  mental  health 
centers  and  hospitals  and  related  health  facilities. 
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A wide  variety  of  data  are  needed  in  the  planning  process.  These 
data  cover  various  facets  of  existing  services  and  facilities  as  well 
as  population  and  socioeconomic  characteristics  of  service  areas.  Sources 
of  information  include  various  departments  of  the  State  Government  and 
national  voluntary  agencies  maintaining  programs  for  the  retarded;  local 
units  of  State  agencies  and  national  voluntary  organizations;  and  local 
government,  voluntary,  and  private  groups. 

Tlie  developmental  nature  of  mental  retardation,  the  wide  snrectrum 
of  services  required  to  provide  a continuum  of  care,  the  prevalence  of 
retardation,  and  the  variation  in  levels  of  retardation  and  age  groupings 
must  all  be  considercd  in  measuring  the  need  for  specialized  services  and 
facilities  within  a given  geographical  area.  To  these  factors  must  be 
added  the  extent  to  which  community  health,  welfare,  and  educational 
services  and  facilities  are  available  for  the  retarded.  Availability 
should  be  measured  in  terms  of  adequacy  and  appropriateness  of  the  services 
and  facilities  for  the  retarded  and  the  interest  which  community  facilities 
have  in  serving  the  retarded  along  with  other  segments  of  the  population. 

In  measuring  the  need  in  both  types  of  situations,  prime  decisions  must  be 
based  upon  the  enpirical  knowledge  and  judgment  of  persons  experienced  in 
making  these  determinations.  Statistical  data  serve  primarily  as  points 
of  departure  for  such  evaluations. 

Delineation  of  areas  is  essential  for  effective  programming  of  services 
and  facilities.  These  planning  areas  should  be  large  because  of  the  varia- 
tions in  geographical  territory  covered  by  different  types  of  services  and 
facilities.  For  exanq^le,  a community  residential  facility  will  serve  a much 
larger  territory  than  a community  day  facility.  In  delineating  areas, 
consideration  should  be  given  to  population  factors,  availability  of  pro- 
fessional personnel,  travel  patterns,  and  travel  time. 

Limited  funds  make  it  imperative  for  the  planning  organization  to 
establish  a priority  system  for  the  construction  of  needed  facilities. 

Chief  reliance  must  be  made  on  qualitative  factors  such  as  the  availability 
of  community  services  and  community  support  for  programs  for  the  retarded; 
the  relative  need  for  specific  specialized  services;  the  extent  of  coopera- 
tion of  services  with  other  mental  retardation  facilities  or  programs;  and 
the  potential  quality  of  programs  to  be  provided. 

Quantitative  data  include  information  on  services  and  facilities 
available  and  the  utilization  of  existing  services  and  facilities.  They 
also  include  information  of  the  size  of  population  group  for  which  services 
are  to  be  planned,  the  levels  of  retardation  and  age  groupings  to  be  served, 
and  the  socioeconomic  and  culture  characteristics  of  the  service  areas. 

The  planning  organization  has  a responsibility  for  continuing  inter- 
pretation of  planning  recommendations  to  public  and  nonprofit  agency 
personnel  and  to  government  officials  and  civic  leaders.  The  ultimate 
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test  of  all  planning  services  and  facilities  for  the  retarded  is  the 
effectiveness  of  action  taken  on  recommendations.  In  view  of  this,  the 
recommendations  must  be  understood  by  key  leadership  within  the  planning 
area  and  be  capable  of  implementation  within  the  resources  of  the  area, 
both  current  and  potential.  Effective  action  on  the  recommendations  of 
the  planning  group  includes,  among  many  things,  the  following: 

--  establishment  of  a realistic  program  to  carry  out  recommendations 

--  gaining  and  maintaining  full  support  of  community  and  professional 
leaders 

--  securing  and  maintaining  adequate  and  sound  financial  support 

--  developing  professional  staff  necessary  to  provide  quality 
services. 
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THE  VOLUNTEERS 
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COUNCIL  FOR  HUMAN  SERVICES 
MENTAL  RETARDATION  PLANNING  COMMITTEE 


The  Honorable  Arlin  M,  Adams,  Chairman 
Secretary  of  Public  Welfare 
Room  333  Health  and  Welfare  Building 
Harrisburg,  Pennsylvania 
Department  of  Public  Welfare 

Miss  Ames  Ec  Anderson 
Executive  Secretary 
Pennsylvania  Nurses  Association 
2515  North  Front  Street 
Harrisburg,  Pennsylvania 
Pennsylvania  Nurses  Association 

Dr.  Gertrude  A.  Barber 

Assistant  Superintendent  of  Schools 

Administration  Annex 

Third  and  French  Streets 

Erie , Pennsylvania 

John  B.  Bartram,  M.D. 

St.  Christopher ^s  Hospital  for 
Children 

2600  North  Lawrence  Street 
Philadelphia  33,  Pennsylvania 
Mental  Retardation 

Mrs.  Mary  K.  Bauman 
President 

Pennsylvania  Rehabilitation  As so. 

1604  Spruce  Street 

Phils  de  Iphia , Pennsylvania 

Pennsylvania  Rehabilitation  Association 

Dr.  Jack  Birch 

Associate  Dean,  School  of  Education 
University  of  Pittsburgh 
Pittsburgh,  Pennsylvania 
Graduate  Training  Program 

David  Bouterse 
2001  North  Front  Street 
Ha  rrisburg , Pennsylvania 
Pennsylvania  Citiaena  Council 


Rabbi  Elias  Gharry 
6636  McCallum  Street 
Philadelphia,  Pennsylvania 
Rabbinate 


Herbert  Clark 
107  West  Ridge  Pike 
P.O.  Box  105 

Pl3miouth  Meeting,  PennsyIv 
Advisory  Conunittee  for 

Mental  Health 


Bruce  E.  Cooper,  Esq. 

9 North  Front  Street 
Harrisburg,  Pennsylvania 

Francis  J.  Cosgrove 
Executive  Director 
Lehigh  Valley  Community 
Council 

528  North  New  Street 
Bethlehem,  Pennsylvania 

Mrs.  Mary  Denman 
220  Grant  Street 
Pittsburgh,  Pennsylvania 
Penna.  Citizens  Council 

John  E.  Davis,  M.D. 
Professor  of  Psychiatry 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia  7,  Pennaylvan 
Jefferson  Medical  College 

Hamblen  C.  Eaton,  M.D. 
Superintendent 
Harrisburg  State  Hospital 
Harrisburg,  Pennsylvania 
Pennsylvania  Psychiatric 

Social 
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George  Farrar,  Jr.,  M.D. 

Wyeth  Laboratorlea 
P.O.  Box  8299 

Philadelphia  1,  Pennaylvanla 
Pennaylvanla  Health  Council,  Inc. 

Dr.  Floyd  0.  Flom 
Missile  and  Space  Division 
General  Electric  Company 
P.O.  Box  8555 

Philadelphia  1,  Pennsylvania 
Pennsylvania  State  Chamber  of 

(jommerce  ' 

Caleb  Foote , Esquire 
University  of  Pennsylvania  Law 
School 

Philadelphia  4,  Pennsylvania 
Pennsylvania  Bar  Asaociation 

Charles  H.  Frazier  Suite  610 
2 Penn  Center  Plaza 
Philadelphia,  Pennsylvania  19102 
Pennsylvania  Mental  Health,  Inc. 

Mrs.  Marian  L.  Furlong 
President  LARC  Industries,  Inc. 

809  Oak  Street 

New  Castle,  Pennsylvania 

Pennsylvania  Association  of 

Sheltered  Workshops 

The  Honorable  John  R.  Galley,  Jr. 

101  South  George  Street 
York,  Pennsylvania 
House  of  Re pre tentative s 

Dr.  Harry  K.  Gerlach 
Supe  rintendent 

Lancaster  County  Public  Schools 
902  Griest  Building 
Lancaster,  Pennaylvanla 
Pennaylvanla  Association  of  County 

Superintendents 

Dr.  Murray  M.  Halfond 

Speech  and  Hearing  Center 

Temple  University 

Philadelphia,  Pennsylvania 

Graduate  Training  PTOgram  in  Special 

Education  and  Renai)llitatlen 


David  E.  Halliwell 
Executive  Director 
Sheltered  Workshop  of  York  Coui 
Inc. 

201  North  Duke  Street 
York,  Pennsylvania  17403 

Cecil  Harris,  D.O. 

Chairman  on  Council  of  Mental 
Health 

Central  Medical  Building 
1737  Chestnut  Street 
Philadelphia,  Pennsylvania 
Pennsylvania  Osteopathic  Assn, 

Hobart  Jackson,  Administrator 
Stephen  Smith  Home  for  the  Agee 
4400  Girard  Avenue 
Philadelphia,  Pennsylvania 
Nursing.  Convalescent  and  H«ne< 
for  the  Aged«Mcntal"ketardeT 

Michael  Johnson 
Executive  Vice-President 
Pennsylvania  AFL-CIO 
Front  and  Pine  Streets 
Harrisburg,  Pennsylvania 
Pennsylvania  AFL-CIO 

Sidney  Kaplan,  M.D. 

Western  State  School  and 
Hospital 

Canonaburg,  Pennsylvania 
Mental  Retardation 

Mrs.  John  F.  Kephart 
676  Maple  Street 
Meadville , Pennsylvania 
Pemiaylvania  Association  for 

feetarded  Children 


The  Reverend  John  A.  Kirk 
Catholic  Chaplain 
Polk  State  School  and  Hospital 
Polk,  Pennsylvania 

Elwood  Kolb,  O.D. 

40  North  Eighth  Street 
Allentown,  Pennsylvania 
Pennsylvania  Optometric  Aasn, 
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Dr.  Marjorie  R.  Landis , D.S.W, 
Chairman 

Lehigh  Valley  Guidance  Center 
1546  Walnut  Street 
Allentown,  Pennsylvania 
Pennsylvania  Region  of  American 
Association  or  Psychiatric  (jTinics 

for  children 


The  Honorable  George  M.  Leader 
320  North  27th  Street 
Camp  Hill , Pennsylvania 

The  Honorable  Paul  S.  Lehman 
President  Judge 
Mifflin  County  Court  House 
Lewistown,  Pennsylvania 
Pennsylvania  Council  of  Juvenile 

Judges 

Miss  Theresa  MacMillan 
President,  National  Association  of 
Social  Workers*  Chapters 
2001  North  Front  Street 
Harrisburg,  Pennsylvania 
Pennsylvania  Council  of  National 

Association  of  Social  Workers^ 

dhapters 

Dr.  Donald  F.  Maietta 
Director  of  Curricular  Division 
of  Special  Education 
Bloomsburg  State  College 
Bloomsburg,  Pennsylvania 
Undergraduate  Training  Program 

Mrs.  Nelle  Mazzotti 
President,  Pittsburgh  Home  for 
Crippled  Children 
1426  Dennis ton  Avenue 
Pittsburgh,  Pennsylvania 
Pennsylvania  Federation  of  the 
Gou^c^l  Eixceptional  Children 


Ralph  Ormsby 

Family  Service  of  Philadelphia 
311  South  Juniper  Street 
Philadelphia,  Pennsylvania 
Pennsylvania  Council  of  Family 

Service  Agencies 


Di 
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Leslie  D.  Park  ‘ 

Executive  Director,  United 

Cerebral  Palsy  of  Pennsylvanis J 
1719  North  Front  Street  2 

Harrisburg , Pennsylvania  . 

United  Cerebral  Palsy  of  Penna«  J 

Ernest  F.  Patton  ^ 

President,  Bureau  of  Corrections  • 
Box  200  Camp  Hill,  Pennsylvania  i 
Peyaylvania  Assn,  for  Probation i. 

Parole  and  dorrection  ^ 

Arthur  T.  Prasse  j 

Commissioner,  Bureau  of  Correct! || 
State  Correctional  Institution 
Box  200  . 

Camp  Hill,  Pennsylvania 
Bureau  of  Corrections 

Dr.  Gordon  H.  Pritham 
265  Woodland  Drive 
State  College , Pennsylvania 
Pennsylvania  Association  for 
R*tarde(i  dtilldren,  Inc.  j 

The  Honorable  Karl  H.  Purnell 
403  Market  Street 
Mifflinburg,  Pennsylvania 
House  of  Representatives 

Benjaniin  M.  Quigg,  Jr. 

2107  Fidelity-Philadelphia  | 

Trust  Building 

Philadelphia  9,  Pennsylvania 
Pennsylvania  United  Fund 


Jack  N.  Newman 

The  A.  E.  Rogers  Company 

Comer  Spruce  and  Washington  Ave. 

Scranton  3,  Pennsylvania 


Isidor  S.  Ravdin,  M.D. 
Surgeon-in-Chief 
121  College  Hall 

University  of  Pennsylvania  Hosp. 
Philadelphia,  Pennsylvania 


-710B- 


Dr.  Jesse  D.  Reber 
General  Secretary,  Pennsylvania 
Coxjncil  of  Churches 
900  Arlington  Avenue 
Harrisburg,  Pennsylvania 
Pennsylvania  Council  of  Churches 

Paul  R.  Reed 
310  Barry  Lane 
Wallingford,  Pennsylvania 
Mental  Retardation 

The  Reverend  Samuel  D.  Regester 
204  East  Fourth  Street 
Emporium,  Pennsylvania 
Pennsylvania  Association  for 

Retarded  Children,  Inc.""* 

Dr.  Kathryn  Dice  Reier 
Department  of  Public  Instruction 
Box  911 

Harrisburg,  Pennsylvania 
State  Council  of  Education 

Maurice  J.  Reisman 
Administrator  of  Special  Services 
State  Board  of  Vocational  Rehabili- 
tation 

Philadelphia  State  Office  Bldg. 

1400  Spring  Garden  Street 
Philadelphia  30,  Pennsylvania 

Raymond  Rodgers 
State  Representative 
The  National  Foundation 
808  North  Second  Street 
Harrisburg,  Pennsylvania 
The  National  Foundation 

Mias  Elizabeth  Rutledge 
County  Supervisor  of  Special 
Education 

149  Carlisle  Street 
Gettysburg , Pennsylvania 
School  Division 


The  Honarable  Richard  S.  Schweik 
301  Swede  Street 
Norristown,  Pennsylvania 
U.  S.  House  of  Representatives 

Dr.  Ronald  Sommers 
Speech  and  Hearing  Supervisor 
Montgomery  County  Public  Schools 
Court  House 

Norristown,  Pennsylvania 
Pennsylvania  Speech  and  Hearing 

Association 

Basil  C.  Scott 
Director,  Bureau  of  Surplus 
Federal  Property 
22nd  and  Forster  Streets 
Harrisburg,  Pennsylvania 
State  Government 

Dr.  S.  June  Smith 
Supervisor  of  Special  Education 
Lancaster  County  Public  Schools 
902  Griest  Building 
Lancaster,  Pennsylvania 

Dr.  Godfrey  D.  Stevens 
Acting  Chairman 

Department  of  Special  Education 
and  Rehabilitation 
University  of  Pittsburgh 
Graduate  Training  Program 

The  Honorable  Charles  R.  Weiner 
1420  Walnut  Street,  Suite  1111 
Philadelphia,  Pennaylvania 
The  Senate  of  Pennsylvania 

John  E.  Whittaker,  D.D.S. 
President,  Penna.  Dental  Assn. 
217  State  Street 
Harrisburg,  Pennsylvania 

Charles  L.  Wilbar,  Jr.,  M.D. 
Secretary  of  Health 
Room  802,  Health  & Welfare  Bldg. 
Harrisburg,  Pennaylvania 
Advisory  Health  Board 
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Dr.  Marvin  Wolfgang,  Pra aidant 
Pennsylvania  Prison  Society 
311  South  Juniper  Street 
Philadelphia,  Pennsylvania 
Pennsylvania  Prison  Society 


John  Worman,  Executive  Director 
Pennsylvania  Hospital  Association 
610  North  Third  Street 
Harrisburg,  Pennsylvania 
Pennsylvania  Hospital  Association 


Peter  Yanovick 
County  Commissioner 
Berks  County  Court  House 
Reading,  Pennsylvania 
Association  of  County  Commissioners 


Norman  M.  Yoder,  Commissioner 
Pennsylvania  Office  for  the 
Blind 

102  Health  and  Welfare  Bldg. 
Harrisburg,  Pennsylvania 
Pennsylvania  Office  for  the 

Bllnci 


Consultant : 

Pearl  S.  Buck 
R.  D.  #1 
Box  164 

Perkasie,  Pennsylvania 
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MENTAL  RETARDATION  ADVISORY  PLANNING  COMMITTEE 


EXECUTIVE  COMMITTEE 


ELabbl  Ellas  Gharry 
Germantown  Jewish  Comnunity  Center 
6631  McCallum  Street 
Philadelphia 


John  B.  Bart ram,  M.D. 
Medical  Director,  Services 
for  Handicapped  Children 
2603  North  5th  Street 
Philadelphia 


Mrs.  Mary  Denman 
Pennsylvania  Citizens  Council 
Orchid  Lane 
Pittsburgh 


Joseph  C.  Denniston,  M.D. 
(Chairman  of  the  Executive 
Committee) 

Director,  Bureau  of  Services 
for  the  Mentally  Retarded 
304  Health  and  Welfare  Building 
Harrisburg 


Floyd  0.  Flom,  Ph.D. 
Manager  of  Public  Affairs 
Missile  and  Space  Division 
General  Electric  Company 
P.  0.  Box  8555 
Philadelphia 


Murray  M.  Hal fond,  Ph.D. 
Speech  and  Hearing  Center 
Temple  University 
Philadelphia 


Mrs.  John  F.  Kephart 
President,  Pennsylvania 
Association  for  Retarded 
Children 

676  Maple  Street 
Meadville 


Dr.  Marjorie  R.  Landis,  D.S 
Chairman,  Lehigh  Valley 
(Guidance  Center 
1546  Walnut  Street 
Allentown 


Mr.  Leslie  D.  Park 
United  Cerebral  Palsy 
of  Pennsylvania 
1719  North  Front  Street 
Harri sburg 


Gordon  H.  Pritham,  Ph.D. 
Pennsylvania  Association 
for  Retarded  Children 
265  Woodland  Drive 
State  College 


Sidney  Kaplan,  M.D. 

Clinical  Director 

Western  State  School  and  Hospital 

333  Curry  Hill  Road 

Canonsburg 
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MENTAL  RETARDATION  ADVISORY  PLANNING  COMMITTEE 


TECHNICAL  REVIEW  AND  PROGRAM  DESI GN 


Mr.  Mary  K.  Bauman^ 
Pennsylvania  Rehabilitation 
Association 


Mr.  Herbert  Clark 

Advisory  Committee  for  Mental  Health 
Bruce  E.  Cooper,  Esq. 


John  E.  Davis,  M.D. 
Jefferson  Medical  College 


Mrs . Mary  Denman 
Pennsylvania  Citizens  Council 

Hamblen  G.  Eaton,  M.D. 

Pennsylvania  Psychiatric  Society 

George  Farrar,  Jr.,  M.D. 
Pennsylvania  Health  Council,  Inc. 

Floyd  0.  Flom,  Ph.D. 

Pennsylvania  State  Chamber  of 
Commerce 

Caleb  Foote,  Esq. 

Pennsylvania  Bar  Association 

Murray  M.  Halfond,  Ph.D. 

(Chairman  of  this  Committee) 

Speech  and  Hearing  Center 
Temple  University 

Mr.  Hobart  Jackson 

Stephen  Smith  Home  for  the  Aged 

Sidney  Kaplan,  M.D. 

Pennsylvania  Association  for 
Retarded  Children 

Elwood  Kolb,  O.D. 

Pennsylvania  Optometric  Association 


Dr.  Donald  F.  Maietta 
Bloomsburg  State  College 


Mr.  Arthur  T.  Prasse 
Bureau  of  Corrections 

Gordon  H.  Pritham,  Ph.D. 
Pennsylvania  Association 
for  Retarded  Children 

Isidor  S.  Ravdin,  M.D. 
University  cjf  Pennsylvania 
Hospital 

Kathryn  Dice  Reier,  Ed.D. 
State  Council  of  Education 

Hr.  Maurice  J.  Reisman 
State  Board  of  Vocational 
Rehabllitati on 

Miss  Elizabeth  Rutledge 
County  Supervisor  of  Special 
Education,  Adams  County 

Dr.  Ronald  Sommers 
Pennsylvania  Speech  and 
Hearing  Association 

Mr.  Basil  C.  Scott 
State  Government 

Dr.  Godfrey  D.  Stevens 
University  of  Pittsburgh 

Honorable  GSharles  R.  Weiner 
The  Senate  of  Pennsylvania 

Dr.  Marvin  Wolfgang 
Pennsylvania  Prison  Society 
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MENTAL  RETARDATION  ADVISORY  PLANNING  OOMMITTEE 


COMMUNITY  organization 


Edgar  R.  Casper,  Esquire 
Department  of  Justice 

Mr.  Francis  J.  Cosgrove 
Lehigh  Valley  Community  Council 

Mr.  Charles  H.  Frazier 
Pennsylvania  Mental  Health,  Inc. 

Mrs.  Marian  L.  Furlong 
Pennsylvania  Association  of 
Sheltered  Workshops 

The  Honorable  John  R.  Galley,  Jr. 
House  of  Representatives 

Mr.  David  E.  Halliwell 
Sheltered  Workshop  of  York  County 

Cecil  Harris,  D.O. 

Pennsylvania  Osteopathic 
Association 

The  Reverend  John  A.  Kirk 
Pennsylvania  Council  of  Churches 

Dr.  Marjorie  R.  Loidis,  D.S.W. 
Pennsylvania  Region  of  American 
Association  of  Psychiatric 
Clinics  for  Children 

The  Honorable  Paul  S.  Lehman 
Pennsylvania  Council  of  Juvenile 
Judges 

Miss  Theresa  MacMillan 
Pennsylvania  Council  of  National 
Association  of  Social  Workers' 
Chapters 


Mr.  Jack  N.  Newman 
Allied  Services  for  the 
Handicapped,  Inc. 

Mr.  Ralph  Ormsby 
Pennsylvania  Council  of  Family 
Service  Agencies 

Mr.  Leslie  D.  Park 
(Chairman) 

United  Cerebral  Palsy 
of  Pennsylvania 

Mr.  Ernest  F.  Patton 
Pennsylvania  Association  for 
Probation,  Parole  and 
Correction 

Mr.  Benjamin  M.  Quigg,  Jr. 
Pennsylvania  United  Fund 

Dr.  S.  June  Smith 

Lancaster  County  Public  Schools 

Mr.  John  Worman 

Pennsylvania  Hospital  Association 

Mr.  Peter  Yanovick 
Association  of  County 
Comnis si  oners 

Pearl  S.  Buck 
Consultant 

Mr.  Francis  X.  Lynch 
Pennsylvania  Association 
for  Retarded  Children 
(Ex  Officio) 

John  E.  Whittaker,  D.D.S. 
Pennsylvania  Dental  Association 
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^E1T^AL  RETARDATION  ADVISORY  PLANNING  COMMITTEE 


PUBLIC  AWARENESS 


Miss  Agnes  E.  Anderson 
Pennsylvania  Nurses  Association 


Dr,  Gertrude  A.  Barber 
Assistant  Superintendent  of 
Schools,  Erie  Public  Schools 


*John  B.  Bartram,  M.D. 

St.  Christopher’s  Hospital 
for  Children 


Dr.  Jack  Birch 
University  of  Pittsburgh 


>&•.  David  Bouterse 
Pennsylvania  Citizens  Council 


Mr.  Vincent  Fallon 
Catholic  Charities 


Dr.  Harry  K.  Gerlaeh 
Pennsylannia  Association  of 
County  Superintendents 


Mr.  Michael  Johnson 
Pennsylvania  AFL-GIO 


Mrs.  John  F.  Kephart 
Pennsylvania  Association 
for  Retarded  Children 


The  Honorable  George  M.  Leader 
Former  Governor  of  Pennsylvania 


Mrs.  Nelle  Mazzotti 
Poinsylvania  Federation  of  the 
Council  for  Exceptional  Childrei 


The  Honorable  Karl  H.  Purnell 
House  of  Representatives 


Dr.  Jesse  D.  Reber 
Pennsylvania  Council  of  Churches || 

Mr.  Paul  R.  Reed 
Pennsylvania  Association 
for  Retarded  Children 


The  Reverend  Samuel  D.  Regester 
Pennsylvania  Association 
For  Retarded  Children 


Mr.  Ra5miond  Rodgers 
The  National  Foundation 


The  Honorable  Richard  S.  Schweiki 
United  States  House  of 
Representatives 


Charles  L.  Wilbar,  Jr. , M.D. 
Advisory  Health  Board 


Mr.  Norman  M.  Yoder 
Pennsylvania  Office  for  the  BliiK 


* Also  representing  the 
Pennsylvania  Society  for 
Crippled  Children  and 
Adults , Inc , 
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PROGRAM  AREA 

MENTAL  RETARDATION 


Chairmen: 

Gordon  H.  Pritham,  Ph.D. , Pennsylvania  Association  for 

Retarded  Children,  University  Park 

Mrs.  John  F.  Kephart,  Pennsylvania  Association  for 

Retarded  Children,  Meadville 
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Mental  Retardation 


Task  Force  Number  1 


Hiairman:  Paul  Taylor,  M.D. 

Jornely,  Donald  A.,  M.D. 

Jornfeld,  David,  M.D. 

Jmich,  Jr.,  John,  M.D. 
?airweather,  John,  M.D. 
Jarfunkel,  Joseph  M. , M.D. 

•liddleman.  Rose  R.,  M.D. 

Polk,  Lewis  D. , M.D. 


PREVENTION 


Magee  Women’s  Hospital 


Graduate  School  of  Public 
Health,  Maternal  and 
Child  Health 

Children’s  Hospital 
of  Philadelphia 

Private  Practice 

Magee  Women’s  Hospital 

St.  Christopher’s  Hospital 
for  Children 

Maternal  and  Child  Health 
Allegheny  County  Health 
Department 

Division  of  Health  Protec- 
tion, Department  of  Public 
Health 


Resource  Consultant:  J.  H.  Zimmerman,  M.D. 

Infant  and  Pre-School  Health  Section 

Department  of  Health 

Harrisburg 


Number  of  Official  Meetings:  2 
Report  Submitted:  September  24,  1964 


Pittsburgh 

Pittsburgh 

Philadelphia 

Philadelphia 

Pittsburgh 

Philadelphia 

Pittsburgh 

Philadelphia 
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Mental  Retardation 


Task  Force  Number  2 
EARLY  CASE  FINDING 


Chairman:  Henry  Baird,  III 

M.D. 

Haar,  Doris,  Miss 

Kaplan,  Sidney,  M.D. 

Loeffler,  John  G. , M.D. 


St.  Christopher’s  Hospital 
for  Children 


Cerebral  Dysfunctions, 

St.  Christopher's  Hospital 
for  Children 


Children's  Hospital 
of  Pittsburgh 


Carlisle  Pediatric  Center 


Resource  Consultant:  Mrs.  Elizabeth  Tredway 

Bureau  of  Services  for  Mentally  Retarded 
Office  of  Mental  Health 
Department  of  Public  Welfare 
Harrisburg 


Number  of  Official  Meetings:  1 
Report  Submitted:  December  2,  1964 


Philadelphii 

I 

Philadelphijl 

Pittsburgh 

! 

Carlisle 

P 
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Mental  Retardation 


Task  Force  Number  3 
IDENTIFICATION,  DIAGNOSIS  & PLANNING 


hiirman : John  B.  Bertram 

Ipliij  M.D. 

lpli;4cer,  Davis,  M.D. 
meron,  Donald  L. , M.D. 

lamovitz,  Irvin,  Mr. 

'gh 

dg,  Elinor  H. , Miss 

Idow,  Leo,  M.D. 

IDonald,  Robert,  Dr. 

ler,  Lester  N.,  M.D. 
r.zzat,  Frank  J.,  Ph.D. 
^irva,  Frank  I.,  Ph.D. 


Services  for  Handicapped 
Children,  St.  Christopher's 
Hospital  for  Children 


Children's  Hospital 
Private  Practice 


Division  of  Special  Education, 
Bureau  of  Special  Services 
for  Pupils,  Department  of 
Public  Instruction 

Department  of  Neurology, 
Woman's  Medical  College  of 
Pennsylvania 

Consultant  to  Catholic 
Diocese 

Private  Practice 

Erie  Guidance  Center 

Director  of  Psychological 
Services,  Polk  State  School 
and  Hospital 


[^source  Consultant;  Jack  Sabloff,  M.D. 

Division  of  Maternal  and  Child  Health 

Department  of  Health 

Harrisburg 


lumber  of  Official  Meetings:  1 
Report  Submitted:  December  2,  1964 


Philadelphia 

Philadelphia 
State  Colleg 
Pittsburgh 
Harrisburg 

Philadelphia 

Pittsburgh 

Camp  Hill 

Erie 

Polk 
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Mental  Retardation 


Task  Force  Number  4 
FAMILY  COUNSELING 


Chairman:  James  H.  McClelland, 

Jr.,  M.D. 

Agee,  J.  Willard,  Rev. 

Baptiste,  Sister  Marie, 

A.G.S.W. 

Beck,  L.  Helen,  A.G.S.W. 

Glass,  Jessie  M. , R.N. 

Gonzales,  Roraulo  F.,  M.D. 

Grabe,  Ethel,  A.G.S.W. 

Kaplan,  Sidney,  M.D. 

Layman,  Richard,  M.D. 

Weed,  Priscilla  M. , Mrs. 


Polk  State  School  and 
Hospital 


Teaching  Chaplain,  Polk 
State  School  and  Hospital 

Catholic  Charities  of  the 
Diocese  of  Erie 

Psychiatric  Social  Worker, 
Central  Nervous  System 
Disorders,  St.  Christopher’s 
Hospital  for  Children 

Maternal-Child  Health 
Nursing  Consultant 

Western  State  School  and 
Hospital 

Social  Service  Department, 
Children’s  Hospital  of 
Pittsburgh 

Children’s  Hospital  of 
Pittsburgh 

Private  Practice 

Child  Care  Service 


Resource  Consultant:  Mr.  William  E.  Tollen 

Gommiaaioner  of  Public  Assistance 
Department  of  Public  Welfare 
Harrisburg 


Number  of  Official  Meetings:  1 
Report  Submitted:  September  24,  1964 
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Mental  Retardation 


Task  Force  Number  5 
TRAINING  AND  EDUCATION  OF 
MENTALLY  RETARDED 


JIairman:  Gertrude  A.  Barber, 

Ph . D . 

Irriker,  William,  Ed.D. 

3x,  Grace  B . , Ed.D. 

e;  I 

4rtman,  Allan  S. , Ed.D. 

I 

Ivine,  Jr.,  Paul,  Ph.D. 

i 

Jhnstone,  Edward  L. , Mr. 

If 

Kifford,  Floyd  L.  , Mr. 

1 I 

hiclntyre,  E.  Mildred,  Miss 
Ifeiffer,  Kenneth  M. , Mr. 

iDrris,  Morton,  Ed.D. 
liuber,  Margaret  A.,  Ph.D. 

losa,  Rose  R.  , Mrs. 

.ilver,  Miriam  R.  , Mrs. 


Assistant  Superintendent 
of  Schools 


Department  of  Special 
Education,  Penn  State 
University 

Psychology  Department,  Hamburg 
State  School  and  Hospital 

Pre-School  and  Primary 
Education  Project,  Depart- 
ment of  Public  Instruction 

Guidance  and  Testing  Depart- 
ment of  Public  Instruction 

The  Woods  Schools  and 
Residential  Treatment  Center 

Rehabilitation  Services, 

Bureau  of  Vocational  Rehab- 
ilitation, Department  of 
Labor  and  Industry 

Director  of  Education, 

Elwyn  School 

Distributive  Education, 
Department  of  Public 
Instruct!  on 

Supervisor  of  Special 
Education 

U.S.  Office  of  Education, 
Department  of  Health, 

Education  and  Welfare 


Children’s  Residential 
Treatment  Service,  Western 
Psychiatric  Institute 


Erie 

University 

Park 

Hamburg 

Harrisburg 

Harrisburg 

Langhome 

Harrisburg 

Elwyn 

Harrisburg 

Greensburg 

Washington 
25,  D.C. 

Philadelphia 

Pittsburgh 
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Task  Force  Number  5 
(Continued) 


Stevens,  Godfrey  D.,  Ed.  D.  Department  of  Special 

Education  and  Rehabil- 
itation, University  of 
Pittsburgh 


Resource  Consultant:  Kathryn  Dice  Reier,  Ed.D. 

Bureau  of  Special  Services  for  Pupils 
Department  of  Public  Instruction 
Harrisburg 


Number  of  Official  Meetings;  4 
Report  Submitted:  September  28,  1964 


Pittsburg 
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Task  Force  Number  6 
VOCATIONAL  TRAINING  AND  EMPLOYMENT 


)ijr{] 

lirman;  Luther  S.  Beers 
(Mr.) 

rer,  Harry,  Mr. 

Ligower,  Jules,  Mr. 

ji.bert,  Kenneth  W. , Ed.D. 

adon,  Howard  J.,  Mr. 

,(>d,  Elizabeth,  Mrs. 
iDrch,  Donald  R. , Mr. 

/(Ltzman,  Leonard,  Mr. 


AFL-CIO 


Project  on  Employment 
Services  for  the  Mentally 
Retarded,  United  Mental 
Health  Services 


Rehabilitation  Counseling 
Project,  Pennsylvania 
State  University 


Workshop,  Elwyn  School 


Skills,  Inc.  of  Centre 
County 


Vocational  Rehabilitation 
Center 


^source  Consultant:  Mr.  Maurice  J.  R^isman 

State  Board  of  Vocational  Rehabilitation 
Department  of  Labor  and  Industry 
Harrisburg 


^lmber  of  Official  Meet;ings:  6 
F'port  Submitted:  December  7,  1964 


New  Cumberland 

Harrisburg 

Pittsburgh 

University  Park 

Elwyn 

Wallingford 
Belief onte 

Pittsburgh 
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Task  Force  Number  7 
CARE  AWAY  FROM  HOME 


Chairman:  Samuel  D.  Regester 

D.D. 

Aaron,  James  L. , Rev. 

Clark,  Gerald  R. , M.D. 

Henry,  Fred  E.,  Ph.D. 
Johnstone,  Edward  L. , Mr. 
Kirk,  Daniel  L* , M.D. 

Kirk,  Father  John  A. 

Potkonski,  Leopold  A.,  M.D. 

Wahl , Mae  E . , Mrs . 

Wallace,  Catherine,  Mrs. 

Resource  Consultant: 


St.  Anthony’s  School  for 
Exceptional  Children 

Elwyn  School 

The  Devereux  Foundation 

The  Woods  Schools 

Selinsgrove  State  School 
and  Hospital 

Catholic  Chaplain,  Polk 
State  School  and  Hospital 

Pennhurst  State  School 
and  Hospital 

River  Crest  School 


William  Miller 
Director  of  Social  Service 
White  Haven  State  School  and  Hospital 
White  Haven 


Number  of  Official  Meetings:  3 


Report  Submitted:  September  25,  1964 


Mental  Retardation 


Task  Force  Number  8 
LOCAL  COMMUNITY  SERVICES 


'm 

lairman : Mrs.  Eleanor  S.  Elkin  Reading 


rdon,  Oliver  B.,  D.D.  Department  of  Christian  Philadelphia 

Education  and  Evai^elism, 

Philadelphia  Council  of  Churches 


Iplan,  Milton  M. , Mr.  Program  on  Mental  Retardation,  Pittsburgh 

United  Mental  Health  Services 
, Of  Allegheny  County , Inc . 


j^rshall,  Harold,  Mr. 


Erie 


ICann,  Elizabeth,  Mrs. 
Wil,  C.  F.,  Mr. 


Pennsylvania  Society  for  Harrisburg 

Crippled  Children  and 
Adults,  Inc. 

Philadelphia  Welfare  Philadelphia 

Council,  Inc. 


'tchell,  Charles,  Mr. 

i\ 

firk,  Leslie  D.,  Mr. 
^'liters , George  T. , Mr. 


Philadelphia 

United  Cerebral  Palsy  Harrisburg 

Allied  Services  for  the  Scranton 

Handicapped 


(Llson,  Jr.,  James  R.  , Mr.  The  New  York  Times 


New  York  City 


lisource  Consultant:  Mrs.  Beth  Williams 

Division  of  Planning  and  Consultation 

Bureau  of  Mental  Health 

Woolrich 


o-Chairman 

umber  of  Official  Meetings:  5 
.eport  Submitted:  September  25,  1964 
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Mental  Retardation 


Task  Force  Number  9 
THE  LAW  AND  THE  RETARDED 


Chairman:  The  Honorable 

M.  Rodgers 

Herman 

Judge,  Mercer  County 

Court  House 

Mercer 

Barbieri,  Alexander  F., 

Esq  • 

Barbieri  and  Sheer, 
Attorneys 

Philadelpl 

Brown,  Homer  S. , Hon. 

Judge,  Court  of  Common 
Pleas,  Allegheny  County 
Court  House 

Pittsburg! 

Cassimatis,  Emanuel  A., 

Esq. 

York 

Clark,  Gerald  R. , M.D. 

Elwyn  School 

Elwyn  1 

Dalton,  Vincent  J.,  Hon. 

Judge,  Court  of  Common 
Pleas,  Schuylkill  County 
Court  House 

Pottsvill] 

Dengler,  Clyde  R. , Rep, 

Upper  Darp 

Konovitch,  Harold  B.,  Rabbi 

New  Kensib 

McCrea,  Jr.,  William  J., 

Esq. 

1 

Newville 

McDonald,  Alton  A.,  Hon. 

Judge , Court  of  Common 
Pleas,  Cambria  County 

Court  House 

Ebensburg 

I 

Nowak,  Frank  J.,  Captain 

Juvenile  Division,  Bureau 
of  Police 

Erie 

Resource  Consultant:  Edgar  R.  Casper,  Esq. 

Department  of  Justice 
Harri sburg 


<1 

Number  of  Official  Meetings:  2 
Report  Submitted: 
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Mental  Retardation 


Task  Force  Number  10 
RECRUIThffiNT  AND  TRAINING 
OF  PERSONNEL 


rman:  Jack  W.  Birch,  Ph.D. 

School  of  Education, 
University  of  Pittsburgh 

Pittsburgh 

3# 

ram,  John  B.,  M.D. 

rl4 

St.  Christopher’s  Hospital 
for  Children 

Philadelphia 

>1 

:hkc,  Dorothy,  Miss 

Physical  Therapy,  School  of 
Allied  Health  Professions, 
University  of  Pennsylvania 

Philadelphia 

•k,  Gerald  R, , M.D, 

Elwyn  School 

Elwyn 

Is,  John  E. , M.D. 

A 

Jefferson  Medical  College 

Philadelphia 

'T 

jer,  Jack  E. , Ed.D. 

Special  Education,  Slippery 
Rock  State  College 

Slippery  Rock 

^ Charles  Lt * Mr. 

11 

celhor,  Howard  B.,  M.D. 

Bureau  of  Vocational 
Rehabilitation 

Harrisburg 

Private  Practice 

Pittsburgh 

:cher,  Catherine,  R.N. 

D.  T.  Watson  Home  for 
Crippled  Children 

Leetsdale 

:el,  John,  Ph.D. 

Department  of  Special 
Education,  Penn  State 
University 

University  Park 

tel,  Hans,  M.D. 

Department  of  Pediatrics, 
Jefferson  Medical  College 

Philadelphia 

i.  Draper,  Mr. 

Senior  High  School 

State  College 

areto,  Gloria  M. , Miss 

School  of  Education 

Duquesne  University 

Pittsburgh 

ledge,  E.  Elizabeth,  Miss 

Special  Education 

Adams  County 

Gettysburg 

ell,  John  S.,  Ph.D. 

Department  of  J’syohology 
Edinboro  State  College 

Edinboro 
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Task  Force  Number  10 
( Continued ) 


Shame  s , 

George,  Dr. 

Speech  and  Theater  Arts, 
University  of  Pittsburgh 

Stokes, 

Jr. , Joseph,  M.D. 

Children's  Hospital 
of  Philadelphia 

Valero, 

Lucy  A. , Miss 

Pennsylvania  State 
Education  Association 

Wessel, 

Rosa,  D.S.W. 

The  School  of  Social  Work, 
University  of  Pennsylvania 

Resource  Consultant:  David  J.  Mullen,  Ed.D. 

Bureau  of  Teacher  Education 
Department  of  Public  Instruction 
Harrisburg 


Number  of  Official  Meetings:  5 
Report  Submitted:  October  13,  1964 


Pittsburgh 
Philadelph:| 
Harrisburg 
Phi  lade Iph: 
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Task  Force  Number  11 
FINANCING 

i 


Ijirman;  Mr.  Vincent  J. 

Fitzpatrick 


cTistein,  Jerome  L. , Mr. 

4 

JBinavino,  Michael,  Mr.  Erie  City  Council 


icmie,  Robert  C. , Mr.  Business  and  Financial 

Consultant 


.«30urce  Consultants;  Mr.  Charles  Erb 

Budget  Office 
Main  Capitol 
Harrisburg 


Hatboro 

Philadelphia 

Erie 

Pittsburgh 


Mr.  Jack  H.  Newman 
A.  E.  Rogers  Company 
Jewelers 
Scranton 


Imber  of  Official  Meetings: 


I port  Submitted: 


-729- 


Mental  Retardation 


Task  Force  Number  12 
RESEARCH 


Chairman:  Herbert  S.  Rhine smith  Professor  of  Chemistry 

Allegheny  College 


Meadville* 


Ph.D. 


Garrison,  Jr. , Mortimer,  Ph.D. 


Gorlow,  Leon,  Ph*D* 


Howland,  Allan  0.,  Dr. 


Kivitz,  Marvin  S.,  M.D, 


Reid,  L.  Leon,  Ph.D. 


Reier,  Kathryn  Dice,  Ed.D. 


Varva,  Frank  I.,  Ph.D. 


The  Woods  Schools  and  Resi- 
dential Treatment  Center 


Langhorne 


Pennsylvania  State  University 


Univers 

Park 


Learning  Disability  Clinic,  Philadelp 
Medical  College  of  Philadelphia 


Director  of  Rehabilitation, 
Elw3m  Training  School 


Department  of  Special  Edu- 
cation and  Rehabilitation, 
University  of  Pittsburgh 


Elwyn 

Pittsburg 


Bureau  of  Special  Services 
for  Pupils,  Department  of 
Public  Instruction 


Harrisbur 


Psychological  Services, 
Polk  State  School  and 
Hospital 


Polk 


Resource  Consultant;  Warren  J.  Muhlf elder,  M.D. 

Bureau  of  Research  and  Training 
Department  of  Public  Welfare 
Harrisburg 


Number  of  Official  Meetings:  4 
Report  Submitted:  September  11,  1964 


-730- 


Mental  Retardation 


Task  Force  Number  13 
PUBLIC  AWARENESS 


ihirman:  Mr.  Richard  L.  Merk 

Pennsylvania  Junior 
Chamber  of  Commerce 

Williamsport 

lars , Mr.  Paul 

The  Patriot  News  Newspapers 

Harrisburg 

(inson,  Theodore  E.  , M.D. 

Allegheny  County  Chapter 
Pennsylvania  Association 
Retarded  Children 

of 

for 

Pittsburgh 

iphart , John  F. , Mrs. 

Meadville 

["ein,  Joel,  Mr. 

Allentown 

.onard,  Jerome,  Mr. 

Warren 

.berts , John,  Mr. 

Pitt  sburgh 

Isen,  Morton  D. , Mrs. 

Harrisburg 

flker,  Jane,  Miss 

Clairton  High  School 

Clairton 

lige,  Mairy  Jayn,  Miss 

Sharon  Herald 

Sharon 

source  Consultant:  Mr.  John  H.  Baer 

Office  of  Public  Information 
Department  of  Public  Welfare 
Karri sburg 


imber  of  Official  Meetings:  2 
iport  Submitted:  October  13,  1964 
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Task  Force  Number  14 
DEPARTMENTS  OF  GOVERNMENT 


Chairman:  Mr.  Paul  R.  Reed 

Morrow,  John  E. , Mr. 

Schweiker,  Richard  S.,  Hon.  Member  of  Congress 

Strawsnyder,  Warren  F.,  Mr. 

VanSant,  John  T. , Hon.  Senate 

Resource  Consultant:  The  Honorable  Marian  E.  Markley 

House  of  Representatives 
Allentown 


Wallingj 

Allentov 

Norristc 

Downingt 

Allentov 


Number  of  Official  Meetings:  3 
Report  Submitted:  September  24,  1964 
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Task  Force  Number  15 
RELIGION  AND  THE  RETARDED 


tirman:  The  Reverend  William 

J.  Alberts,  S.T.B. 

lica,  Donald  R. , Dr. 

cen,  Harold  R.  , Rev 
iillan,  Ernest,  Rev. 

:fley,  Joanne,  Miss 

^Dk,  Thomas,  Rev. 


Christ  Episcopal  Church 


Special  Services,  Division 
of  Institutional  Ministers, 
American  Baptist  Home 
Mission  Societies 

Progress  Community 
Presbyterian  Church 

St.  John’s  Presbyterian 
Church 


Polk  State  School  and 
Hospital 


Youth  Study  Center 


Isource  Consultant:  Rabbi  Alex  J.  Goldman 
f West  Oak  Lane  Jewish  Center 

Philadelphia 


inber  Of  Official  Meetings:  1 


«port  Submitted:  September  24,  1964 


Media 

Valley  Forge 

Harrisburg 
Dev  on 

Polk 

Philadelphia 
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TASK  FORCE  ON  PROGRAM,  STRUCTURE  AND  FINANCE 


Subcotiimltt€@3 : 

PROGRAM  INTEGRATION 

William  Camp,  k.D.,  Chairman 

Clifford  J.  Bodarky,  Sk!.D. 

Joseph  C.  Dennis ton,  M.D. 

H.  Keith  Fischer,  M.D. 

Gordon  H,  Pritham,  Ph.D. 

Charles  L.  Wilbar,  Jr. , M.D. 
ex-officio  - Dr.  Floyd  0.  Flom 

STRUCTURE  (STATE) 

Dr.  1^1  oyd  6.  !^lom,  Chairman 
Joseph  Adlestein,  M.D. 

William  P.  Camp,  M.D. 

Joesph  C.  Dennis ton,  M.D. 

Ralph  E.  Dwork,  M.D. 

Norman  V.  Lourie 

Gordon  H.  Pritham,  Ph.D. 

ex-officio  - Lt.  Gov.  Ra3nnond  P.  Shafer 

STRUCTURE  (LOCAL  GOVERNMENT) 

5V"f:  " WcWiTr  “a^rrSan 

Charles  Celia 
John  Davis,  M.D. 

Mary  Ella  Robertson,  Ph.D. 

Charles  H.  Frazier 
Harold  Lewis 
Paul  Reed 

FINANCE  AND  SUBSIDY  PROGRAM 

Saomei  kegester,  b .(j.  , Aiairman 

Edward  Green 

Emannel  Kanfman 

Walter  Lang 

Lennox  Moak 

Robert  Sigmond 

Waldo  Trent ing,  M.D. 

John  Woman 
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\lduk,  Thomas  J.,  Esq. 


Dickey,  Dwight  L. 


Domke , Herbert  R. , M. 


look,  John  I.,  Hon. 


Leone  Hi,  Armand 


Meador,  Ralph  L. 


Young , Edward  P . 


Resource  Consultants: 


Regional  Committee  Members 
REGION  I 


Lawrence  County  Pennsylvania 
Association  for  Retarded 
Children,  New  Castle 


Lawrence 

County 


Special  Education,  V/estmoreland 
County  Schools,  South  Greensburg 


Westmoreland 

County 


I ^ 


Allegheny  County  Health 
Department,  Pittsburgh 


Allegheny 

County 


Judge,  Greene  County 
Waynes burg 


Greene 

County 


Pennsylvania  Association  for 
Retarded  Children,  Uniontown 


Fayette 

County 


Mental  Hygiene  Clinic 
Rochester 


Beaver 

County 


Program  Department 
ICDKA  “ Radio,  Pittsburgh 


Allegheny 

County 


Romulo  Gonzales,  M.D. 

Western  State  School  and  Hospital 
Canonsburg 


Dr,  Theodore  E.  Johnson 
Allegheny  County  Chapter 

Pennsylvania  Association  for  Retarded  Children 
Pittsburgh 


Milton  Kaplan 

United  Mental  Health  Services,  Inc. 
Pittsburgh 
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Barber,  Dr.  Gertrude  A. 


Black,  Richard,  Rev. 


Bower,  John  E.,  Jr. 


Hann,  Mrs.  Ray  D. 


Kephart,  f-lrs.  John  F. 


McClelland,  James  H.,  M.D. 


McIntyre,  William  F. 


Rodgers,  Herman  M. , Hon. 


Williams,  Lewis  D. , M.D. 


igional 


Committee  Members 


REGION  II 


Erie  School  District 
Erie 


Shenango  Valley  Ministerial 
Association,  Sharon 


Special  Education 
Brookville 


Pennsylvania  Association 
for  Retarded  Children 
Sharon 


Pennsylvania  Association 
for  Retarded  Children 
Meadville 


Polk  State  School  and 
Hospital,  Polk 


Industrial  Relations  Talon, 
Inc. , Meadville 


Judge,  Court  House 
Mercer 


Pennsylvania  Department  of 
Health,  Meadville 
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Erie 

County 


Mercer 

County 


Clarion 
Forest  & 
Jef  f ersc. 


kfercer 

County 


Crawf  ord 
County 


Venango 


Crawf  ord 


Mercer 

County 


Crawf  ord 
County 


Mental  Retardation 


Regional  Committee  Members 
REGION  III 


laro,  Mrs.  John  M. 

Everett 

Bedf  ord 
County 

'lanagan,  Edward  J. 

County  Commissioner 

Blair 

Hollidaysburg 

County 

Jreene , Patrick  M. 

AFL-CIO  Community 

Cambria 

Service  Activities 

J ohnst  own 

County 

latch,  Elmer,  Ph.D. 

J ohnst own 

Cambria 

County 

-IcDonald,  Alton  A.,  Hon. 

Court  House,  Ebensburg 

Cambria 

County 

^uicke,  Thelma  A. 

Altoona 

Blair  County 

leiley,  Henry  B.,  Jr. 

Somerset  Daily  American 

Somerset 

Somerset 

County 

Santella,  Angelo,  Esq. 

Altoona 

Blair  County 

Strayer,  Mrs.  Agnes 

Pennsylvania  Association  for 

Cambria 

Retarded  Children  & Mental  County 

Health  Association,  Johnstown 
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Gandland , Douglas,  Ph 

Davis,  David  E.,  Ph.D 

Elder,  Edwin  W. 

Hoffman,  Fred  E. 

Kopitsky,  Mrs.  Albert 

Lipez,  Abraham,  Hon. 

Patterson,  J.  Claire 

Thompson,  Mrs.  Paul 

Tupper,  Marian 

Williams,  Mrs.  David 
Wolf berg,  Galvin  J.  D 

Resource  Consultant: 


Regional  Committee  Members 
REGION  IV 


D.  Bucknell  University 

Lewisburg 


Pennsylvania  Association 
for  Retarded  Children 
State  College 


School  Psychologist 
Huntingdon 


County  Commissioner 
S unbury 


Pennsylvania  Association  for 
Retarded  Children,  Shamokin 


Court  House 
Lock  Haven 


Bloomsburg 


Millheim 


Athens 


Wellsboro 


0.  Northumberland 


Daniel  L.  Kirk,  M.D. 

Selinsgrove  State  School  and  Hospital 
Selins grove 


Union  Cli- 


Centre 

County 


Huntingoi 

Count; 


Nor  thumb] 
Counv 


Northuml^i 

Gounl? 


Clinton 

County 


Columbii 

County 


Centre 

County 


Bradf  ore 
County 


Tioga  Ceil 


Northumt  ] 
Count 
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Regional  Committee  Members 
REGION  V 


l.arnardina,  Sister  M. 

Marywood  College 

Scranton 

Lackawanna 

County 

rear,  Edgar 

Special  Education 

Montrose 

Susquehanna 

County 

ing,  Robert  T. 

Glendale 

Luzerne 

County 

ewis,  Mrs.  Clyde 

Brooklyn 

Susquehanna 

County 

'ajor,  Miss  Elma 

School  Guidance  Supervisor 
Dallas 

Luzerne 

County 

uggles , Mrs.  Harry 

Dallas 

Luzerne 

County 

.esource  Consultants: 

Joseph  Martin  Gannon 

University  of  Scranton 

Scrant on 

Sister  M.  St.  Dennis 

St.  Joseph's  Children’s 
& Maternity  Hospital 
Scranton 


Stephen  Pascucci,  M.D. 
Scranton 


Gasimir  Yanish 
Clarks  Summit 


John  V7illiams,  M.D. 
Great  Bend 
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Regional  Committee  Members 
REGION  VI 


Christman,  Floyd 


Ewing,  Maskell 


Heimbach,  Mrs.  Albert 


Henninger,  James  F.,  Hon. 


Klein,  Joel 


Marsh , J ohn  S . 


Masters,  Harry  V.,  Ph.D. 


Pipher,  Stuart 


Weaver,  Mrs.  Frank 


Mertzt own 


Eastman  Billion  Union 
Securities  & Company, 
Easton 


Palmert  on 


A 1 lent  own 


Allentown 


Bethlehem  Steel  Corporation, 
Bethlehem 


Reading,  Albright  College 


County  Commissioner 
Stroudsburg 


United  Cerebral  Palsy  of 
Schuylkill  County, 
Pottsville 


Resource  Consultants:  Mrs.  Gertrude  Apfelbaum 

Jim  Thorpe 


Stephen  Magyar 
Bethlehem 


Addison  Planz 
Emmaus 


Berks 

County 


Northampoi 

County 


Carbon 

County 


Lehigh 

County 


Lehigh 

County 


Northampnj 

County 


Berks 

County 


Monroe 

County 


Schuylki.. 

County 
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iirtram,  John,  M.D. 

:.ark,  Gerald,  M.D. 

i.tzpatrick,  Vincent 

'ave , Dr.  Charlotte 

aar,  Doris,  R.N. 

,^ons , Mrs.  John 

Ltchell,  Charles  T., 

otkonski,  Leopold,  M 

pare,  Mrs.  William 
eed , Mrs.  Carl 

oung,  Marechal-Neil , 


Regional  Committee  Members 
REGION  VII 


St.  Christopher’s  Hospital 
Philadelphia 


Elwyn  School 
Elwyn 


Hatboro 


Woods  School  and  Residential 
Treatment  Center,  Langhorne 


St.  Christopher’s  Hospital 
Philadelphia 


Villanova 


Jr.  Department  of  Recreation 

Philadelphia 


. D.  Pennhurst  State  School 

Spring  City 


Doylestown 


Child  Care  Service 
Media 


Ph.D.  Harrington  School 
Philadelphia 


Philadelphia 

County 


Delaware 

County 


Montgomery 

County 


Bucks  County 


Philadelohia 

County 


Delaware 

County 


Philadelphia 

County 


Chester 

County 


Bucks  County 


Delaware 

County 


Philadelphia 

County 
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Abbott,  Eugene  R. 

Beers,  Luther  S. 

Brown,  Mrs.  William  R. 

Eaton,  Hamblen  C. , M.D 

Gerlach,  Harry,  Ph.D. 

Lippa,  Murray  D. 

Sabloff,  Jack,  M.D, 

Shadle,  Robert  J.,  Hon 
Zimmermann,  Joseph 

Resource  Consultants: 


Regional  Committee  Members 
REGION  VIII 


Public  Assistance  Board 
McGonnellsburg 


Olmsted  Air  Force  Base 

Kidd  let  ovm 


Fulton  iii 
County  1 


Cumber  lal;^ 
County  I 


Fayetteville 


Franklinft 
County  ! 


Harrisburg  State  Hospital 
Harrisburg 


Dauphin  4;: 
County 


County  Superintendent  of 
Schools,  Lancaster 


Lancaste  tJi 
County  : 


Olmsted  Air  Force  Base 

^■iddIo  t ovm 


Cumber  la  i 
County  ' 


Division  of  Maternal  and  Child  Dauphin 

Health,  Harrisburg  County 


Court  House,  York 


York  Com:; 


Annville 


Lebanon 

County 


Thomas  Fletcher,  M.D. 

Children’s  Diagnostic  Center  of  Harrisburg 
Harrisburg  (Polyclinic  Hospital) 


Joseph  C.  Denniston,  M.D. 

Bureau  of  Services  for  the  Mentally  Retarded 

Department  of  Public  Welfare 

Harrisburg 


Carl  Saylor 
Industries  Limited 


June  Smith,  Sd.D.  j 
Special  Education 
Lancaster  County  Sci 
Lancaster 
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l.liott,  Mrs.  Thomas 


lionelli,  Armand 


Iitterson,  Edward  J. 


;iuibb,  Miss  Dorothy 


hung,  Edward  P. 


County  Coordinators 
REGION  I 


Lawrence  County  Federation 
of  Women’s  Clubs,  New  Castle 


Pennsylvania  Association  for 
Retarded  Children,  Uniontown 


Special  Education,  Greene 
County  Schools,  Waynesburg 


Special  Education,  Washington 
County  Schools,  Washington 


Program  Department 
KDKA  - Radio,  Pittsburgh 


Lawrence 

County 


Fayette 

County 


Greene 

County 


IJashington 

County 


Allegheny 

Cour*+:y 
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Anderson,  Mrs.  Horace  B. 


Caro,  Mrs.  John  M. 
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1310  MENTAL  HEALTH  ACT  OF  1951 
(Act  of  June  12,  1951,  P.-.  533  ainended) 


ARTICLE  I 

Preliminary  Provisions 

The  General  Assembly  of  the  Common- 
wealth of  Pennsylvania  hereby  enacts  as  fol- 
lows: 

SECTION  101.  Short  Title.— This  act  shall 
be  known  and  may  be  cited  as  “The  Mental 
Health  Act  of  1951.” 

SECTION  102.  Definitions. — As  used  in  this 
act  unless  the  context  clearly  indicates  other- 
wise, the  following  words  and  phrases  shall 
have  the  following  meanings: 

(1)  “Care”  shall  include  reception,  deten- 
tion, transfer,  leave  of  absence,  discharge, 
custody,  care,  treatment,  maintenance,  sup- 
port, segregation,  education,  culture, training, 
discipline,  improvement,  rehabilitation,  occu- 
pation, emplo3Tnent,  medical  and  surgical 
treatment,  and  nursing,  food  and  clothing, 

(2)  “Court”  shall  mean  the  court  of  common 
pleas  or  other  court  of  record  having  juris- 
diction, or  law  judge  thereof,  of  the  county  in 
which  the  patient  is  or  resides. 

(3)  “Psychiatrist”  shall  mean  a qualified 
physician  who,  by  a minimum  of  five  (5)  years 
of  training  and  experience,  has  acquired  spe- 
cialized skill  and  learning  in  mental  and  ner- 
vous disorders  and  related  conditions  and 
who  has  thereby  achieved  professional  stand- 
ing in  the  medical  specialty  of  psychiatry. 

(3.1)  “Psychologist”  shall  mean  a person 
who,  by  years  of  study,  training  and  experi- 
ence, has  achieved  professional  recognition 
and  standing  in  the  field  of  clinical  psychology. 
To  such  qualifications  is  added  any  legislative 
status  that  may  hereafter  be  enacted.  This 
term  shall  include  “public  school  psycholo- 
gist.” 

(4)  “Criminal  tendency”  shall  mean  a tend- 
ency to  repeat  offenses  against  the  law  or  to 
perpetrate  new  offenses , as  shown,  by  repeated 
convictions  for  such  offenses  or  tendency  to 
habitual  delinquency. 

(5)  “Department”  shall  mean  the  Depart- 
ment of  Welfare  or  such  other  department  to 
which  its  powers  and  duties  relating  to  mental 
health  may  be  transferred. 

(6)  “Epileptic”  shall  mean  any  person  who 
is  or  is  thought  to  be  suffering  from  a pri- 
mary convulsive  disorder  or  its  equivalent 
manifestation. 

(7)  “Inebriate”  shall  mean  a person  who  is 
so  habitually  addicted  to  the  use  of  alcoholic 
or  other  intoxicating  or  narcotic  substances 
as  to  be  imable  or  unwilling  to  stop  the  ex- 
cessive use  of  such  substances  without  help. 
The  term  shall  include  “dipsomaniac,”  “drug 
addict,”  and  “habitual  dnmkard.” 


(8)  “Institution”  shall  mean  any  State  or 
licensed  place,  public  or  private,  for  the  care 
of  patients.  The  term  shall  include  “mental 
hospital,”  “school,”  “village,”  and  every 
other  place,  by  whatever  name  called,  caring 
for  patients,  whether  or  not  for  compensation. 

(9)  “Mental  defective”  shall  mean  a person 
who  is  not  mentally  ill  but  whose  mental  de- 
velopment is  so  retarded  that  he  has  not  ac- 
quired enough  self-control,  judgment  and  dis- 
cretion to  manage  himself  and  his  affairs,  and 
for  whose  welfare  or  that  of  others  care  is 
necessary  or  advisable.  The  term  shall  in- 
clude “feeble-minded,”  “moron,”  “idiot”  and 
“imbecile,”  but  shall  not  include  “mental  ill- 
ness,” “inebriate”  and  “senile.” 

(10)  “Mental  hospital”  shall  mean  any  in- 
stitution intended  primarily  for  the  care  of 
patients  w'ho  are  or  are  thought  to  be  mentally 
ill. 

(11)  “Mental  illness”  shall  mean  an  illness 
which  so  lessens  the  capacity  of  a person  to 
use  his  customary  self-control,  judgment  and 
discretion  in  the  conduct  of  his  affairs  and 
social  relations  as  to  make  it  necessary  or 
advisable  for  him  to  be  under  care.  The  term 
shall  include  “insanity,”  “unsoundness  of 
mind,”  “lunacy,”  “mental  disease,”  “mental 
disorder,”  and  all  other  tj'pes  of  mental  cases, 
but  the  term  shall  not  include  “mental  de- 
ficiency,” “epilepsy,”  “inebriety,”  or  “se- 
nility,” unless  mental  illness  is  superimposed. 

(12)  “Patient”  shall  mean  any  individual  for 
v'hom  admission  is  being  sought  in,  or  who  is 
under  observation,  care  or  treatment,  in  an 
institution  pursuant  to  this  act. 

(13)  “Qualified  physician”  .shall  mean  a 
physician  who  has  been  (1)  a resident  ofPenn- 
sylvania  for  at  least  one  year,  (2)  licensed  in 
Pennsylvania  to  practice  medicine  and  surgery 
within  the  scope  of  the  act,  approved  the  third 
day  of  June,  one  thousand  nine  hundred  eleven 
(Pamphlet  Laws  639),  as  amended,  or  osteo- 
pathy or  osteopathic  surgery  within  the  scope 
of  the  act,  approved  the  nineteenth  day  of 
March,  one  thousand  nine  hundred  nine  (Pam- 
phlet Laws  46),  as  amended,  and  (3)  in  the 
actual  practice  of  medicine  or  osteopathy  for 
at  least  three  years,  or  has  had  at  least  one 
year’s  experience  as  a medical  or  an  osteo- 
pathic physician  in  an  institution. 

(14)  “School”  shall  mean  any  institution  for 
the  care  of  mental  defectives  or  epileptics. 
The  term  shall  include  “village,”  “training 
school,”  “colony,”  or  other  institution,  by 
whatever  name  called,  for  the  care  of  such 
patients. 

(15)  “Superintendent”  shall  mean  the  phy- 
sician in  charge  of  the  administration  of  an 
institution,  or  physician  acting  as  such  in  his 
stead  or  under  his  direction. 
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(16)  “Transfer”  shall  mean  the  removal  of 
a patient  from  one  institution  to  another  for 
the  same  kind  of  patients,  without  other  pro- 
cedure for  admission  than  that  prescribed  by 
the  department. 

(17)  “Trustees”  shall  mean  thepersons or- 
ganized for  the  general  direction  and  control 
of  the  property  and  management  of  an  institu- 
tion. The  term  shall  include  “board  of  trus- 
tees,” “board  of  managers,”  “managers,” 
“directors,”  “board  of  directors.”  Theterm 
shall  not  include  “superintendent.” 

SECTION  103.  Effective  Date. --The  provi- 
sions of  this  act  shall  take  effect  on  the  first 
day  of  January,  one  thousand  nine  hundred 
fifty-two,  except  that  the  provisions  of  Article 
DC  shall  apply  only  to  proceedings  instituted 
on  or  after  that  date. 

ARTICLE  II 
Institutions  for  Patients 

A.  In  General 

SECTION  201.  Places  for  the  Care  of  Pa- 
tients.— 

(a)  In  this  Commonwealth  patients  shall  be 
cared  for — 

(1)  In  the  following  institutions 
Allentown  State  Hospital 
Danville  State  Hospital 
Farview  State  Hospital 
Harrisburg  State  Hospital 
Norristown  State  Hospital 
Warren  State  Hospital 
Wernersville  State  Hospital 
Torrance  State  Hospital 
Laurelton  State  School  and  Hospital 
Pennhurst  State  School  and  Hospital 
Polk  State  School  and  Hospital 
Selinsgrove  State  School  and  Hospital 
Western  Psychiatric  Institute  & Clinic 
Clarks  Summit  State  Hospital 
Dixmont  State  Hospital 
Embreeville  State  Hospital 
Hollidaysburg  State  Hospital 
Philadelphia  State  Hospital 

Retreat  State  Hospital 
Somerset  State  Hospital 
Woodville  State  Hospital 
Mayview  State  Hospital 
Eastern  Pennsylvania  Psychiatric 
Institute 

(2)  In  such  other  institutions  as  may  be 
taken  over  or  created  by  the  Commonwealth. 

(3)  In  such  institutions  as  shall  have  pro- 
cured licenses  from  the  department  in  ac- 
cordance with  the  provisions  of  this  act. 

(b)  The  authorities  of  general  hospitals  may 
set  ^art,  establish  and  maintain  beds, 
wards  or  departments  for  the  temporary  care 


of  patients,  upon  procuring  licenses  from  the 
department  in  accordance  with  the  provisions 
of  this  act  and  under  such  conditions  as  may 
be  approved  by  the  department. 

SECTION  202.  Political  Subdivisions  Not  to 
Operate  Institutions. — No  political  subdivision 
or  ward  shall  operate  or  maintain,  in  whole 
or  in  part,  any  institution  for  the  care  of  pa- 
tients, except  beds,  wards  or  departments  in 
general  hospitals,  for  temporary  care  of  pa- 
tients, as  hereinbefore  provided. 

B.  Private  Institutions 

SECTION  211.  License  Required;  Penalty. — 

(a)  No  per  son,  partnership,  association,  bus- 
iness corporation,  non  profit  corporation,  or 
any  group  of  individuals  however  organized, 
shall  operate,  on  and  after  the  effective  date 
of  this  act,  any  institution,  other  than  a State 
institution,  for  the  care  of  patients,  without 
having  first  procured  from  the  department, 
in  accordance  with  the  provisions  of  this  act, 
an  annual  license  to  operate  such  institution. 

(b)  Any  person,  partnership,  association, 
business  corporation  or  nonprofit  corporation, 
or  any  partner,  director,  officer  or  agent 
thereof,  who  violates  the  provisions  of  this 
section  shall,  upon  summary  conviction  there- 
of, be  sentenced  to  pay  a fine  not  to  exceed 
one  thousand  dollars  ($1000)  or  to  undergo 
imprisonment  not  exceeding  one  year,  or  both. 

SECTION  212.  Application  for  and  Grant  of 
License. — 

(a)  Every  person,  other  than  a State  insti- 
tution, desiring  to  operate  an  institution,  shall 
annually  file  with  the  department  an  applica- 
tion for  a license. 

(b)  The  application  shall  be  on  a form  pre- 
scribed, prepared  and  furnished  by  the  depart- 
ment and,  together  with  such  information  as 
the  department  requires,  shall  state — 

(1)  The  name  and  address  of  the  applicant 
and  of  the  trustees  and  superintendent  of  the 
institution,  and  the  names  and  addresses  of 
all  the  partners  or  officers  of  a partnership 
or  association  or  corporation,  together  with 
the  address  of  the  principal  office,  and  state 
of  registration,  organization  or  incorporation. 

(2)  The  location  of  the  institution. 

(3)  The  facilities  of  the  institution  for  the 
care  of  patients,  including  sanitary  and  fire 
protection  facilities. 

(c)  Upon  receipt  of  an  application  for  a li- 
cense, the  department  shall  make  a thorough 
investigation  of  the  character,  financial  re- 
sponsibility and  qualifications  of  the  applicant, 
if  the  applicant  is  a partnership,  association 
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or  corporation,  of  the  officers  or  partners, 
as  the  case  may  be;  of  the  trustees  and  su- 
perintendent of  the  institution;  the  adequacy  of 
the  facilities  of  the  institution  to  furnish  the 
type  of  care  and  service  specified  in  the  ap- 
plication; the  sanitary  and  fire  protection  fa- 
cilities; and  any  other  matter  or  thing  which 
the  department  deems  proper. 

(d)  If  satisfied  that  the  applicant  is  qualified 
and  responsible,  and  that  the  place  sought  to 
be  used  as  an  institution  is  a suitable  place 
for  the  care  of  patients  and  is  properly 
equipped  therefor,  the  department  shall  issue 
a license  to  the  applicant,  upon  the  payment  of 
a license  fee  of  fifty  dollars  ($50)  which  shall 
be  paid  into  the  State  Treasury  through  the 
Department  of  Revenue,  which  fee  shall  not  be 
required  in  the  licensure  of  governmental 
public  institutions  and  nonprofit  institutions. 

(e) *  If,  after  investigation,  the  department 
is  not  satisfied  that  the  applicant  should  re- 
ceive a license  under  this  section,  it  shall 
notify  the  applicant  of  its  decision  refusing  to 
issue  the  license.  Such  decision  shall  be  final. 

(e)  No  person  who,  because  of  inability  to 
satisfy  the  character  requirements  deemed 
necessary  by  the  department,  has  been  re- 
fused a license  shall  thereafter  be  in  any  way 
connected  with  any  private  nursing  home, 
private  home  for  aged  persons,  or  any  private 
hospital  licensed  pursuant  to  the  provisions  of 
this  act. 

SECTION  213.  Transfer  of  Private  Institu- 
tions to  Commonwealth. — Whenever  the  board 
of  directors  of  any  corporation  incorporated 
under  the  laws  of  this  Commonwealth  for  the 
purpose  of  the  support  of  an  institution  for 
the  care  of  mental  defectives,  epileptics  or 
mentally  ill  persons  shall  determine  that  it 
will  be  for  the  best  interests  of  such  persons 
then  in  its  charge,  it  may  transfer  to  the  Com- 
monwealth absolute  title  in  fee  simple  to  all 
of  its  properties,  possessions  and  endown- 
ments,  real  and  personal,  together  with  the 
care  of  the  persons  then  in  its  charge.  Upon 
the  recommendation  of  the  Secretary  of  Wel- 
fare, approved  by  the  Governor,  the  Common- 
wealth shall  accept  such  transfer.  All  moneys 
previously  appropriated  to  such  corporation 
which  remain  unexpended  after  payment  of  all 
of  its  debts  and  liabilities  shall  be  expended 
by  the  department  for  the  maintenance  of  the 
properties  so  transferred  and  the  care  of  the 
persons  housed  thereon. 


*Note;  Two  subsections  lettered  (e)  were  ad- 
ded to  Section  212.  One  by  Act  of  Jan- 
uary 2,  1952,  P.L.  1820,  is  placed 
first;  the  second  by  Act  of  January  14, 
1952,  P.L.  2053  appears  below. 


SECTION  214.  Revocation  of  License. --The 
department  shall  have  the  power,  after  hear- 
ing, to  revoke  any  license  issued  under  this 
act,  whenever  it  shall  appear  that  the  licensed 
institution  is  being  operated  in  violation  of  the 
laws  of  this  Commonwealth  or  rules  or  regu- 
lations thereunder  pertaining  to  the  operation 
of  mental  hospitals,  or  whenever  the  depart- 
ment shall  determine  that  the  holder  of  the 
license  would  not  be  qualified  to  receive  a 
license  if  application  for  such  license  were 
made  under  Section  212  of  this  act. 

Any  person  aggrieved  by  the  action  of  the 
department  in  revoking  his  license  may  appeal 
to  the  Court  of  Common  Pleas  of  Dauphin 
County,  the  jurisdiction  of  which  shall  be  lim- 
ited to  a consideration  of  whether  or  not  the 
department  abused  its  discretion  in  revoking 
such  license. 

C.  State  Institutions 

SECTION  221.  Outpatient  and  Psychiatric 
Clinical  Services. --To  promote  prevention, 
early  recognition  and  treatment  of  mental  ill- 
ness, mental  defect,  epilepsy  and  inebriety, 
the  department  may  establish,  extend,  operate, 
maintain  and  provide  outpatient  services  in 
conjunction  with  State  institutions,  and  sepa- 
rate psychiatric  clinical  services,  and  may  fix 
and  establish  charges  for  such  services. 

SECTION  222.  Relocation  and  Establish- 
ment of  Additional  Institutions. — 

(a)  The  department  may  recommend  to  the 
Governor  the  establishment  of  new  institutions 
for  the  care  of  persons  afflicted  with  any  men- 
tal illness,  mental  defect,  inebriety  or  epilep- 
sy, or  the  relocation  of  present  institutions  un- 
der the  supervision  of  the  department,  where  it 
appears  that  a present  institution  is  no  longer 
fit  for  use  or  for  reconstruction,  and  that  the 
conditions  of  its  water  supply,  sewerage,  lo- 
cation or  environment  justify  its  abandonment. 

(b)  Upon  receiving  the  recommendations  of 
the  department,  the  Governor,  if  he  approves, 
shall  direct  the  Department  of  Property  and 
Supplies  to  determine  desirable  sites  within 
the  areas  recommended  by  the  department  for 
the  erection  of  such  institutions.  Such  sites 
shall  provide  ample  water  supply  and  be  capa- 
ble of  adequate  sewerage  and  drainage.  Con- 
sideration shall  be  given  to  the  needs  for  ex- 
pansion over  a period  of  fifty  years.  The 
quality  of  soil  and  the  acreage  obtained  shall 
be  sufficient  for  the  most  productive  agricul- 
tural emplo3rment  of  the  type  of  persons  for 
which  the  institution  is  planned. 

(c)  After  the  Governor  has  approved  a site 
from  among  those  proposed  by  the  Depart- 
ment of  Property  and  Supplies,  the  Depart- 
ment of  Property  and  Supplies  shall  acquire 
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the  land  and  improvements  thereon  by  pur- 
chase or  by  condemnation,  and  shall  proceed 
with  the  construction  of  necessary  buildings 
and  facilities,  following  the  recommendations 
of  the  Department  of  Welfare  and  the  Gover- 
nor’s approval.  The  cost  of  such  land,  build- 
ings and  facilities  shall  be  paid  from  appro- 
priations made  for  such  purpose. 

(d)  Upon  completion  of  the  institution,  it 
shall  be  administered  by  the  same  board  of 
trustees  as  was  appointed  for  the  institution 
which  was  relocated.  The  name  for  any  new 
institution  shall  be  selected  by  the  department 
with  the  Governor’s  approval^  and  shall  be 
indicative  of  the  political  subdivision  in  or 
near  which  such  institution  is  located. 

(e)  Admissions  and  commitments  to  any  in- 
stitution established  or  relocated  under  the 
provisions  of  this  section,  and  transfer,  re- 
lease, discharge  or  leave  of  absence  there- 
from, shall  be  as  provided  in  this  act. 

(f)  The  Board  of  Commissioners  of  Public 
Groimds  and  Buildings  shall  advertise  publicly 
in  newspapers  of  general  circulation  for  offers 
to  purchase  lands  and  buildings  no  longer  used 
by  the  Commonwealth  for  institutional  pur- 
poses, and  may  make,  award  and  execute  deed 
of  conveyance  to  the  highest  responsible  bid- 
der. The  board  shall  have  the  power  to  reject 
any  and  all  bids,  and  to  postpone  offer  of  sale 
from  time  to  time.  The  costs  of  sale  shall  be 
paid  from  the  biennial  appropriation  for  sal- 
aries and  general  expenses  of  the  Department 
of  Property  and  Supplies. 

SECTION  223.  Retransfer  of  Property  from 
Commonwealth  to  Political  Subdivisions. — (a) 
Any  property,  real  or  personal,  transferred 
to  and  vested  in  the  Commonwealth  in  accord- 
ance with  the  act,  approved  the  twenty-ninth 
day  of  September,  one  thousand  nine  hundred 
thirty-eight  (Pamphlet  Laws  53),  and  its  re- 
enactments and  amendments,  if  found  unsuita- 
ble for  use  as  a State  institution,  or  if  aban- 
doned by  the  Commonwealth  as  such  an  insti- 
tution before  substantial  improvements  thereto 
have  been  made,  shall  revert  to  and  vest  in 
the  political  subdivision  or  ward  from  which 
transferred,  and  the  Commonwealth  shall  have 
no  further  claim  or  title  thereto. 

(b)  If  any  personal  property  originally  trans- 
ferred to  the  Commonwealth  cannot  be  returned 
to  the  p.ollticai  subdivision  or  ward,  other  per- 
sonal property  of  equivalent  value  may  be  re- 
turned, or  the  value  thereof  at  the  date  of  re- 
turn may  be  paid  by  the  Commonwealth  to  the 
political  subdivision  or  ward  from  funds  ap- 
propriated to  the  department  for  such  purpose. 

SECTION  224.  Obligations  and  Rights  of  Po- 
litical Subdivisions. — (a)  All  obligations  in- 


curred by  a political  subdivision  or  ward  by 
reason  of  the  erection,  acquisition  or  mainte- 
nance of  an  institution,  or  of  a place  for  the 
care  and  maintenance  of  indigent  persons  who 
are  not  patients,  which  were  outstanding  on 
the  date  that  the  Commonwealth  took  over  the 
operation  and  management  of  such  institution 
or  place,  or  ordered  such  institution  or  place 
closed  in  accordance  with  the  provisions  of 
the  act,  approved  the  twenty-ninth  day  of  Sep- 
tember, one  thousand  nine  hundred  thirty- 
eight  (Pamphlet  Laws  53),  its  reenactments 
and  amendments,  shall  remain  the  obligations 
of  the  political  subdivision  or  ward,  and  shall 
be  paid  in  the  same  manner  as  though  the  op- 
eration and  management  still  remained  in  the 
political  subdivision  or  ward.  For  the  pay- 
ment of  such  obligations,  the  authorities  of 
such  political  subdivision  or  ward  may  con- 
tinue to  levy  and  collect  taxes  as  if  control  and 
management  were  still  vested  in  the  political 
subdivision  or  ward. 

(b)  All  amounts  due  any  political  subdivision 
or  ward  for  the  care  of  any  patient  in  any  in- 
stitution or  place  for  the  care  and  maintenance 
of  indigent  persons  transferred  to  the  Com- 
monwealth, that  had  accrued  and  remained  un- 
paid on  the  date  that  the  Commonwealth  took 
over  the  operation  and  management  of  the  in- 
stitution or  place,  or  on  the  date  such  insti- 
tution or  place  was  closed,  may  be  collected 
by  the  political  subdivision  or  ward  in  the 
same  manner  as  if  the  control  and  manage- 
ment were  still  vested  in  the  political  sub- 
division or  ward. 

(c)  Where  there  is  a claim  against  the  estate 
of  any  patient,  both  on  behalf  of  the  Common- 
wealth and  on  behalf  of  a political  subdivision 
or  ward,  and  there  is  not  sufficient  in  the 
estate  to  pay  both  claims  in  full , payment  shall 
be  made  to  the  Commonwealth  and  the  political 
subdivision  or  ward  in  the  proportion  of  the 
amount  of  maintenance  legally  recoverable  by 
each. 

SECTION  225.  Management  of  Institutions 
Taken  over  from  Political  Subdivisions. — (a) 
Each  institution  taken  over  by  the  Common- 
wealth from  a political  subdivision  or  ward 
in  accordance  with  the  provisions  of  the  act, 
approved  the  twenty-ninth  day  of  September, 
one  thousand  nine  hundred  thirty-eight  (Pam- 
phlet Laws  53),  its  reenactments  and  amend- 
ments, which  the  Governor  has  directed  the 
department  to  operate  and  manage,  shall  be 
operated  and  managed  by  the  department  as  a 
State  institution.  The  department,  in  managing 
and  operating  any  such  institution,  shall  have 
all  the  powers  and  perform  all  the  duties  vest- 
ed in  and  imposed  upon  boards  of  trustees  of 
similar  State  institutions  by  the  act,  approved 
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the  ninth  day  of  April,  one  thousand  nine  hun- 
dred twenty-nine  (Pamphlet  Laws  177),  and  its 
amendments,  known  as  The  Administrative 
Code  of  one  thousand  nine  himdred  twenty-nine. 

(b)  All  patients  in  any  instituticm  at  die  time 
the  management  and  operation  thereof  was  as- 
sumed by  the  department  shall  have  die  same 
status  as  if  originally  committed  or  admitted 
to  a State  institution.  Commltinents  may  be 
made  to  any  such  institution,  patients  may  be 
cared  for  therein,  and  transfers  may  be  made 
therefrom  and  thereto,  in  the  same  maimer 
and  in  accordance  with  provisions  of  this  act 
applying  to  other  similar  Stats  institutions. 
ITie  department  shall  have  power  to  designate 
the  coimties  or  parte  thereof  of  the  Common- 
wealth from  which  commitments  may  be  made 
to  each  institution. 

SECTION  226.  Qualifications,  etc.,  of  Su- 
perintendents.— The  superintendent  of  every 
State  institution  shall  be  a physician  with  at 
least  seven  years  training  or  experience,  or 
both,  in  the  care  of  patients. 

SECTION  227.  (Repealed.  January'  14,  1952, 
P.L.  2053.) 

SECTION  228.  Ex  Officio  Visitation.— In  gd- 
dltion  to  the  visitation  and  inspection  powers 
of  the  department,  the  Governor,  the  several 
courts  of  the  Commonwealth  and  the  members 
of  the  legislature  shall  be  ex  officio  visitors 
of  State  institutions. 

SECTION  229.  Acceptance  of  Gifts. ^ — The 
trustees  of  every  State  institution,  with  the  ap- 
proval of  the  department,  may  accept  grants, 
devises  or  gifts  of  real  property  or  any  inter- 
est therein,  which  or  the  income  of  which  shall 
be  used  for  the  benefit  of  the  patients  of  the 
institution  or  shall  be  devoted  to  the  general 
use  of  the  Institution. 

SECTION  230.  Purposes  of  State  Institu- 
tions.— 

(a)  The  department  shall  determine  and 
designate  the  type  of  patients  to  be  admitted 
to  and  cared  for  in  all  State  institutions,  ex- 
cept as  otherwise  provided  in  this  section. 

(b)  The  Farview  State  Hospital  shall  be  de- 
voted to  the  care  of  patients  convicted  of  crime 
or  with  criminal  tendencies  and,  upoa  petition 
and  order  of  court,  after  a hearing,  notice  of 
which  was  given  to  the  next  of  kin  or  person 
responsible,  if  any,  those  persons  requiring 
maximum  supervision. 

(c)  The  Polk  and  Pennhurst  State  Schools 
shall  be  exclusively  devoted  to  the  care  of 
mental  defectives  of  ail  ages,  and  shall  pro- 
vide separate  classifications  for  the  various 
grades  of  patients. 


(d)  (Repealed  in  effect  ) 

(e)  The  Laurelton  State  Villa.ge  shall  be  ex- 
clusively devoted  to  the  care  of  mentally  de- 
ficient women  of  child-bearing  age,  and  shall 
provide  separate  classification  for  the  various 
grades  of  patients. 

(f)  The  Selinsgrove  State  School  shall  be 
devoteii  to  the  care  of  mental  defectives  of  a)l 
ages  as  well  as  to  the  care  of  epileptics. 

(g)  The  Western  Psychiatric  Institute  and 
Clinic  and  the  Eastern  Pennsylvania  Psychi- 
atric Institute  shall  be  devoted  to  jtudy  and 
research  into  the  causes,  treatment,  preven- 
tion and  care  of  the  various  types  of  nervous 
disorders,  mental  illness,  mental  defects  and 
epilepsy.  In  furtherance  of  such  purposes, 
they  shall — 

(1)  Provide  both  undergraduate  and  grad- 
uate students  studying  to  beccmegener ad  med- 
ical practitioners  with  a technical  background 
of  training  in  mental  illness; 

(2)  P.rovjde  regular  courses  of  sbidy  for 
personnel  of  State  instirutions; 

(3)  Deal  with  the  mental  hygiene  of  the  nor- 
mal child  in  the  way  of  study  and  training; 

(4)  Study  the  problems  of  eiiministering 
mental  institutione  and  a Commonwealth  men- 
tal health  program;  and 

(5)  Train  and  teach  nurses  and  other  per- 
sonnel necessary  in  the  care  and  prevention 
of  mental  illness,  mental  defect  and  epilepsy. 

SECTION  231.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

ARTICLE  m 

Admission  and  Commitment  of  Patients 
A,  Voluntary  Admission 

SECTION  301.  Application  for  Voluntary 
Admission. -“(a)  Application  for  voluntary  ad- 
mission as  a patient  may  be  made — 

(1)  3y  any  person  thought  to  be  mentally  ill, 
to  the  superintendent  of  any  mental  hospital. 

(2)  By  any  epileptic  twenty-one  years  of 
age  or  older,  to  the  superintendent  of  any 
school  or  institution  for  the  care  cf  epileptics. 

(S)  By  any  inebriate,  to  the  superintendent 
of  eoiy  mental  hospital,  institution  for  the  care 
of  inebriates,  or  of  any  general  hospital  main- 
taining a psychiatric  department  or  ward. 

(4)  In  the  interest  of  any  person  under 
twenty-one  years  of  age  thought  to  be  mentally 
ill,  to  the  superintendent  of  any  mental  hos- 
pital. 

(b)  Every  such  application  shall  be  in  writ- 
ing and  signed  by  the  applicant  in  the  presence 
of  at  least  one  witness.  In  the  case  of  a per- 
son under  twenty-one  years  of  age,  the  appli- 
cation shaU  be  in  writing  and  signed  by  the 
person’s  parent  or  guardian  or  other  person 
liable  for  his  support. 
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SECTION  302.  Examination  and  Admission 
of  Voluntary  Patient. — The  superintendent  re- 
ceiving an  application  for  voluntary  admission 
shall  examine  the  applicant.  If  he  finds  that 
the  applicant  is  mentally  competent  to  make 
such  application  and  that  he  is  in  need  of  care 
and  will  be  benefited  by  admission,  he  may 
admit  the  applicant  as  a patient. 

SECTION  303.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

SECTION  304.  Limits  of  Detention  of  Vol- 
untary Patients;  Notice  to  Relatives,  etc.— 

(a)  No  person  volimtarily  admitted  shall  be 
detained  for  more  than  ten  days  after  he  has 
given  written  notice  to  the  superintendent  of 
his  intention  or  desire  to  leave  the  institution 
where  he  is  detained. 

(a.l)  No  person  under  twenty-one  years  of 
age  admitted  shall  be  detained  for  more  than 
ten  days  after  the  person  who  applied  for  his 
admission  has  given  written  notice  to  the  su- 
perintendent of  intention  or  desire  to  remove 
the  patient.  Under  no  circumstances,  shall  a 
person  under  twenty-one  years  of  age,  ad- 
mitted voluntarily,  remain  a patient  for  more 
than  thirty  days  unless  prior  to  the  expiration 
of  such  thirty  day  period  an  order  of  court  is 
obtained  committing  the  person  to  the  institu- 
tion. It  shall  be  the  duty  of  the  Department  of 
Public  Welfare  to  advise  the  person  admitted 
of  his  right  to  release  unless  such  order  of 
court  is  obtained  and  also  of  his  rights  with 
respect  to  the  hearing  before  the  court. 

(b)  In  any  case  where  the  superintendent 
finds  it  inadvisable  to  discharge  a person 
thought  to  be  mentally  ill,  he  shall  notify  the 
patient’s  friends,  relatives  or  other  persons 
liable  for  his  support,  or  the  institution  dis- 
trict of  the  person’s  residence. 

B.  Admission  on  ^plication,  etc.,  with 
Qualified  Physician’s  Certificate. 

SECTION  311.  Admission  by  Superintendent 
on  Application  of  Relative,  etc.,  and  Physi- 
cian’s Certificate. — (a)  Application  for  ad- 
mission as  a patient  may  be  made  in  the  in- 
terest of — 

(1)  Any  person  who  spears  to  be  mentally 
ill  or  in  such  condition  as  to  need  the  care 
required  by  persons  who  are  mentally  ill,  to 
the  superintendent  of  any  mental  hospital;  or, 

(2)  Any  resident  mental  defective  imder 
twenty  years  of  age  and  incapable  of  being 
properly  educated  and  trained  in  the  public 
schools,  or  over  twenty  years  of  age  and  of 
such  inoffensive  habits  as  to  make  him  a sub- 
ject for  classification  and  discipline  in  a 
school,  to  the  superintendent  of  any  school;  or. 
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(3)  Any  epileptic  twenty-one  years  of  age 
and  over,  to  the  superintendent  of  any  school 
or  institution  for  the  care  of  epileptics. 

(b)  Application  may  be  made  by  the  patient’s 
relative,  friend,  legal  guardian,  the  person 
having  his  custody  or  the  liability  for  his  sup- 
port, by  any  other  responsible  person  or,  in 
the  case  of  a patient  having  no  legal  guardian 
or  available  responsible  friend  or  relative,  by 
the  executive  officer  or  an  authorized  agent  of 
a health  or  welfare  organization. 

(c)  Every  application  shall  be  in  writing  on 
a form  prescribed  by  the  department. 

(d)  Every  application  shall  be  accompanied 
by  the  certificate  of  one  qualified  physician 
in  the  case  of  a mental  defective  or  epileptic, 
and  two  qualified  physicians  in  the  case  of  a 
person  thought  to  be  mentally  ill.  The  certif- 
icate shall  not  authorize  the  admission  of  the 
patient  unless  he  shall  be  admitted  within 
thirty  days  of  the  date  of  the  first  certifying 
examination  in  the  case  of  mental  illness,  or 
within  six  months  of  the  date  thereof  in  the 
case  of  mental  deficiency  or  epilepsy. 

(e)  Every  application  and  certificate  shall 
be  sworn  to  or  affirmed  before  a person  au- 
thorized to  administer  an  oath  in  the  Com- 
monwealth, who  shall  certify  to  the  genuine- 
ness of  the  signatures. 

(f)  On  receipt  of  an  application  and  certifi- 
cate, the  superintendent  may  receive  and  de- 
tain the  person  sought  to  be  admitted  as  a 
patient. 

(g)  The  provisions  of  this  section  shall  not 
apply  to  the  admission  of  mentally  defective 
or  epileptic  children  sought  to  be  admitted  to 
any  State  institution  from  any  judicial  district 
in  which  there  is  a municipal  court  vested 
with  the  exclusive  jurisdiction  over  proceed- 
ings concerning  children  suffering  from  epi- 
lepsy and  nervous  and  mental  defects. 

SECTION  312.  Contents  of  Physician’s  Cer- 
tificate.— In  every  qualified  physician’s  cer- 
tificate required  by  this  act  for  the  admission 
or  commitment  of  a patient,  the  physician  is- 
suing the  same  shall  state  such  information 
as  the  Department  may  require  on  a form 
prescribed  by  the  Department. 

SECTION  313.  Admission  of  Minor  Epilep- 
tic; Limit  of  Detention. — 

(a)  Application  for  admission  as  a patient 
may  be  made  to  the  superintendent  of  any 
school  or  institution  for  the  care  of  epileptics, 
in  the  interest  of  any  person  under  twenty-one 
years  of  age  suffering  from  epilepsy. 

(b)  The  application  shall  be  in  writing,  and 
may  be  made  by  the  epileptic’s  parent  or 
guardian  or  other  person  liable  for  his  sup- 
port, or  by  any  other  responsible  person. 
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(c)  On  receipt  of  the  application,  the  super- 
intendent may  receive  and  detain  the  minor 
epileptic  as  a patient.  No  minor  epileptic  so 
admitted  shall  be  detained  for  more  than  ten 
days  after  the  person  who  implied  for  his  ad- 
mission has  given  written  notice  to  the  super- 
intendent of  intention  or  desire  to  remove  the 
patient. 

SECTION  314.  Admission  for  Temporary 
or  Emergency  Detention. — 

(a)  Application  may  be  made  to  the  super- 
intendent of  any  mental  hospital  for  admission 
as  a patient  for  temporary  care,  in  the  in- 
terest of  any  person  who  is  or  is  thought  to  be 
suffering  from  mental  illness. 

(b)  The  application  shall  be  in  writing  and 
may  be  made  by  a relative,  legal  guardian  or 
friend  of  the  person  sought  to  be  admitted  or, 
in  the  case  of  a patient  having  no  legal  guard- 
ian or  no  available  responsible  friend  or  rela- 
tive, by  the  executive  officer  or  an  authorized 
agent  of  a health  or  weifai’e  organisation.  It 
shall  be  accompanied  by  the  certificate  of  at 
least  one  qualified  physician  which  shall  also 
state  that  immediate  temporary  care  in  a 
mental  hospital  is  necessary  for  the  person 
sought  to  be  admitted  by  reason  of  mental  ill- 
ness, except  that  in  an  emergency  the  certifi- 
cate shall  be  supplied  within  twenty-four  hours 
after  the  admission  of  the  person.  Such  cer- 
tificate need  not  be  sworn  to  or  affirmed. 

(c)  Upon  receipt  of  the  application  and  cer- 
tificate, which  he  shall  retain,  the  superin- 
tendent may  receive  and  detain  the  patient  for 
temporary  care  for  a period  of  not  more  than 
twenty-one  days. 

SECTION  315.  Examination;  Discharge  or 
Further  Detention  of  Person  Temporarily  De- 
tained.— 

(a)  After  admitting  any  person  as  a patient 
for  temporary  care,  during  the  twenty-one  day 
period  of  detention  the  superintendent  shall 
examine  such  patient  for  further  disposition. 

(b)  If  the  superintendent  finds  on  such  ex- 
amination that  the  patient  does  not  require 
such  temporary  care,  he  shall  either  discharge 
him  or  notify  the  applicant  for  his  admission 
to  remove  him. 

(c)  If  the  superintendent  finds  on  such  ex- 
amination that  the  patient  requires  further 
care,  he  may  admit  the  patient  on  a voluntary 
application,  or  he  shall  notify  the  applicant  to 
apply  for  the  patient’s  commitment  by  appli- 
cation to  him,  or  by  order  of  court,  or  to  re- 
move the  patient,  or  in  default  thereof,  he 
shall  notify  the  institution  district  of  the  pa- 
tient’s residence. 

SECTION  316.  (Repealed,  January  14,  1952, 
P.L.  2053.) 


SECTION  317.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

C.  Commitments  Other  Than  Criminals,  Etc. 

SECTION  326.  Petition  of  Commitment. — 

(a)  A petition  may  be  presented  to  a court 
of  the  county  in  which  a patient  resides  or  is, 
for  the  commitment  of  any — 

(1)  Person  who  is  mentally  ill,  to  a mental 
hospital;  or, 

(2)  Person  who  is  thought  to  be  mentally 
ill,  for  observation,  diagnosis  and  treatment, 
to  a mental  hospital;  or, 

(3)  Epileptic,  not  dangerous  to  himself  or 
others,  to  an  institution  for  the  care  and 
treatment  of  epileptics;  or, 

(4)  Person  who  by  reason  of  epilepsy  is 
dangerous  to  himself  or  others,  to  a mental 
hospital  or  a State  institution  for  epileptics; 
or, 

(5)  Mental  defective,  to  a school;  or, 

(6)  Inebriate,  to  a State  or  other  mental 
hospital  or  institution  for  inebriates. 

(b)  The  petition,  which  shall  be  sworn  to 
or  affirmed,  may  be  made  in  the  case  of-- 

(1)  A person  who  is  mentally  ill  or  who  by 
re.ason  of  epilepsy  is  dangerous  to  himself  or 
others,  by  any  responsible  person. 

(2)  A person  who  is  thought  to  be  mentally 
ill  and  in  need  of  observation,  diagnosis  and 
treatment,  by  his  guardian,  committee,  rela- 
tive or  friend. 

(3)  An  epileptic,  not  dangerous  to  himself 
or  others,  or  a mental  defective,  by  his  parent 
or  guardian,  or  other  responsible  person. 

(4)  An  inebriate,  by  at  least  two  citizens, 
who  shall  be  his  spouse,  parent,  child,  com- 
mittee of  the  estate,  or  next  friends. 

(c)  Every  such  ^plication  or  petition  shall 
be  in  the  form  prescribed  by  the  department. 

(d)  Every  such  petition  shall  be  accompanied 
by  the  sworn  or  affirmed  certificate  of  two 
qualified  physicians  except  in  the  case  of  a 
mental  defective  or  an  epileptic  when  only  one 
such  certificate  need  be  attached.  In  any  case 
where  it  appears  to  any  judge  of  the  court  or 
to  a magistrate  in  the  City  of  Philadelphia  that 
a reasonable  necessity  exists  for  temporary 
restraint  of  one  alleged  to  be  mentally  ill  to 
permit  an  examination  of  such  person  by  two 
qualified  physicians  to  determine  the  propriety 
of  such  certificate  the  judge  may  by  proper 
order  directed  to  any  proper  person  or  officer 
require  restraint  of  the  alleged  mentally  ill 
person  in  the  Philadelphia  General  Hospital 
or  any  other  State  aided  institution  for  aperiod 
not  to  exceed  forty-eight  hours  excluding  Sun- 
days and  holidays. 

(e)  The  court  shall  not  entertain  any  such 
petition  or  certificate  executed  more  than  two 
wrecks  prior  to  its  presentation. 
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SECTION  327.  Appointment  of  CommissiOT 
by  Court;  Powers  and  Duties  of  Commission, — 

(a)  Whenever  petition  is  made  to  a court 
for  an  order  for  the  commitment  of  any  per- 
son thought  to  be  mentally  ill  to  a hospital, 
the  court  may  immediately  appoint  a commis- 
sion to  Inquire  into  and  report  upon  the  facts 
in  the  case. 

(b)  Such  commission  shall  be  composed  of 
three  persons,  two  cjualified  physicians  sad  an 
attorney- at-law,  who  shall  prepare  and  file 
all  necessary  notices,  reports  and  other  pa- 
pers. Each  member  of  the  commission  shall 
receive  a fee  consistent  with  the  prevailing 
scale  in  the  coimty,  as  determined  by  the 
court,  for  the  time  he  is  necessarily  employed 
in  the  duty  of  his  appointment. 

(c)  The  commission  shall  hear  such  evi- 
dence as  may  be  offered  or  as  they  may  re- 
quire relating  to  the  mental  condition  of  the 
person  sought  to  be  committed,  as  well  as  his 
or  his  counsel’s  statement.  If  such  person 
shall  refuse  to  submit  to  an  examination  be- 
fore the  commission,  the  court  may  issue  a 
warrant  to  bring  him  before  the  commission 
for  examination. 

(d)  The  commission  shall  make  a written 
report  to  the  court  setting  forth  whether  or 
not  they  find  that  the  patient  is  in  fact  mentally 
ill  and  a proper  subject  for  commitment  to  a 
hospital,  and  the  facts  on  which  their  conclu- 
sion is  based. 

SECTION  328.  Hearings;  Commitment. -- 

(a)  Upon  receipt  of  a petition  for  the  com- 
mitment of  a patient,  or  of  the  report  of  a 
commission  if  one  has  been  appointed,  the 
court  may  fix  a day  for  a hearing,  to  be  held 
at  such  place  as  the  court  directs.  When  the 
hearing  is  to  be  held,  the  court  shall  notify 
the  parties  in  interest.  The  court  may  re- 
quire the  presence  of  the  person  sought  to  be 
committed  and  may  exclude  the  public. 

(b)  (Repealed  in  effect.) 

(c)  If  the  court  ^proves  the  report  of  a 
commission  that  the  person  in  question  is 
mentally  ill  and  is  a proper  subject  for  ad- 
mission to  a mental  hospital,  or  is  satisfied 
that  the  person  sought  to  be  committed  is  a 
proper  subject  for  care,  or  that  the  safety  and 
welfare  of  the  public  require  such  commit- 
ment, the  court  shall  make  an  order  commit- 
ting the  person  to  the  Department  of  Pidilic 
Welfare  for  treatment  in  an  ^propriate  in- 
stitution and  direct  his  removal  by  a proper 
person  to  the  institution  designated  by  the 
Department. 

(d)  No  order  shall  authorize  the  commit- 
ment of  a patient  unless  he  is  admitted  within 
thirty  days  from  its  date,  and  in  the  case  of  a 
mental  defective  or  an  epileptic  within  six 
months  of  its  date. 


(e)  No  order  shall  authorize  the  commit- 
ment of  a mental  defective,  inebriate  or  epi- 
leptic unless  the  superintendent  or  trustees  of 
the  institution  to  which  the  commitment  is  to 
be  made  shall  approve. 

(f)  The  order  shall  authorize  the  superin- 
tendent to  detain  the  patient  until  he  is  re- 
moved in  accordance  with  the  provisions  of 
this  act. 

SECTION  329.  Detention  ofinebriate. — When 
any  inebriate  is  committed  in  accordance  with 
this  act,  he  shall  remain  in  the  institution  xm- 
til  the  superintendent  certifies  to  the  court 
that  care  is  no  longer  beneficial  or  necessary 
to  the  inebriate.  The  court  which  committed 
him  shall  then  order  his  release,  under  such 
supervision  and  restriction  as  it  may  impose. 
No  inebriate  shall  be  detained  for  a period  of 
more  than  one  year. 

SECTION  330.  Detention  of  Mental  Defective 
After  Raeching  Majority. — When  any  mentally 
defective  person  has  been  committed  to  any 
school  by  a juvenile  court,  the  superintendent 
shall  have  the  authority  to  detain  such  person 
after  he  reaches  the  age  of  twenty-one  years. 
Thereafter,  in  the  discretion  of  the  superin- 
tendent, such  person  may  be  discharged  or 
allowed  a leave  of  absence  upon  the  order  of 
a court  of  the  county  in  which  the  commitment 
was  made,  or  on  order  of  the  department  stat- 
ing that  the  condition  of  the  patient  has  been 
found  by  the  department  to  be  such  as  no 
longer  to  warrant  detention  as  a mental  de- 
fective. 

SECTION  331.  Disposition  of  Person  Com- 
mitted for  Observation,  Diagnosis  and  Treat- 
ment.— 

(a)  Whenever  the  court  commits  a person 
thought  to  be  mentally  ill  to  a hospital  for  ob- 
servation, diagnosis  and  treatment,  it  shall 
make  such  commitment  for  a definite  period 
not  to  exceed  ninety  days  and  with  such  limi- 
tations as  it  may  direct. 

(b)  Before  the  expiration  of  the  period  of 
commitment,  the  superintendent  shall  report 
the  patient’s  mental  condition  in  writing  to 
the  committing  court.  If  the  court  is  satisfied 
that  he  is  not  mentally  ill,  it  shall  order  his 
discharge.  Otherwise,  the  court  shall  make 
such  order  for  his  further  disposition  as  may 
seem  proper. 

SECTION  332.  Copies  of  Application,  etc., 
to  Accompany  Patient;  Filing. — 

(a)  A certified  copy  of  every  order  of  com- 
mitment and  copies  of  the  ^plication  or  peti- 
tion and  certificate  therefor  shall  accompany 
the  patient  and  be  given  to  the  superintendent 
of  the  institution  to  which  he  is  committed. 
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(b)  The  application,  certificate,  report  of 
commission,  if  any,  and  order  of  the  court 
shall  be  kept  on  file  in  a special  docket  In  the 
court, 

SECTION  333.  Commitment  cf  Persons  Not 
Charged  With  a Criminal  Offense. — A persor- 
not  charged  with  a criminal  offense  who  is 
believed  to  be  mentally  ill  shall  be  committed 
to  an  institution  in  accordance  with  tb®  pre- 
visions of  this  act. 

D.  Commitment  of  Persous  Cos’ricti^  or 
Charged  with  Crime,  etc. 

SECTION  341.  Commitment  of  Person  Ac- 
quitted of  Crime  because  of  Insanity, — 

(a)  Whenever  any  person  charged  with  any 
crime  is  acquitted  on  the  groimd  of  insanity 
or  having  been  insane  at  the  time  he  com- 
mitted the  crime,  the  jury  shall  state  such 
reason  for  acquital  in  its  verdict. 

(b)  The  court  before  which  any  such  person 
has  been  tried  may  order  ihe  commitment  of 
such  person  to  a mental  hospital  on  its  own 
initiative,  in  accordance  with  the  pr<ivisions 
of  this  act  for  the  commitment  of  persons  who 
have  not  been  convicted  of  crime  or  who  have 
not  been  charged  with  crime , or  upon  the  re  - 
port of  a commission,  or  for  obaervation, 
diagnosis  and  treatment. 

SECTION  342.  Commitment  of  Persons 
Charged  with  Crime. — Whenever  any  person 
charged  with  crime,  upon  production  or  ap- 
pearance before  the  court,  appears  to  be  men- 
tally ill  or  in  need  of  care  in  a mental  hos- 
pit^,  the  court  shall  designate  a responsible 
person  to  apply  for  his  commitment,  or  for 
his  commitment  for  observation,  treatment 
and  diagnosis,  by  order  of  such  court,  in  ac- 
cordance with  the  provisions  of  this  act  for 
the  commitment  of  persons  who  are  net  con- 
victed of  crime  or  who  have  not  been  charged 
with  crime. 

SECTION  343.  Commitment  of  Convicted 
Perhon  in  Lieu  of  Sentence  After  Report  of 
Psychiatrist. — 

(a)  Whenever  any  person  is  convicted  of  a 
crime  piuiishabie  by  sentence  to  a penal  or 
correctional  institution,  the  trial  court  may 
defer  sentence  and  order  a mental  e:^^^a2niiiation 
of  the  defendant  to  guide  it  in  determining  his 
disposition.  Such  action  may  be  taken  on  the 
court’s  initiative,  or  on  the  application  of  the 
district  attorney,  the  defendant,  or  his  counsel 
or  other  person  acting  in  his  interest, 

(b)  The  court  shall  order  his  examination 
by  a psychiatrist  employed  by  the  dspartment 


in  a State  institution  or  otherwis'^.  The  ex- 
aminer cball  make  a written  report  of  his 
findings  to  the  court,  ar.d  the  rejj'rort  shall  be 
available  to  the  district  attorney  and  counsel 
for  the  defendant.  The  examiner  shall  be  paid 
the  actual  expenses  incurred  by  hir: . but  shall 
receive  no  other  coripens.ation.  The  county 
of  conviction  shall  pay  his  expenses  on  bills 
approved  by  the  court. 

(c)  On  the  report  of  the  examiner  that  the 
defendant  is  so  mentally  ill  or  defective  that 
it  is  advisable  for  his  v'elfare  the  protec- 
tion cf.  tfc.e  community  that  he  be  committed  to 
other  thai;.  a penal  or  correctional  institution, 
the  court  may  commit  him,  on  a form  pre- 
scribed by  the  department,  to  a State  institu- 
tion for  the  03ire  of  such  mental  eases  in  lieu 
of  sentence  to  a penal  or  correctional  insti- 
tution, and  direct  his  detention  imtil  further 
order  of  the  court.  If  the  examiner’s  report 
indicates  no  such  mentaJ.  illness  or  deficiency, 
he  shall  be  sentenced  as  in  other  cases. 

(d)  When  a defendant  is  committed  to  an 
institution,  ari.  appeal  shall  lie  in  the  same 
manner  end  with  like  effect  as  if  sentence  to 
a penal  or  correctional  institution  had  been 
imposed,  and  may  be  taken  by  defendant  or 
his  counsel. 

SECTION  344.  Petition  for  Commitment  of 
Prisoner  or  Person  Released  on  Bail. — 

(a)  Petition  for  the  commitment  of  the  fol- 
lowing may  be  made  to  the  court  under  the 
order  of  which  such  person  is  detained  or 
which  has  jurisdiction  of  the  charge- - 

(1)  Any  person  detained  in  any  penal  or 
correctional  institution  who  is  thought  to  be 
mentally  ill  or  in  such  condition  that  he  re- 
(juires  care  in  a mental  hospital,  or  who  is 
thought  to  be  a mental  defective,  except  as 
provided  in  clause  (3)  hereof. 

{2}  Any  person  charged  with  a crime  and 
released  on  bail  pending  trial  who  is  thought 
to  be  mentally  ill  or  a mental  defective. 

(3)  Any  person  whose  penalty  for  crime  has 
been  fixed  at  death  by  a court  or  jury  , or  who 
has  been  sentenced  to  death,  and  it  shall  -ap- 
pear that  such  person  is  insane  and  such  in- 
sanity shall  have  occurred  since  the  penalty 
was  fixed  oi  sentence  imposed.  The  term 
“insanity,”  as  used  in  clause  (3)  hereof,  shall 
mean  that  suen  person  does  not  have  capacity 
to  understand  the  nature  and  object  of  thepro- 
ceeciings  against  him,  to  comprehend  his  own 
condition  in  reference  to  such  proceedings,  to 
onderetand  the  nature  of  the  p\xnishment  to  be 
inflicted  upon  him,  and  to  confer  with  his 
counsel  with  reference  thereto. 

(b)  The  application  shall  be  in  writing  on 
a foinn  prescribed  by  the  department.  It  may 
be  made  by  counsel  for  the  prisoner  or  the 
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superintendent,  warden,  jail  physician,  or 
other  executive  officer  of  the  institution  in 
which  the  person  sought  to  be  committed  is 
detained,  or  by  any  responsible  person, 
whether  or  not  he  is  connected  with  such  in- 
stitution. 

(c)  No  application  shall  be  made  for  the 
commitment  of  any  mental  defective  convicted 
of  first  degree  murder. 

SECTION  345.  Examination  of  Prisoner, 
etc.,  by  Physicians  or  Commission;  Hearing; 
Commitment. — 

(a)  Within  ten  days  of  the  receipt  of  an  iqi- 
plication  for  commitment,  the  clerk  of  court 
shall  cause  to  be  served  written  notice  of  the 
filing  of  the  ^plication  on  the  prisoner’s 
counsel,  if  he  has  any,  and  on  his  nearest 
available  relative,  or,  in  the  absence  of  such, 
his  nearest  available  friend,  and  shall  endorse 
on  the  application  the  names  of  those  notified. 
Thereupon,  the  court  shall  order  an  examina- 
tion of  the  person  sought  to  be  committed  by 
two  qualified  physicians  or  a commission. 
Notice  of  the  time  and  place  of  the  psychiatric 
examination  shall  be  given  to  the  persons 
whose  names  are  endorsed  on  the  ^plication 
by  the  clerk  of  court  as  aforesaid. 

(b)  If  the  court  is  satisfied  that  the  person 
sought  to  be  committed  is  mentally  ill  or  men- 
tally defective,  notice  of  the  fact  shall  be  given 
to  counsel,  if  he  has  any,  and  to  his  nearest 
available  relative,  or,  in  the  absence  of  such, 
his  nearest  available  friend,  who  shall  be 
given  opportunity  to  he  heard. 

(c)  If  no  hearing  is  requested  by  those  noti- 
fied as  aforesaid,  the  court  may  nevertheless 
hold  a hearing,  summon  other  witnesses,  and 
secure  further  evidence  subsequent  to  receipt 
of  the  report  of  such  examination. 

(d)  If  the  court  is  satisfied  that  the  person 
sought  to  be  committed  is  mentally  ill  or  men- 
tally defective,  it  shall  order  the  commitment 
or  transfer  of  such  person  to  a mental  hos- 
pital or  an  institution  for  mental  defectives. 
If  the  person  is  undergoing  sentence  or  is 
found  to  have  a criminal  tendency,  the  com- 
mitment shall  be  to  a State  hospital  for  pa- 
tients convicted  of  crime,  charged  with  crime, 
or  with  criminal  tendencies. 

SECTION  346.  Deportation  of  Persons  Con- 
victed of  Crime,— Whenever  any  person  is 
detained  in  a mental  hospital  after  having 
been  charged  with  or  convicted  of  crime,  and 
is  subject  to  deportation  from  the  Common- 
wealth imder  the  laws  of  the  United  States, 
the  court  committing  such  person  to  the  men- 
tal hospital,  upon  the  petition  of  the  superin- 
tendent of  such  hospital  or  the  department, 
may  enter  an  order  directed  to  the  superin- 


tendent to  release  such  person  from  detention 
into  the  custody  of  an  agent  of  the  United 
States  for  the  pui^poses  of  deportation. 

SECTION  347.  Effect  of  Commitment  on 
Pending  Criminal  Proceedings. — If  any  per- 
son is  committed  while  awaiting  indictment 
or  trial  or  has  been  arrainged  or  is  being 
tried,  proceedings  other  than  indictments 
against  him  shall  be  stayed  until  sufficient 
improvement  of  his  condition.  As  soon  as  his 
condition  has  improved  sufficiently  to  enable 
him  to  participate  intelligently  in  his  own  de- 
fense, he  shall  be  returned  to  the  Court  having 
jurisdiction  of  him  for  the  disposition  of  the 
charges  against  him. 

SECTION  348.  Effect  of  Commitment  on 
Person  Convicted  of  Crime  Serving  Sentence. — 

(a)  If  the  person  committed  is  a convict 
serving  sentence,  the  time  during  which  he  is 
committed  as  a patient  shall  be  computed  as 
part  of  the  term  for  which  he  was  sentenced. 

(b)  If  the  person  committed  is  a convict 
serving  sentence  and  such  sentence  expires 
before  sufficient  improvement  of  his  condition, 
the  Department  may  transfer  him  to  any  other 
institution  for  care  until  sufficient  improve- 
ment of  his  condition  when  he  shall  be  granted 
a leave  of  absence  or  be  discharged. 

(c)  If  the  person  committed  is  a convict 
serving  sentence  and  sufficient  improvement 
in  condition  results  before  the  expiration  of 
his  sentence  or  he  is  found  after  observation 
not  to  be  mentally  ill,  mentally  defective  or 
epileptic,  the  Superintendent  of  the  institution 
to  which  he  has  been  committed  shall  certify 
such  fact  to  the  committing  court  and  he  shall 
be  returned  on  the  order  of  such  court  to  the 
penal  or  correctional  institution  from  which 
he  was  transferred. 

E.  Provisions  Applicable 
to  all  Commitments 

SECTION  351.  Habeas  Corpus. — Every  per- 
son committed  or  involuntarily  admitted  to  or 
detained  in  an  institution  subject  to  the  pro- 
visions of  this  Act  or  any  one  acting  on  his 
behalf  may  at  any  time  petition  for  a writ  of 
habeas  corpus  in  accordance  with  the  pro- 
visions of  the  Act  of  May  24,  1951,  (PL  415); 
provided  that  a court  which  receives  a petition 
from  or  on  behalf  of  a patient  it  has  committed 
may  transfer  such  petition  for  disposition  to 
the  court  of  common  pleas  of  the  county  where 
such  patient  is  detained. 

SECTION  352.  Sig)erintendent  of  Institution 
to  Ascertain  Whether  Patient  is  a Veteran.— 
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(a)  Whenever  any  person  is  received  for 
care  in  any  institution,  the  superintendent 
shall  endeavor  to  ascertain  whether  such  per- 
son has  served  in  the  armed  forces  of  the 
United  States. 

(b)  WTienever  the  superintendent  finds  or 
has  reason  to  believe  that  a patient  received 
is  a veteran  of  the  armed  forces  of  the  United 
States,  he  shall  notify  the  Department  of  Mili- 
tary Affairs,  together  with  the  information 
concerning  such  service. 

SECTION  353.  Commitment  to  Veterans  Ad- 
ministration or  Other  Agency  of  the  United 
States  Government. — 

(a)  Whenever,  in  any  proceeding  under  the 
laws  of  this  State  for  thecommitmentof  a per- 
son alleged  to  be  of  imsound  mind  or  other- 
wise in  need  of  confinement  in  a hospital  or 
other  institution  for  his  proper  care,  it  is  de- 
termined that  commitment  to  a hospital  for 
mental  illness  or  other  institution  is  neces- 
sary for  safekeeping  or  treatment,  and  it  ap- 
pears that  such  person  is  eligible  for  care  or 
treatment  by  the  Veterans  Administration  or 
other  agency  of  the  United  States  Government, 
upon  receipt  of  a certificate  from  the  Veter ^uis 
Administration  or  such  other  agency,  showing 
that  facilities  are  available  and  that  such  per- 
son is  eligible  for  care  or  treatment  therein, 
such  person  may  be  committed  to  said  Vet- 
erans Administration  or  other  agency.  Upon 
commitment  such  person,  when  admitted  io 
any  facility  operated  by  any  such  agency , with- 
in or  without  this  State,  in  accordance  with 
the  needs  of  the  veteran,  shall  be  subject  to 
the  rules  and  regulations  of  the  Veterans  Ad- 
ministration or  other  agency.  The  chief  of- 
ficer of  any  facility  of  the  Veterans  Adminis- 
tration or  institution  operated  by  any  other 
agency  of  the  United  States  to  which  the  per- 
son is  so  committed  shall,  with  respect  to 
such  person,  be  vested  with  the  same  powers 
as  superintendents  of  State  hospitals  for  men- 
tal illness  within  this  State.  With  respect  to 
retention  of  custody,  transfer,  leave  of  ab- 
sence, or  discharge,  jurisdiction  is  retained 
in  the  court  of  this  State  at  anytime  to  inquire 
into  the  mental  condition  of  the  person  so  com- 
mitted and  to  determine  the  necessity  for  the 
continuance  of  his  restraint. 

(b)  The  judgment  or  order  of  commitment 
by  a court  of  competent  jurisdiction  of  another 
state  or  of  the  District  of  Columbia,  commit- 
ting a person  to  the  Veterans  Administration 
or  other  agency  of  the  United  States  Govern- 
ment for  care  or  treatment,  shall  have  the 
same  force  and  effect  as  to  the  committed 
person  while  in  this  State  as  in  the  jurisdiction 
in  which  is  situated  the  court  entering  the 


judgment  or  making  the  order  and  the  courts 
of  the  committing  state  or  of  the  District  of 
Columbia  shall  be  deemed  to  have  retained 
jurisdiction  of  the  person  so  committed  for 
the  purpose  of  inquiring  into  the  mental  con- 
dition of  such  person,  and  of  determining  the 
necessity  for  the  continuance  of  his  restraint 
as  provided  in  subsection  (a)  of  this  section.* 
With  respect  to  persons  committed  by  the 
courts  of  this  State,  consent  is  hereby  given 
to  the  application  of  the  law  of  the  committing 
state  or  district  in  respect  to  the  authority  of 
the  chief  officer  of  an}'  facility  of  the  Veterans 
Administration  or  of  any  other  institution  op- 
erated in  this  State  by  any  other  agency  of  the 
United  States  to  retain  custody  or  transfer, 
leave  of  absence,  or  discharge  the  committed 
person. 

(c)  Upon  receipt  of  a certificate  of  the  Vet- 
erans Administration  or  such  other  agency  of 
the  United  States  that  facilities  are  available 
for  the  care  or  treatment  of  any  person  here- 
tofore committed  to  any  hospital  for  the  men- 
tally ill  or  other  institution  for  the  care  or 
treatment  of  persons  similarly  afflicted  and 
that  such  person  is  eligible  for  care  or  treat- 
ment, the  superintendent  of  the  institution  may 
cause  the  transfer  of  such  person  to  the  Vet- 
erans Administration  or  other  agency  of  the 
United  States  for  care  or  treatment.  No  per- 
son shall  be  transferred  to  the  Veterans  Ad- 
ministration or  other  agency  of  the  United 
States  if  he  be  confined  pursuant  to  conviction 
of  any  felony  or  misdemeanor,  or  if  he  had 
been  acquitted  of  the  charge  solely  on  the 
ground  of  insanity,  unless  prior  to  transfer 
the  court  or  other  authority  originally  com- 
mitting such  person  shall  enter  an  order  for 
such  transfer.  After  appropriate  motion  and 
hearing,  any  person  transferred,  as  provided 
in  this  section,  shall  be  deemed  to  be  com- 
mitted to  the  Veterans  Administration  or 
other  agency  of  the  United  States  pursuant  to 
the  original  commitment. 

SECTION  354.  Superintendent  Not  Liable  for 
Detention. — No  superintendent  or  other  officer 
of  any  institution  shall  be  held  personally  lia- 
ble for  the  detention  of  any  patient  who  has 
been  received,  committed  or  detained  in  such 
institution  in  compliance  with  the  provisions 
of  this  act. 

SECTION  355.  When  Person  Liable  for  An- 
other’s Detention. — No  verdict  or  judgment 
shall  be  entered  in  any  action  or  indictment 
against  any  person  who  is  subject  to  the  pro- 


*For  clarity,  punctuation  of  this  sentence  has 
been  changed  from  that  found  in  “Laws  of 
Pennsylvania,  1951-52,’’  Vol.  II,  p.  2068. 
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visions  of  this  act  and  who  has  complied  wim 
its  requirements  for  the  detention  of  any  per- 
son as  a patient  in  any  institution,  unless  the 
court,  after  trial  and  verdict,  certifies  that 
there  was  proof  that  the  person  charged  acted 
with  gross  negligence  or  corruptly,  or  without 
reasonable  or  probable  cause,  or  was  actuated 
by  motives  other  than  the  good  of  the  person 
restrained. 

ARTICLE  IV 
Transfer  of  Patients 

SECTION  401.  Transfer  from  One  Institu- 
tion to  Another. — 

(a)  The  department  may,  in  its  discretion, 
and  for  any  reason  which  to  it  seems  suffi- 
cient, transfer  any  patient  from  any  institution 
to  which  the  patient  has  been  admitted  under 
any  of  the  provisions  of  this  act  to  any  other 
like  institution  within  the  Commonwealth. 

(b)  No  transfer  shall  be  made  to  or  from  a 
private  institution  except  upon  the  joint  appli- 
cation of  the  superintendent  thereof  and  of  the 
legal  or  natural  guardian  or  other  person 
liable  for  the  support  of  the  patient. 

(c)  No  patient  under  sentence  by  any  court, 
or  committed  by  any  court  after  having  been 
charged  with  any  crime  and  acquitted  on  the 
ground  of  insanity,  may  be  transferred  without 
an  order  of  such  court  authorizing  such 
transfer. 

(d)  Voluntary  applications  are  not  transfer- 
able but  such  patients  may  enter  another  in- 
stitution by  making  similar  application. 

(e)  Whenever  any  patient,  not  a convict, 
who  has  been  committed  by  order  of  a court, 
is  transferred,  the  order  of  commitment  shall 
be  held  to  apply  to  the  institution  to  which  the 
patient  is  transferred  as  though  the  institu- 
tion had  been  the  one  to  which  the  order  of 
commitment  had  originally  been  made. 

SECTION  402.  Papers  to  Accompany  Patient 
on  Transfer. --Whenever  any  patient  is  trans- 
ferred, certified  copies  of  the  application,  of 
the  certificate  of  physicians,  or  report  of 
commission,  and  of  the  order  of  court,  if  any, 
and  the  order  of  the  department  authorizing 
the  transfer,  shall  accompany  the  patient  to 
the  institution  to  which  he  is  transferred,  to- 
gether with  a copy  of  all  clinical  records  or 
a full  abstract  thereof  containing  all  essential 
particulars,  including  results  of  mental  and 
physical  examinations  and  laboratory  tests 
relating  to  the  patient. 

SECTION  403.  Transfer  of  Patient  Requir- 
ing Different  Care. — Whenever  the  superin- 
tendent of  any  institution  finds  that  any  patient 
therein  needs  care  in  an  institution  for  pa- 
tients of  a different  kind,  he  shall  report  the 


facts  relative  to  the  patient  to  the  department. 
The  department  may  order  that  application  be 
made  for  the  admission  of  the  patient  to  any 
proper  institution  by  any  of  the  procedures 
provided  by  this  act  for  admission  of  patients 
to  such  institution.  No  such  application  shall 
be  completed  without  notice  to  the  patient’s 
counsel,  if  he  is  under  sentence  and  has  any, 
and  to  his  nearest  available  relative  or  friend. 

SECTION  404.  Transfer  of  Non-Residents.* — 

(a)  If,  upon  investigation,  the  department 
finds  that  any  patient  supported  wholly  or  in 
part  at  the  expense  of  the  Commonwealth  is 
not  a legal  resident  of  this  Commonwealth,  it 
may,  by  order  addressed  to  the  trustees  or 
the  superintendent  of  the  institution  to  which 
such  patient  has  been  admitted,  return  him  to 
that  state  or  country  in  which  he  has  a legal 
residence  or  where  he  belongs. 

(b)  Any  patient  returned  to  another  state  or 
country  shall  be  suitably  clothed  and,  unless 
he  is  fully  competent  to  travel  alone,  shall  be 
attended  by  a person  of  his  own  sex,  who  shall 
exercise  due  care  over  him  until  he  has 
reached  the  destination  agreed  upon  by  the  de- 
partment and  the  proper  authorities  of  the 
state  or  country  to  which  he  is  returned.  If 
competent  to  travel  alone,  and  imable  to  pay 
the  costs  of  travel,  he  shall  be  furnished  with 
funds  sufficient  for  sustenance  and  travel  to 
the  destination  agreed  upon. 

SECTION  405.  Interstate  Agreements. — The 
department  may  enter  into  the  agreements 
with  the  authorities  of  other  states  which  have 
legislation  consistent  with  this  act,  for  the 
arbitration  of  disputed  questions  between  such 
states  and  this  Commonwealth  respecting  the 
residence  of  patients  and  for  the  return  of  pa- 
tients to  their  proper  residences. 

SECTION  406.  Determination  of  Residence 
by  Department. — Whenever  any  patient  is  to 
be  returned  to  the  Commonwealth  by  the  prop- 
er authorities  of  another  state,  or  whenever 
any  patient  is  to  be  transferred  by  the  depart- 
ment from  one  institution  district  to  another, 
the  legal  residence  of  the  patient  may  be  de- 
termined by  the  department,  and  the  commit- 
ment of  such  person  shall  be  made  in  accord- 
ance with  such  determination.  The  determi- 
nation of  the  department  shall  be  binding 
unless  and  until  changed  by  a court  of  compe- 
tent jurisdiction. 

SECTION  407.  Transfer  of  Patient  to  United 
States  Veterans’  Hospital. — Any  veteran  of 
any  war,  military  occupation  or  expedition 


* See  Section  1320.  Interstate  Compact  on 
Mental  Health. 
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who  has  been  committed  to  an  institution  with- 
in the  Commonwealth  prior  to  the  passage  of 
this  act,  who  is  eligible  for  treatment  in  a 
United  States  Veterans’  Hospital,  and  who  is 
actually  confined  in  an  institution,  or  on  leave 
of  absence,  may  be  transferred  to  a.  United 
States  Veterans’  Hospital  by  order  of  the  de- 
partment if  such  veteran  is  on  leave  of  ab- 
sence, or,  in  either  case  by  order  of  the  court 
which  committed  the  veteran. 


ARTICLE  V 

Escapes  and  Interstate  Extradition 

SECTION  501.  Escs^es. — 

(a)  Whenever  any  patient  who  may  be  dan- 
gerous to  the  safety  of  the  public  or  himself 
escapes  Irom  an  institution,  it  shall  be  the 
duty  of  the  superintendent  to  promptly  notify 
the  local,  county  and  State  law  enforcement 
officers. 

(b)  Upon  receipt  of  such  notice,  it  shall  be 
the  duty  of  the  local,  county  and  State  law 
enforcement  officers  to  direct  an  officer  to 
apprehend  the  esci^ee.  If  after  three  months 
has  el^sed,  the  patient  has  not  been  appre- 
hended, it  shall  be  the  duty  of  the  district  at- 
torney to  promptly  file  with  the  Department 
of  Welfare,  on  forms  provided  for  that  pur- 
pose, a statement  showing  what  efforts  have 
been  made  to  apprehend  the  patient. 

(c)  Any  patient  who  escapes  from  an  insti- 
tution may  be  ^prehended  and  returned  there- 
to by  any  sheriff,  constable  or  police  officer, 
or  by  any  officer  or  employe  of  the  institution, 

SECTION  502.  Application  for  Extradition 
of  Escaped  Patient. — The  Governor  may,  upon 
demand,  deliver  to  the  executive  of  any  other 
state,  any  patient  who  has  escaped  from  an 
institution  to  which  he  has  been  admitted  under 
the  laws  of  such  state  and  who  may  be  dan- 
gerous to  the  safety  of  the  public,  or  may, 
upon  application,  appoint  an  agent  to  demand 
of  the  executive  authority  of  any  other  state 
any  patient  who  has  escaped  from  an  institution 
in  this  Commonwealth.  The  demand  or  appli- 
cation shall  be  accompanied  by  an  atteste^l 
copy  of  the  commitment,  and  sworn  evidence 
of  the  superintendent  of  the  institution  stating 
that  the  patient  demanded  has  escaped  from 
the  institution  within  six  months  preceding  the 
date  of  the  implication  or  demand,  and  by  such 
further  evidence  as  the  Governor  may  require. 

SECTION  503.  Warrant  for  Extradition;  Ha- 
beas Corpus;  Penalty. — 

(a)  If  the  Governor  is  satisfied  that  the  de- 
mand conforms  to  law  and  ought  to  be  com- 
plied with,  he  shall  issue  Ms  warrant,  under 


ihe  seal  of  the  Commonwealth,  to  an  officer 
authorised  to  serve  warrants  in  criminal 
cases,  directing  him,  at  the  expense  of  the 
agent  who  makes  the  demand  at  the  time  de- 
signated in  the  warrajit,  to  take  and  transport 
the  patient  to  the  boundary  line  of  the  Com- 
monwealth and  there  deliver  him  to  such 
agent.  For  this  purpose  the  officer  may  re- 
quire aid  as  in  criminal  cases. 

(b)  No  person  so  arrested  shall  he  delivered 
to  the  agent  of  another  state  imtil  he  has  been 
brought  before  a court  of  record  and  notified 
of  the  demand  for  his  .surrender  and  has  had 
an  opportunity  to  apply  for  a writ  of  habeas 

corpus.  If  such  writ  is  ^plied  for,  notice 
thereof  and  the  time  and  place  of  hearing  shall 
be  given  to  the  Attorney  General  or  district 
attoi'ney  for  the  county  in  which  the  arrest  is 
made.  Pending  the  determination  of  the  court 
on  the  application  for  the  writ,  the  person  shall 
be  detained  in  custody  in  a suitable  institution. 

(c)  Any  officer  who  delivers  a person  in  his 
custody  to  an  agent  for  extradition  without 
having  complied  with  the  provisions  of  this 
section  shall  be  guilty  of  a misdemeanor,  and 
upon  conviction,  shall  be  sentenced  to  pay  a 
fine  of  not  more  than  one  thousand  dollars 
($1000). 

ARTICLE  VI 

Discharge,  Leaves  of  Absence  and  Boarding 
Out  of  Patients 

A.  Discharge 

SECTION  601,  Discharge  by  Trustees  and 
Superintendents. — The  trustees  of  any  institu- 
tion, or  the  superintendent,  may  discharge  any 
patient  from  the  institution  if,  in  their  or  his 
opinion,  no  harm  will  arise  frojn  the  action. 
No  patient  shall  be  discharged  until  notice  of 
the  action  has  been  given  to  the  Department 
of  Revenue.  The  following  patients  shall  not 
be  discharged: 

(1)  A patient  under  sentence  for  crime,  or 
charged  v/itb  crime  and  acquitted  on  the  ground 
of  insanity  , without  an  order  of  the  court  in 
which  he  was  sentenced  or  acquitted. 

(2)  A patient  known  to  be  homicidal  or 
otherwise  dangerous  to  be  at  large,  without 
examination  by  and  consent  of  the  department, 
nor  without  a sufficient  guarantee  by  the  per- 
son liable  for  his  support  and  care  that  the 
safety  of  the  public  or  any  individual  will  be 
safeguarded. 

(3)  A patient  whose  parent,  guardian  or 
friend  liable  for  his  support  opposes  his  dis- 
charge, without  notice  to  the  parent,  guardian 
or  friend,  and  an  opportunity  to  state  his 
reasons. 
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(4)  A mental  defective  or  inebriate  com- 
mitted by  order  of  court,  without  the  recom- 
mendation of  the  chief  medical  officer  in 
charge  and  an  order  of  the  court,  or  an  order 
of  the  department  stating  that  the  condition  of 
the  patient  has  been  found  by  the  department 
to  be  such  as  no  longer  to  warrant  detention 
as  a mental  defective  or  inebriate.  The  pro- 
visions of  this  clause  do  not  apply  to  a person 
discharged  by  lapse  of  time  from  leave  of 
absence  or  esc^e,  or  to  an  inebriate  who  has 
been  imder  hospital  care  for  one  year. 

(5)  A mental  defective  who  prior  to  his 
transfer  to  an  institution  for  mental  defectives 
has  been  arraigned  and  convicted  or  in  custody 
on  a criminal  charge,  before  he  might  have 
been  discharged  from  thepenal  or  correctional 
institution  from  which  he  was  originally  trans- 
ferred to  the  institution  for  mental  defectives. 

SECTION  602.  Return  of  Mental  Defectives 
to  Institution  District. — A mental  defective 
forty-five  years  of  age  and  over,  not  having 
criminal  tendencies  and  no  longer  requiring 
care  in  a school  for  mental  defectives,  may 
be  returned  by  the  department,  iqjon  recom- 
mendation of  the  superintendent  and  trustees, 
to  the  institution  district  of  the  county  to  which 
he  belongs.  If  committed  by  a court,  the  con- 
sent of  the  Court  shall  be  obtained. 

SECTION  603.  Discharge  by  Department. — 
The  department  may,  in  its  discretion  order 
and  compel  the  discharge  from  any  institution 
of  any  patient  except  a person  convicted  of 
crime  and  xmder  sentence  or  a person  charged 
with  any  crime  and  acquitted  on  the  ground  of 
insanity.  Before  issuing  such  order,  the  de- 
partment shall  give  due  notice  to  the  trustees 
or  superintendent  of  the  institution  wherein 
the  patient  is  under  care  and  to  the  person  at 
whose  instance  the  said  patient  is  detained, 
and  shall  give  reasonable  opportunity  to  such 
trustees  or  superintendent  and  person  to  justi- 
fy further  detention  of  the  said  patient. 

SECTION  604.  Discharge  by  Order  of 
Court. -- 

(a)  Any  patient,  or  person  acting  on  his  be- 
half, may  petition  the  court  of  common  pleas 
of  the  coimty  where  he  is  detained,  for  an  order 
of  discharge  on  the  ground  that  his  continued 
hospitalization  is  not  warranted  by  reason  of 
mental  illness,  mental  deficiency,  epilepsy  or 
inebriety.  The  petition  shall  be  in  writing  and 
shall  be  sworn  to  or  affirmed  and  shall  be  ac- 
companied by  an  affidavit  of  a qualified  physi- 
cian stating  that  he  has  examined  the  patient 
and  is  of  the  opinion  that  the  patient  is  not 
mentally  ill,  mentally  defective,  epileptic  or 


inebriate  within  the  meaning  of  this  act. 

Upon  receipt  of  such  petition,  the  court  shall 
conduct  a hearing  to  determine  the  question  of 
the  patient’s  mental  illness,  mental  deficiency, 
epilepsy  or  inebriety:  provided  that  a court 
which  committed  the  patient  may  transfer  the 
petition  for  hearing  and  disposition  to  the  court 
of  common  pleas  of  the  county  where  the  pa- 
tient is  detained.  The  burden  of  proof  shall 
rest  upon  the  persons  responsible  for  the  pa- 
tient’s continued  hospitalization. 

Upon  conclusion  of  the  hearing,  the  court 
may  dismiss  the  petition  or  may  make  such 
other  order  as  the  court  may  deem  ^pro- 
priate,  including,  but  not  being  limited,  to  an 
order: 

(1)  In  the  case  of  a patient  who  has  been 
convicted  of  a crime  and  whose  sentence  has 
not  expired,  that  he  be  confined  in  a penal  or 
correctional  institution; 

(2)  In  the  case  of  a patient  who  has  been 
charged  with  a crime  for  which  he  has  not  been 
tried,  that  he  be  held  for  disposition  of  the 
charges  against  him; 

(3)  In  the  case  of  a patient  who  has  been 
convicted  and  committed  to  a mental  institution 
in  lieu  of  sentence  or  a patient  who  has  been 
convicted  but  whose  sentence  has  expired,  or 
a patient  against  whom  no  criminal  charge  is 
pending  or  who  has  not  been  convicted  of  a 
crime,  that  he  be  discharged  or  be  granted  a 
leave  of  absence,  subject  to  such  conditions 
as  the  court  may  deem  appropriate. 

(b)  Before  ordering  a discharge,  the  court 
shall  require  that  notice  of  the  application  be 
given  to  the  Department  of  Revenue. 

(c)  In  making  an  order  not  in  accordance 
with  the  expressed  opinion  of  the  superinten- 
dent of  the  institution,  the  court  shall  set  forth 
the  reasons  for  its  decision,  which  reasons 
shall  be  part  of  the  order.  The  order  and 
reasons  and  the  opinion  of  the  superintendent 
shall  be  entered  in  the  clinical  record  of  the 
patient. 

(d)  The  court  may,  in  its  discretion,  admit 
in  evidence  the  sworn  statement  of  the  super- 
intendent or  the  physician  in  charge  of  the 
patient  as  to  the  condition  of  the  patient,  v/ith- 
out  requiring  the  ^pearance  and  personal  ex- 
amination of  the  superintendent  or  physician. 

SECTION  605.  Discharge  by  1-^se  of  Time. — 

(a)  Any  patient,  except  a person  convicted 
of  crime  and  under  sentence,  or  one  charged 
with  crime  and  acquitted  on  the  groimd  of  in- 
sanity, who  has  been  continuously  absent,  with 
or  without  leave,  for  a period  of  twelve  months 
from  the  institution  in  which  he  was  imder 
care,  shall  be  deemed  to  be  discharged  there- 
from, and  cannot  be  readmitted  except  as  pro- 
vided by  this  act  for  admission  or  commitment. 
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(b)  The  provisions  of  this  section  shall  not 
apply  to  a mental  defective  or  epileptic  who 
is  on  indefinite  leave  of  absence,  when  away 
from  the  institution.  Unless  formally  dis- 
charged, such  mental  defective  or  epileptic 
may  be  returned  to  the  institution  without  a 
new  commitment. 

B,  Leaves  of  Absence 

SECTION  611.  Leaves  cf  Absence. — 

(a)  The  superintendent  of  any  Institution,  in 
his  discretion,  may  allow  a leave  of  absence 
to  any  patient  whose  condition  is  such  as  to 
warrant  the  action,  for  a period  not  exceeding 
twelve  months,  and  upon  such  conditions  as  he 
may  prescribe  not  Inconsistent  with  the  pro- 
visions for  discharge  of  patients  as  provided 
in  this  act. 

(b)  Leaves  of  absence  may  be  determined 
by  the  superintendent  who  may,  if  necessary, 
authorize  the  ^prehension  and  return  of  the 
patient  by  any  sheriff,  constable  or  police  of- 
ficer, who  shall  apprehend  and  return  the 
patient. 

(c)  The  superintendent  of  any  institution, 
upon  medical  revaluation,  may  extend  such 
leave  of  absence  annually,  not  to  exceeda total 
continuous  absence  of  thirty- six  months,  if  he 
finds , prior  to  the  expiration  of  each  allowance , 
that  the  welfare  of  the  patient  warrants  such 
action. 

(d)  The  limitations  of  this  section  shall  not 
apply  to  mental  defectives  or  epileptics  who 
may  be  allowed  indefinite  leave  of  absence. 

C.  Boarding  Out 

SECTION  616.  Boarding  Out  of  Patients. — 

(a)  The  superintendent  and  the  bt^ard  of 
trustees  of  any  State  institution  may,  by  con- 
tract or  otherwise,  arrange  for  the  boarding 
out  of  committed  patients  who  have  no  crimi- 
nal, suicidal  or  homicidal  tendencies,  who  are 
not  addicted  to  the  use  of  alcohol  or  narcotics, 
and  who,  in  the  opinion  of  tlie  superintendent 
and  board  of  trustees , may  be  otherwise  s\iit- 
able.  Such  arrangements  shall  be  made  only 
with  the  approval  of  and  subject  to  regulations 
prescribed  by  the  department. 

(b)  Such  patients  shall  be  considered  re- 
maining inmates  of  the  State  institution  and 
shall  be  considered  as  on  leave  .of  absence, 
subject  to  return  should  the  condition  of  the 
patient  or  other  clrctimstances , in  the  opinion 
of  the  supGrhit6t'<i®Dt  and  the  trustees,  make 
such  return  necessary. 

(c)  Subject  to  the  ^jprovai  of  the  depart- 
ment, patients,  if  physically  and  mentally  able, 
may  earn  the  cost  of  their  maintenance  or  a 
portion  thereof  by  engaging  in  suitable  em- 
ployment. 

SECTION  617.  Colonies  for  Mental  Defec- 
tives.— 


(a)  Whenever  in  the  judgment  of  the  super- 
intendent and  trustees  of  any  State  institution 
for  mental  defectives,  there  is  a group  of  pa- 
tients in  such  institution  of  such  a character 
that  their  interests  and  the  interests  of  the 
Commonwealth  would  be  better  served  through 
their  colonization  in  a colony  outside  of  the  in- 
stitution, and  if  such  a colony  can  be  estab- 
lished without  damage  to  private  property  or 
detriment  to  the  public  welfare,  these  facts 
may  be  brought  to  the  attention  of  the  depart- 
ment. 

(b)  If  the  department  ^proves,  it  may  au- 
thorize the  ffiiperintendent,  with  the  approval 
of  the  trustees  of  the  institution,  to  establish 
a colony  by  the  rental  or  purchase  of  suitable 
property. 

(c)  The  patients  of  the  colony  may  be  em- 
ployed on  and  about  the  premises  cf  the  colony, 
or,  under  supervision,  by  residents  of  the 
commmilty.  Strict  account  shall  be  kept  by 
the  treasurer  of  the  institution  of  the  cost  of 
adminifstration  thereof,  of  the  wages  of  the  pa- 
tients, and  any  other  direct  compensation  paid 
to  them,  and  of  all  financial  transactions  of 
the  colony.  The  superintendent  and  the  trus- 
tees of  the  institution,  with  the  approval  of  the 
department,  shall  determine  the  wages  of  the 
patients,  the  portion  of  the  wages  to  be  paid 
the  Commonwealth  as  maintenance  reimburse- 
ment, the  portion  to  be  set  aside  for  the  bene- 
fit of  the  patients  of  the  institution  or  colony, 
and  the  portion  to  be  paid  the  patient. 

.ARTICLE  Vn 
Costs 

A.  In  General 

SECTION  701.  Liability  for  Costs  of  Care 
of  Patients. — 

(a)  Except  as  otherwise  specifically  pro- 
vided in  this  act,  liability  for  ail  costs  of  care 
of  any  patient  in  any  State  institution  is  here- 
by imposed,  in  the  following  order,  against — 

(1)  The  patient’s  real  andpersonal property; 

(2)  The  persons  liable  for  the  patient’s 
support; 

(3',  The  Commonw'ealth  or  in  the  case  of  an 
inebriate,  the  county  or  institution  district  in 
which  he  resides. 

(b)  Liability  for  costs  of  care  of  patients 
committed  upon  order  of  the  court  to  any  in- 
stitution, or  to  any  institution  district,  or  to 
the  Department  of  Public  Welfare  of  cities  of 
the  first  class  for  placement  in  any  institution , 
shall  be  imposed  from  the  date  of  the  court 
order  as  provided  in  paragraph  (a). 

SECTION  702.  Liability  for  Costs  of  Care 
of  Patients  Convicted  of  Crime  Undergoing 
Sentence. — 

(a)  Liability  for  all  costs  of  cars  of  any 
patients  convicted  of  crime  undergoing  sen- 
tence prior  to  the  expiration  of  the  term  of 
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such  sentence  is  hereby  imposed,  in  the  fol- 
lowing order,  against — 

(1)  The  county  in  which  such  patient  was 
convicted; 

(2)  Such  patient’s  real  and  personal  prop- 
erty; 

(3)  The  persons  liable  for  such  patient’s 
support. 

(b)  Any  county  paying  any  costs  may  re- 
cover the  same  from  the  patient’s  estate  or 
the  persons  liable  for  his  support,  but  not 
from  the  institution  district  of  his  residence. 

SECTION  703.  Court  Order  for  Payment 
of  Costs. — 

(a)  When  any  patient  is  committed  by  order 
of  court,  the  committing  court,  at  the  time  of 
commitment,  shall  make  an  order  for  the  pay- 
ment of  the  costs  of  care  of  the  patient. 

(b)  When  any  patient  is  or  has  been  ad- 
mitted to  any  institution,  any  court  of  the 
county  in  which  the  patient  resided  prior  to 
his  admission  shall  have  power  to  make  an 
order  for  the  payment  of  the  costs  of  care  of 
the  patient. 

(c)  Before  making  any  order,  the  court 
shall  take  into  consideration  the  ability  to  pay 
of  the  patient  or  the  persons  liable  for  his 
support. 

(d)  Any  court  having  the  power  or  duty  to 
make  an  order  shall  have  the  power  or  duty 
to  modify  or  revise  the  order  from  time  to 
time,  on  cause  shown. 

(e)  Every  order  shall  be  entered  in  thepro- 
thonotary’s  office,  and  shall  have  the  effect 
of  a judgment. 

(f)  The  liability  of  any  person  not  a patient 
for  pa3Tnent  of  costs  of  care  of  any  mental 
defective  or  epileptic  patient  shall  be  the 
amount  of  the  court  order  regardless  of  the 
actual  costs  of  care  of  such  patient  and  pay- 
ment of  the  amount  so  ordered  shall  relieve 
any  person  not  a patient  of  all  further  liability 
for  payment  of  costs  of  care  of  such  mental 
defective  or  epileptic  patient. 

SECTION  704.  Reports  of  Guardians,  etc., 
to  Department  of  Revenue. — 

(a)  Every  tinstee,  committee,  guardian  or 
other  person  nominated  or  ajjpointed  to  take 
charge  of  the  estate  of  any  patient  in  any  State 
institution,  or  of  any  patient  receiving  public 
funds  in  any  private  institution,  within  three 
months  after  his  appointment,  shall  make  a 
report,  under  oath,  to  the  Department  of 
Revenue  what  changes,  if  any,  there  are  in 
the  estate. 

(b)  Every  executor  or  administrator  of  any 
deceased  patient  in  any  State  institution,  or  of 
any  patient  receiving  public  funds  in  any  pri- 
vate institution,  within  three  months  after 


letters  testamentary  or  of  administration  have 
been  issued,  shall  make  a true,  full  and  com- 
plete report,  imder  oath,  to  the  Department  of 
Revenue  of  the  extent  and  character  of  the 
estate. 

(c)  Whenever  any  fiduciary  shall  file  in  any 
court  an  account  of  his  administration  of  such 
property  or  estate,  he  shall  file  a duplicate 
of  his  accoxmt  with  the  Department  of  Revenue. 
No  account  shall  be  confirmed,  except  upon 
proof  to  the  court  of  the  filing  of  a copy  with 
the  Department  of  Revenue.  The  fiduciary 
shall  also  notify  the  Department  of  Revenue 
when,  where  and  by  whom  his  account  will  be 
audited.  No  report  of  the  auditor  or  final  ad- 
judication thereof  by  any  court  shall  be  con- 
firmed, except  after  proof  to  the  court  of  the 
giving  of  such  notice. 

(d)  Any  person  failing  to  make  any  report 
to  the  Department  of  Revenue  hereby  required 
shall  be  personally  liable  for  such  amount  due 
the  Commonwealth,  which  amount  may  be  re- 
covered by  suit  brought  in  the  name  of  the 
Commonwealth,  through  the  Department  of 
Justice,  in  the  same  manner  as  other  debts 
are  recoverable. 

SECTION  705.  Investigation  of  Financial 
Status  of  Patient.--WTienever  any  person  is 
maintained  as  a patient  in  any  institution  wholly 
or  in  part  at  the  expenseof  the  Commonwealth, 
the  Department  of  Revenue  may  investigate 
the  financial  ability  of  the  patient  or  of  the 
person  liable  for  his  support  to  defray  the 
expenses  of  his  care  in  whole  or  in  part.  If, 
upon  investigation  by  the  Department  of  Rev- 
enue, it  appears  that  the  patient’s  estate  or 
the  financial  ability  of  the  persons  liable  for 
his  support  are  such  that  the  full  cost  of  his 
care  or  a part  thereof  can  be  paid,  the  De- 
partment of  Revenue  shall  require  the  pay- 
ment of  same  if  the  patient  was  admitted  upon 
voluntary  application,  or,  if  the  patient  was 
committed  by  order  of  court,  the  Department 
of  Revenue,  through  the  Department  of  Justice, 
shall  ask  the  court  to  revise  its  order  so  as 
to  provide  for  the  payment  of  the  care  in  full 
or  in  part,  as  the  case  may  be. 

SECTION  706.  Collection  of  Costs. -- 

(a)  All  moneys  due  the  Commonwealth  from 
the  estate  of  a patient  or  the  persons  liable 
for  the  patient’s  support  for  his  care  in  an  in- 
stitution owned  and  operated  by  the  Common- 
wealth shall  be  collected  by  the  Department 
of  Revenue  as  collection  agency  for  such  in- 
stibation,  and  shall  be  promptly  transmitted 
by  the  Department  of  Revenue  to  the  State 
Treasurer. 

(b)  Where  there  is  a claim  against  the  es- 
tate of  any  indigent  patient  or  the  persons 
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liable  for  his  support  on  behalf  of  any  political 
subdivision  or  ward  for  his  care  in  any  in- 
stitution, either  owned  and  operated  by  the 
Commonwealth,  or,  prior  to  its  transfer  to 
the  Commonwealth,  owned  and  operated  by 
such  political  s\ibdivi8ion  or  ward,  the  politi- 
cal subdivision  or  wai'd  shall  collect  such 
claim  from  said  estate. 

(c)  Where  there  is  a claim  against  the  es- 
tate of  any  indigent  patient  or  the  persons  lia- 
ble for  his  support,  both  on  behalf  of  the  Com- 
monwealth and  on  behalf  of  any  political  sub- 
division or  ward,  and  there  is  not  sufficient  in 
the  estate  to  pay  the  claim  in  full,  the  same 
shall  be  paid  pro  ratato  the  Commonwealth  and 
to  the  political  subdivision  or  ward  in  propor- 
tion to  the  amotmt  of  their  respective  claims. 

(d)  For  amoimts  due  the  Commonwealth 
from  the  counties  for  the  care  of  criminal 
patients  in  an  institution  owned  and  operated 
by  the  Commonwealth,  the  Department  of  Rev- 
enue, after  the  last  day  of  each  calendar  month, 
shall  promptly  transmit  to  the  county  com- 
missioners of  the  several  counties  a certified 
account  of  the  expenses  of  the  care  of  such 
patients  for  the  ciendar  month,  together  with 
an  order,  payable  to  the  Department  of  Rev- 
enue, drawn  on  the  covmty  commissioners  of 
the  county,  who  shall  accept  and  promptly  pay 
same  to  the  Department  of  Revenue. 

B.  Admission  and  Commitment 

SECTION  716.  Admission  and  Commitment 
Costs. — Cost  of  admission  and  commitment 
shall  include — 

(1)  Removal  of  the  patient  to  the  institution. 

(2)  Fees  of  physicians  or  commission. 

(3)  All  other  necessary  expenses  incurred 
in  connection  with  such  admission  or  com- 
mitment . 

SECTION  717.  Payment  of  Costs  of  Com- 
mitment Proceedings  Adverse  to  Petitioners. 
— When  any  commission  appointed  by  a court 
to  report  on  the  mental  illness  of  any  person 
finds  that  the  person  is  not  mentally  ill  or  is 
not  a fit  subject  for  care  in  an  institution,  or 
otherwise  reports  adversely  to  the  petitioners 
for  the  commitment,  the  appointing  court  may 
impose  the  costs  of  the  proceedings  upon  the 
county  in  which  such  person  resides. 

SECTION  718.  Payment  of  Costs  of  Ad- 
mission and  Commitment  When  Patient,  etc.. 
Unable. — Whenever  the  patient  or  persons 
liable  for  his  support  are  unable  to  pay  the 
whole  or  any  part  of  the  costs  of  his  admission 
or  commitment,  the  institution  district  of  which 
the  patient  is  a resident  shall  be  liable  for 
the  impaid  amount  of  such  costs. 


SECTION  718.  Patient  Detaineid  for  Tempor- 
ary or  Emergency  Care,  Payment  of  Costs. — 

(a)  The  applicant  for  the  admission  of  any 
patient  for  temporary  or  emergency  care  shall 
be  liable  for  the  costs  of  his  admission  and  of 
his  subsequent,  comm.itment,  if  any.  Otherwise 
provisions  under  section  718  may  be  applied. 

(b)  Where  the  applicant  is  liable  for  the 
costs  of  admission  for  temporary  or  emer- 
gency care,  such  costs  shall  include  those  for 
his  maintenance  during  the  temporary  period 
and  for  remove]  if  he  is  removed  during  the 
period. 

SECTION  720.  (Repealed,  January  14,  1952, 
P.L.'  2053.) 

SECTION  721.  Costs  of  Commitment  of 
Persons  Charged  with  Crime,  etc..  Not  Under- 
going Sentence. -- 

(a)  The  costs  of  comm-itment  and  removal 
to  or  from  a mental  hospital  of  any  person 
charged  with  a criminal  offense  but  who  is  not 
in  custody,  or  who  is  arraigned  or  brought 
before  the  court  under  any  other  circum- 
stances, or  of  any  prisoner  who,  before  or 
during  trial,  is  found  or  thought  to  be  mentally 
ill  or  in  such  condition  as  to  make  it  neces- 
sary that  he  be  cared  for  in  a mental  hospital, 
shall  be  paid  by  the  co'onty  in  which  the  per- 
son or  prisoner  is  committed. 

(b)  'VN’lienever-  any  person  convicted  of  any 
crime  but  net  sentenced,  or  charged  with  any 
crime  and  acquitted  on  the  ground  of  insanity, 
is  committed  to  any  mental  hospital,  the  costs 
y.l  commitment  and  of  removal  to  or  from  the 
hospital  shall  be  paid  by  the  county  in  which 
the  crime  was  co;!nmitted. 

(c)  In  any  case,  the  county  may  recover 
costs  paid  by  it  from  the  estate  of  the  patient 
or  from  the  persons  liable  for  his  support, 
but  not  from  any  institution  district. 

C,  Maintenance 

SECTION  726..  Mental  Defectives  and  Epi- 
leptics in  Schools. — 

(a)  No  superintendent  of  any  school  shall 
accept  an  application  for  the  admission  of  any 
mental  defective  or  epileptic  until  the  De- 
partment of  Revenue  has  fixed  the  amount  if 
any  to  be  paid  by  the  patient  and  by  the  parents 
of  the  patient  for  the  maintenance  of  the  pa- 
tient. The  amoimt  to  be  paid  by  the  patient 
shall  be  fixed  according  to  the  value  of  his 
estate.  The  amount  to  be  paid  by  the  parent 
of  the  patient  shall  be  fixed  according  to  the 
ability  of  the  parent  to  pay,  taking  into  con- 
sideration the  income  of  the  parent,  the  num- 
ber of  other  persons  supported  by  the  parent 
and  the  other  financial  obligations  of  the  pa- 
rent. Agreement  to  pay  the  amount  so  fixed 
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shall  be  required  as  a condition  to  the  ad- 
mission or  detention  of  the  patient.  The 
amount  may  be  changed  from  time  to  time  by 
the  Department  of  Revenue  upon  its  receiving 
further  information  concerning  ability  to  pay. 

The  liability  of  a parent  for  payment  of  the 
maintenance  of  any  mental  defective  or  epi- 
leptic shall  be  the  amount  so  fixed  or  so 
changed  by  the  Department  of  Revenue  and 
payment  of  the  amount  so  fixed  or  so  changed 
shall  relieve  the  parent  of  all  further  liability 
for  payment  of  the  maintenance  of  the  patient. 

(b)  When  neither  the  patient  nor  his  parent 
has  the  ability  to  pay  for  his  maintenance  in 
the  school,  his  maintenance  at  the  school  shall 
be  provided  for  by  annual  ^propriations , at 
such  per  capita  rates  as  shall  be  ^propriated 
by  the  General  Assembly  on  the  application  of 
the  trustees,  after  submission  to  and  approval 
by  the  department. 

D.  Transfer 

SECTION  731.  Costs  of  Transfer. --When- 
ever any  patient  is  transferred  under  the  pro- 
visions of  this  act,  the  cost  of  transfer  or 
removal  shall  be  paid  by  the  patient,  or  by  the 
persons  liable  for  his  support  if  the  transfer 
was  made  at  the  request  of  such  person. 
Otherwise,  the  costs  shall  be  paid  out  of  the 
^propriations  for  the  care,  treatment  and 
removal  of  indigent  patients,  made  to  the  de- 
partment. 

SECTION  732.  Costs  of  Returning  Non- 
Residents. — The  actual  expenses  of  returning 
a patient  who  is  a non-resident  of  the  Common- 
wealth to  the  place  of  his  residence  shall  in- 
clude travel  costs  and  sustenance  during  trav- 
el. All  costs  shall  be  paid  by  the  Common- 
wealth. 

E,  Leave  of  Absence  and  Discharge 

SECTION  736.  Costs  of  Return  Leave  of 
Absence. — Whenever  the  leave  of  absence  of 
any  patient  is  terminated  by  a superintendent, 
the  costs  incurred  by  any  sheriff,  constable 
or  police  officer  in  apprehending  and  returning 
the  patient  shall  be  paid  by  the  person  in  whose 
charge  the  patient  was  allowed  to  leave.  If 
such  person  is  unable  to  pay  the  costs,  they 
shall  be  paid  by  the  person  liable  for  the  costs 
of  care  charged  to  the  patient. 

SECTION  737.  Payment  of  Traveling  Ex- 
penses of  Certain  Patients  Discharged. --If 
any  patient  in  an  institution  is  ordered  by  the 
department  to  be  discharged  and  such  patient 
and  the  persons  liable  for  his  support  are 
financially  unable  to  pay  the  costs  relating  to 


discharge,  the  superintendent  of  the  institution 
shall  pay  his  traveling  expenses  to  his  home. 

F.  Other  Costs 

SECTION  741.  Expenses  of  Extradition. — 
If  the  application  for  the  arrest  of  a patient 
escaped  from  any  institution  in  this  Common- 
wealth to  another  state  is  granted  and  an  agent 
is  appointed  for  the  purpose  of  returning  the 
patient,  the  account  of  tha  agent  shall  be  paid 
by  the  institution  from  which  the  patient  es- 
caped, but  the  Governor  may  direct  the  whole 
or  any  part  of  the  account  to  be  paid  by  the 
Commonwealth. 

SECTION  742.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

ARTICLE  VIII 

Miscellaneous  Provisions  Relating  to 
Patients  and  Institutions 

A.  Patients 

SECTION  801.  Rights  of  Patient. --Every 
patient  in  any  institution  shall  have  the  right — 

(1)  To  communicate  with  and  to  be  alone 
at  any  interview  with  his  counsel  or  repre- 
sentative of  the  department,  and  to  send  sealed 
communications  to  the  superintendent,  the  de- 
partment, the  court,  if  any,  which  committed 
him,  and  the  Governor. 

(2)  To  religious  freedom,  and  to  be  visited 
by  any  minister  of  any  religious  denomination. 
Religious  services  rendered  by  such  minister 
shall  be  personal  to  the  patient  desiring  the 
same  and  shall  not  interfere  with  the  estab- 
lished order  of  religious  services  in  the  in- 
stitution. 

(3)  To  be  employed  at  a useful  occupation 
in  so  far  as  the  condition  of  the  patient  may 
permit  and  the  institution  is  able  to  furnish 
useful  employment  to  the  patient. 

(4)  In  the  discretion  of  the  superintendent, 
to  sell  articles,  the  product  of  his  individual 
skill  and  labor,  and  the  produce  of  any  small 
individual  plot  of  ground  which  may  be  assigned 
to  and  cultivated  by  him,  and  to  keep  or  ex- 
pend the  proceeds  thereof  or  send  the  same 
to  his  family. 

(5)  To  be  furnished  with  writing  materials 
and  reasonable  opportunity,  in  the  discretion 
of  the  superintendent,  for  communicating  with 
any  person  outside  of  the  institution.  Com- 
mimications  shall  be  stamped  and  mailed. 

(6)  To  be  released  as  soon  as  he  is  re- 
stored to  mental  health  and  competent  to 
manage  his  own  affairs, 

(7)  To  be  visited  and  examined  at  all  reason- 
able hours  by  any  medical  or  osteopathic  prac- 
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titioner  designated  by  him  or  by  any  member  oi 
his  family  or  “near  friend,”  with  the  consent 
of  the  patient  and  of  the  Superintendent,  the 
medical  or  osteopathic  practitioner  may  attend 
the  patient  for  all  maladies  other  than  mental 
illness  in  the  same  manner  as  if  the  patient 
were  in  his  own  home. 

(8)  To  request  the  Commissioner  of  Mental 
Health  to  arrange  for  the  examination  of  the 
patient’s  mental  condition  by  a qualified  phy- 
sician not  associated  with  the  Department  of 
Public  Welfare.  Liability  for  costs  of  such 
examination  shall  be  imposed  as  prescribed 
for  costs  of  care  under  Section  701  of  this 
Act.  The  Commissioner  of  Mental  Health  may 
refuse  to  grant  such  request  only  when  it  is 
made  sooner  than  six  months  after  a previous 
examination  under  this  Section. 

SECTION  801.1.  Mechanical  Restraints. — 
Mechanical  restraints  shall  not  be  applied  to 
a patient  unless  it  is  determined  by  the  super- 
intendent or  his  designee  to  be  required  by  the 
medical  needs  of  the  patient.  Every  use  of 
mechanical  restraint  shall  be  made  a part  of 
the  clinical  record  of  the  patient  under  the 
signature  of  the  responsible  physician. 


SECTION  802.  (Repealed,  August  14,  1963, 
Act.  No.  429.) 


SECTION  803.  Female  Patients. — 

(a)  Whenever  any  female  patient  is  to  be 
removed  to  or  from  her  home  or  any  institu- 
tion, and  whenever  any  such  patient  is  trans- 
ferred, she  shall  be  accompanied  by  a female 
attendant,  unless  such  patient  is  accompanied, 
by  a member  of  her  family. 

(b)  The  court  committing  such  patient,  or 
if  such  patient  has  not  been  committed  by  the 
court,  the  persons  liable  for  her  support, 
shall  provide  a female  attendant  for  her. 

SECTION  804.  Employment  of  Patients. — 

(a)  All  able-bodied  patients  of  any  institu- 
tion which  is  wholly  or  in  part  maintained  by 
the  Commonwealth  shall  be  given  opportimity 
to  participate  in  gainful  occupational  activities 
for  purposes  of  rehabilitation  of  their  physical 
and  mental  health.  These  activities  may  in- 
clude employment,  without  formal  compen- 
sation, in  the  maintenance  of  the  institution, 
but  in  any  case  under  medical  selection  and 
supervision. 

(b)  Participation  of  patients  in  institutional 
industrial  employment  shall  not  exceed  the 


customary  number  of  hours  required  for 
similar  employment  in  the  local  community. 

(c)  Occupational  therapy  workshops  shall  be 
provided  for  psdients  apart  from  those  shops 
required  for  institutional  maintenance. 

(d)  Appropriate  educational  facilities  shall 
be  provided  in  all  institutional  units  for  the 
care  of  children. 

(e)  Each  patient,  in  the  discretion  of  the 
superintendent,  shall  have  opportunity  to  par- 
ticipate in  suitable  recreational  activities. 

(f)  Certain  gratuity  grants  may  be  awarded 
patients  who  participate  in  institutional  em- 
ployment, but  these  shall  not  be  considered 
as  paym.ent  for  services  rendered. 

(g)  In  the  discretion  of  the  superintendent 
and  as  otherwise  provided  for  in  this  act,  a 
patient  may  realize  pecuniary  returns  on  the 
products  of  his  individual  skill  and  labor, pro- 
vided he  reimburse  the  workshop  fund  for  ma- 
terials obtained,  if  any. 

SECTION  805.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

B.  Officers  of  Institutions 

SECTION  811.  Statement  of  Officer  or  Phy- 
sician of  Institution  as  tc  Condition  of  Pa- 
tient,— Whenever  the  superintendent,  or  any 
physician  of  any  State-owned  mental  hospital, 
or  manager  of  a veterans’  administration 
hospital  or  physician  at  any  municipally- 
owned  hospital  or  institution  is  required  to 
appear  and  testify  before  any  court  or  com- 
mission, issued  out  of  such  court  in  a civil 
proceeding  relating  to  the  mental  condition  of 
any  patient,  in  his  charge  or  under  his  care, 
in  such  hospital  or  institution,  the  deposition 
of  or  sworn  statement  by  such  superintendent, 
manager  or  physician  may  be  admissible  in 
evidence  as  to  the  condition  of  the  patient,  in 
lieu  of  the  appearance  and  testimony  of  the 
supjerintendexit,  manager  or  physician  in  court 
or  before  a commission,  imless  by  special 
order  the  court  directs  and  requires  the  ^- 
pearance  and  testimony  in  person  of  such  su- 
perintendent manager  or  physician. 

SECTION  812.  Payment  of  Cash  Balance  to 
Patient  at  Discharge. — 

(a)  Upon  discharge  from  an  institution,  the 
superintendent  shall  determine  whether  any 
balance  to  the  credit  of  a patient  shall  be  im- 
mediately paid  over  to  the  discharged  patient 
or  his  guardian,  or  shall  be  held  in  trust  by 
the  treasurer  of  the  institution  imtil  such  time 
as,  in  the  judgment  of  the  department,  it  would 
serve  the  best  interests  of  the  patient  to  pay 
to  him  or  to  his  giiardian  the  balance  or  any 
part  thereof. 
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(b)  Notwithstanding  the  provisions  of  any 
other  law  relating  to  the  property  of  an  in- 
competent, whenever  the  money,  gifts,  lega- 
cies, pensions,  insurance  payments,  retire- 
ment benefits  or  payments,  old-age  and  sur- 
vivors insurance,  or  any  other  benefits  or  pay- 
ments which  a resident  or  nonresident  incom- 
petent who  is  an  inmate  of  an  institution  and  for 
whom  no  guardian  has  been  appointed  may  pos- 
sess or  to  which  he  may  be  entitled,  amount  at 
any  one  time  to  not  more  than  five  hundred 
dollars  ($500),  the  authorized  agent  of  the  De- 
partment of  Revenue,  appointed  by  virtue  of 
the  provisions  of  The  Fiscal  Code,  the  act,  ap- 
proved the  ninth  day  of  April,  one  thousand 
nine  hundred  twenty-nine  (Pamphlet  Laws  343), 
shall  have  the  following  powers  and  duties; 

(1)  To  act  as  guardian  of  the  estate  of  such 
incompetent,  without  application  to  any  court, 
upon  filing  a bond  in  the  sum  of  five  hundred 
dollars  ($500)  with  the  Secretary  of  the  Com- 
monwealth. 

(2)  To  apply  for,  receive  and  hold  for  such 
’nmate  funds  to  which  he  is  or  may  become 
entitled;  moneys  so  held  for  the  benefit  of  the 
inmate  shall  be  disbursed  to  provide  comforts 
and  necessities  for  such  inmate,  including 
maintenance  and  burial  expenses,  as  the  su- 
perintendent of  the  institution  or  his  designee 
determines  to  be  in  the  best  interests  of  the 
inmate.  Such  disbursement  shall  be  subject 
to  the  approval  of  the  Department  of  Justice. 

(3)  To  keep  accurate  accounts  of  all  receipts 
and  disbursements  and  deliver  said  accounts 
and  balance  of  funds  to  any  guardian  appointed 
by  the  court. 

(4)  To  request  the  Department  of  Justice 
to  apply  to  a court  for  the  ^pointment  of  a 
guardian  when  the  funds  in  hand  amount  to 
more  than  five  hundred  dollars  ($500). 

(5)  To  refrain  from  accepting  any  guardian- 
ship or  other  fees  unless  he  shall  have  been 
regularly  appointed  guardian  by  a court,  when 
the  funds  exceed  five  hundred  dollars  ($500). 

(6)  To  deliver  to  such  incompetent  or  his 
legal  guardian  a complete  accounting  of  all 
recipients  and  disbursements  when  such  in- 
competent is  discharged  from  said  institution, 
or,  upon  his  death,  to  his  heirs  or  personal 
representatives. 

C.  Penalties 

SECTION  821.  Penalty  for  Furnishing  Liq- 
uor.— Any  person  who  delivers  or  causes  to 
be  delivered  any  alcoholic  or  other  intoxi- 
cating or  narcotic  substance  to  any  patient 
in  any  institution  or  psychiatric  department 
or  ward  of  a general  hospital,  without  the 
knowledge  or  consent  of  the  superintendent 
thereof,  is  guilty  of  a misdemeanor,  and,  upon 


conviction  thereof,  shall  be  sentenced  to  pay 
a fine  not  to  exceed  one  thousand  dollars 
($1,000),  or  to  undergo  imprisonment  not  to 
exceed  one  year,  or  both. 

SECTION  822.  Penalty  for  Furnishing 
Weapons. — Any  person  who,  directly  or  indi- 
rectly, sells,  gives  or  furnishes  to  any  patient 
in  any  institution,  any  we^on  or  other  instru- 
ment which  may  be  used  to  injure  any  person 
in  such  institution,  is  guilty  of  a felony,  and, 
upon  conviction  thereof,  shall  be  sentenced 
to  pay  a fine  not  to  exceed  one  thousand  dol- 
lars ($1,000),  or  to  undergo  imprisonment 
not  to  exceed  five  years,  or  both. 

SECTION  823.  Penalty  for  Aiding  Escape. — 
Any  person  who  shall  aid  or  assist  any  patient 
lawfully  admitted  to  any  institution  to  make  or 
attempt  to  make  his  escape  therefrom,  or 
shall  connive  in  any  way  at  such  escape  or 
attempt  at  esc^e  although  no  esc^e  has  been 
actually  made,  is  guilty  of  a misdemeanor, 
and,  upon  conviction  thereof,  shall  be  sen- 
tenced to  pay  a fine  not  to  exceed  one  thousand 
dollars  ($1,000),  or  to  undergo  imprisonment 
not  to  exceed  one  year,  or  both. 

SECTION  824.  Unwarranted  Hospitalization 
or  Denial  of  Rights;  Penalties. — Any  person, 
corporation,  partnership  or  association  who 
wilfully  causes  or  conspires  with  or  assists 
another  to  cause  (1)  the  unwarranted  hos- 
pitalization of  any  individual  under  the  pro- 
visions of  this  act,  or  (2)  the  denial  to  any 
individual  of  any  of  the  rights  accorded  to  him 
under  the  provisions  of  this  act,  shall  be 
punished  by  a fine  not  exceeding  one  thousand 
dollars  ($1,000),  or  imprisonment  not  exceed- 
ing one  year,  or  both.  If  the  violation  shall 
be  by  a corporation,  partnership  or  associ- 
ation, the  officers  and  directors  of  such  cor- 
poration or  the  members  of  such  partnership 
or  association,  its  agents  and  employes,  with 
knowledge  of  the  violation  of  the  statement, 
shall  also  be  guilty  of  a misdemeanor,  and, 
upon  conviction  thereof,  shall  be  punished  as 
hereinbefore  provided. 

ARTICLE  IX 
Guardian  of  the  Person 

A.  Appointment 

SECTION  901.  Petition  for  Appointment  of 
a Guardian  of  the  Person. — 

(a)  When  any  person  domiciled  in  this  Com- 
monwealth is  or  is  thought  to  be  mentally  ill, 
mentally  defective,  epileptic  or  inebriate,  any 
of  his  relatives  by  blood  or  marriage,  or  other 
responsible  person,  may  petition  the  court  of 
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the  county  of  his  residence  for  the  appointment 
of  a guardian  of  the  person  for  him,  in  the 
interest  of  his  safety  and  well-being. 

(b)  Upon  receipt  of  any  petition,  after  notice 
to  the  person  alleged  to  be  mentally  ill,  men- 
tally defective,  epileptic  or  inebriate,  and  to 
such  other  persons  as  the  court  may  direct, 
the  court  shall  set  a day  for  a hearing. 

(c)  The  person  for  whom  the  guaxdian  is 
requested  shall  be  present  at  the  hearing,  un- 
less the  court  is  satisfied  by  the  presentation 
of  positive  testimony  that  he  cannot  be  brought 
into  court  with  safety  and  convenience  to  bis 
physical  or  mental  condition  or  to  others  or 
to  property. 

SECTION  902.  (Repealed,  January  14,  1952, 
P.L.  2053.) 

SECTION  903.  Appointment  of  Guardian, 
Exclusiveness. — 

(a)  If  the  court  finds,  after  hearing,  that  the 
appointment  of  a guardian  of  the  person  is 
necessary  for  the  safety  and  well-being  of  the 
person  in  whose  interest  the  petition  has  been 
presented,  it  shall  appoint  a guardian. 

(b)  When  a court  has  appointed  a guardian 
of  the  person  in  accordance  with  this  act,  no 
other  court  shall  appoint  a similar  giaardian 
within  the  Commonwealth. 

SECTION  904.  Qualifications  for  Appoint- 
ment as  Guardian. — The  court  shall  not  ap- 
point any  natural  person  as  guardian  of  the 
person  who  is  less  than  twenty-one  years  of 
age  or  who  is  not  qualified  to  have  the  care  and 
custody  of  the  ward.  Any  instibition  maintain- 
ing or  having  the  care  and  custody  of  the  pa- 
tient may  be  appointed  guardian -of  the  person. 

B.  Removal;  Discharge 

SECTION  911.  Grounds  for  Removal. — The 
appointing  court  shall  have  exclusive  power 
to  remove  a guardian  of  the  person  when — 

(1)  He  has  failed  to  perform  any  duties  im- 
posed by  law;  or, 

(2)  He  has  been  adjudged  mentally  ill,  men- 
tally defective,  inebriate  or  epileptic;  or, 

(3)  He  has  become  unable  to  discharge  the 
duties  of  his  office  because  of  sickness  or 
physical  or  mental  incapacity;  or, 

(4)  He  has  removed  from  the  Common- 
wealth, or  has  ceased  to  have  a known  place 
of  residence  therein;  or, 

(5)  For  any  other  reason,  the  interests  of 
the  person  for  whom  he  has  been  appointed 
guardian  are  likely  to  be  jeopardized  by  his 
continuance  in  office. 

SECTION  912.  Removal  of  Guardian.- -The 
court  on  its  own  motion  may,  and  on  the  peti- 


tion of  any  interested  person  alleging  adequate 
grounds  for  removal  shall,  order  the  guardian 
to  appear  and  show  cause  why  he  should  not 
be  removed,  or,  when  necessary  to  protect 
the  ward,  may  summarily  remove  him.  Upon 
removal,  the  court  may  appoint  a new  guardian 
of  the  person  for  the  ward.  Any  guardian 
summarily  removed  may  apply  by  petition  to 
have  the  decree  of  removal  vacated  and  to  be 
reinstated,  and  if  the  court  vacates  the  decree 
of  removal  and  reinstates  him,  it  shall  make 
any  orders  appropriate  to  accomplish  the  re- 
instatement. 

SECTION  913.  Discharge  of  Guaruian.-- 
The  appointing  court  shall  have  exclusive 
power  to  discharge,  by  appropriate  order,  any 
guardian  of  the  person  -- 

(1)  Upon  petition  of  and  proof  by  the  ward 
that  he  is  no  longer  mentally  ill,  mentally  de- 
fective, epileptic  or  inebriate;  or, 

(2)  Upon  petition  of  the  guardian  while  the 
ward  is  still  mentally  ill,  mentally  defective, 
epileptic  or  inebriate,  accompanied  by  a pe- 
tition for  the  appointment  of  a new  guardian, 
or  by  proof  that  no  new  guardian  need  be 
appointed.  No  guardian  shall  be  discharged 
on  his  own  petition  until  the  court  appoints  a 
substitute  guardian  or  determines  that  no  new 
guardian  need  be  appointed. 

C.  Duties  and  Authority  of  Guardian 

SECTION  916.  Order  for  Care  and  Custody. 
When  a court  has  appointed  a guardian  of 
the  person  for  any  one  found  to  be  mentally 
ill,  mentally  defective,  epileptic  or  inebriate, 
it  may  make  and  modify  such  orders  for  his 
care  and  custody  as  it  deems  necessary. 

SECTION  917.  Filing  of  Inventory. — If  no 
guardian  of  the  estate  has  been  appointed  for 
the  ward,  the  guardian  of  the  person,  within 
forty  days  of  his  appointment,  shall  file  in  the 
office  of  the  prothonotary  an  inventory,  com- 
plete in  his  knowledge,  of  all  the  property  of 
the  ward,  and  shall  file  a supplemental  in- 
ventory for  any  other  such  property  which 
afterwards  comes  into  his  possession. 

SECTION  918.  Filing  Account. — Whenever 
a guardian  of  the  person  is  appointed  sepa- 
rately from  a guardian  of  the  estate  for  a per- 
son mentally  ill,  mentally  deficient,  epileptic 
or  inebriate,  he  shall  settle  an  account  of  his 
transactions  as  such  in  the  office  of  the  pro- 
thonotary whenever  the  appointing  court  so 
orders. 

D.  Costs 

SECTION  921.  Costs  of  Proceedings  for  .^Ip- 
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pointment,  etc.,  of  Guardian  of  the  Person. — 

(a)  In  every  proceeding  for  the  appointment 
of  a guardian  of  the  person  under  this  act,  the 
appointing  court  shall  order  payment  of  the 
costs  of  proceeding  by  any  of  the  interested 
parties,  in  such  proportions  as  it  may  direct. 

(b)  Whenever  in  such  a proceeding  the  court 
finds  the  petition  for  a guardian  of  the  person 
unfounded  or  unnecessary,  it  shall  order  pay- 
ment of  all  costs  by  the  petitioner. 

E.  Superintendent:  Special  Powers 

SECTION  922.  Special  Powers  of  Superin- 
tendent.--In  the  case  of  any  patient  having  no 
living  parent,  spouse,  nor  issue,  nor  next  of 
kin  and  for  whom  no  legal  guardian  has  been 


appointed,  the  superintendent  may  in  his  dis- 
cretion by  and  with  the  advice  of  two  other 
physicians  or  surgeons  not  employed  by  the 
same  institution  determine  when  elective  sur- 
gery should  be  performed  upon  such  patient 
as  fully  and  to  the  same  effect  as  if  said  su- 
perintendent had  been  appointed  guardian  and 
had  applied  to  and  received  the  approval  of  an 
appropriate  court  therefor. 

ARTICLE  X 
Repeals 


Omitted  for  brevity 
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SECTION  1.  The  Governor  is  hereby  au- 
thorized and  directed  to  execute  a compact 
on  behalf  of  the  Commonwealth  of  Pennsyl- 
vania with  any  other  state  or  states  legally 
joining  therein  in  form  substantially  as  fol- 
lows: 

Interstate  Compact  on  Mental  Health 

The  contracting  states  solemnly  agree  that: 

ARTICLE  I 

The  party  states  find  that  the  proper  and 
expeditious  treatment  of  the  mentally  ill  and 
mentally  deficient  can  be  facilitated  by  co- 
operative action  to  the  benefit  of  the  patients, 
their  families  and  society  as  a whole.  Fur- 
ther, the  party  states  find  that  the  necessity 
of  and  desirsiiility  for  furnishing  such  care 
and  treatment  bears  no  primary  relation  to 
the  residence  or  citizenship  of  the  patient,  but 
that,  on  the  contrary,  the  controlling  factors 
of  community  safety  and  humanitarianism  re- 
quire that  facilities  and  services  be  made 
available  for  all  w'ho  are  in  need  of  them. 
Consequently,  it  is  the  purpose  of  this  com- 
pact and  of  the  party  states  to  provide  the 
necessary  legal  basis  for  the  institutionaliza- 
tion or  other  appropriate  care  and  treatment 
of  the  mentally  ill  and  mentally  deficient  un- 
der a system  that  recognizes  the  paramount 
importance  of  patient  welfare  and  to  establish 
the  responsibilities  of  the  party  states  in 
terms  of  such  welfare, 

ARTICLE  II 

As  used  in  this  compact: 

(1)  “Sending  state”  shall  mean  aparty  state 
from  which  a patient  is  transported  pursuant 
to  the  provisions  of  the  compact,  or  from 
which  it  is  contemplated  that  a patient  may 
be  so  sent; 

(2)  “Receiving  state”  shall  mean  a party 
state  to  which  a patient  is  transported  pur- 
suant to  the  pro\’isions  of  the  compact  or  to 
which  it  is  contemplated  that  a patient  may  be 
so  sent; 

(3)  “Institution”  shall  mean  any  hospital 
or  other  facility,  maintained  by  aparty  state 
or  political  subdivision  thereof,  for  the  care 
and  treatment  of  mental  illness  or  mental 
deficiency; 

(4)  ‘Tatient”  shall  mean  any  person  subject 
to,  or  eligible,  as  determined  by  the  laws  of 
the  sending  state,  for  institutionalization  or 
other  care,  treatment  or  supervision  pursuant 
to  the  provisions  of  this  compact; 


(5)  “After-care”  shall  mean  care,  treat- 
ment and  services  provided  a patient,  as  de- 
fined herein,  on  convalescent  status  or  con- 
ditional release; 

(6)  “Mental  illness”  shall  mean  mental 
disease  to  such  extent  that  a person  so  af- 
flicted requires  care  and  treatment  for  his 
ow’n  welfare  or  the  welfare  of  others  or  of 
the  community; 

(7)  “Mental  deficiency”  shall  mean  mental 
deficiency  as  defined  by  appropriate  clinical 
authorities  to  such  extent  that  a person  so 
afflicted  is  incapable  of  managing  himself  and 
his  affairs,  but  shall  not  include  mental  ill- 
ness as  defined  herein; 

(8)  “State”  shall  mean  any  state,  territory 
or  possession  of  the  United  States,  the  Dis- 
trict of  Columbia  and  the  Commonwealth  of 
Puerto  Rico; 

(9)  “Court”  shall  mean  the  court  of  com- 
mon pleas,  or  other  court  of  record  having 
jurisdiction,  or  law  judge  thereof  of  the  county 
in  which  the  patient  is  or  resides. 

ARTICLE  III 

(a)  Whenever  a person  physically  present  in 
any  party  state  shall  be  in  need  of  institution- 
alization by  reason  of  mental  illness  or  men- 
tal deficiency,  he  shall  be  eligible  for  care 
and  treatment  in  an  in.stitution  in  that  state 
irrespective  of  his  residence,  settlement  or 
citizenship  qualifications. 

(b)  The  provisions  of  paragr^h  (a)  of  this 
article  to  the  contrary  notv'ithstanding,  any 
patient  may  be  transferred  to  an  institution 
in  another  state  whenever  there  are  factors 
based  upon  clinical  determinations  indicating 
that  the  care  and  treatment  of  said  patient 
would  be  facilitated  or  improved  thereby.  Any 
such  institutionalization  may  be  for  the  entire 
period  of  care  and  treatment  or  for  any  por- 
tion or  portions  thereof.  The  factors  referred 
to  in  this  paragraph  shall  include  the  patient’s 
full  record  with  due  regard  for  the  location 
of  the  patient’s  family,  character  of  the  ill- 
ness and  probable  duration  thereof,  and  such 
other  factors  as  shall  be  considered  appro- 
priate. 

(c)  No  state  shall  be  obliged  to  receive 
any  patient  pursuant  to  the  provisions  of 
paragraph  (b)  of  this  article  unless  the  send- 
ing state  has  given  advance  notice  of  its  in- 
tention to  send  the  patient,  furrished  all  avail- 
able medical  and  other  pertinent  records 
concerning  the  patient,  given  the  qualified 
medical  or  other  appropriate  clinical  author- 
ities of  the  receiving  state  an  opporbrnity  to 
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examine  the  patient  if  said  authorities  so  wish, 
and  unless  the  receiving  state  shall  agree  to 
accept  the  patient. 

(d)  In  the  event  that  the  laws  of  the  receiv- 
ing state  establish  a system  of  priorities  for 
the  admission  of  patients,  an  interstate  pa- 
tient under  this  compact  shall  receive  the 
same  priority  as  a local  patient  and  shall  be 
taken  in  the  same  order  and  at  the  same  time 
that  he  would  be  taken  if  he  were  a local  pa- 
tient. 

(e)  Pursuant  to  this  compact,  the  determina- 
tion as  to  the  suitable  place  of  institutionali- 
zation for  a patient  may  be  reviewed  at  any 
time  and  such  further  transfer  of  the  patient 
may  be  m.ade  as  seems  likely  to  be  in  the  best 
interest  of  the  patient. 


.ARTICLE  IV 

(a)  Whenever,  pursuant  to  the  laws  of  the 
state  in  which  a patient  is  physically  present, 
it  shall  be  determined  that  the  patient  should 
receive  after-care  or  supervision,  such  care 
or  supervision  may  be  provided  in  a receiving 
state.  If  the  medical  or  other  appropriate 
clinical  authorities  having  responsibility  for 
the  care  and  treatment  of  the  patient  in  the 
sending  state  shall  have  reason  to  believe  that 
after-care  in  aiiother  state  would  be  in  the 
best  interest  of  the  patient  ;md  would  not 
jeopardize  the  public  safety,  they  shall  request 
the  appropriate  authorities  in  the  receiving 
state  to  investigate  the  desirability  of  afford- 
ing the  patient  such  after-care  in  said  receiv- 
ing state,  and  such  investigation  shall  be  made 
with  all  reasonable  speed.  The  request  for 
investigation  shall  be  accompanied  by  complete 
information  concerning  the  patient’s  intended 
place  of  residence  and  the  identity  of  the  per- 
son in  whose  charge  it  is  proposed  to  place 
the  patient,  the  complete  medical  history  of 
the  patient  and  such  other  documents  as  may 
be  pertinent. 

(b)  If  the  medical  or  other  appropriate  clin- 
ical authorities  having  responsibility  for  the 
care  and  treatment  of  the  patient  in  the  send- 
ing state  and  the  appropriate  authorities  in 
the  receiving  state  find  that  the  best  interest 
ot  the  patient  would  be  served  thereby,  and  if 
the  public  safety  would  not  be  jeopardized 
thereby,  the  patient  may  receive  after-care  or 
supervision  in  the  receiving  state. 

(c)  In  supervising,  treating  or  caring  for  a 
patient  on  after-care  pursuant  to  the  terms  of 
this  article,  a receiving  state  shall  employ  the 
same  standards  of  visitation,  examination, 
care  and  treatment  that  it  employs  for  similar 
local  patients. 


ARTICLE  V 

Wdienever  a dangerous  or  potentially  danger- 
ous patient  escapes  from  an  institution  in 
any  party  state,  that  state  shall  promptly 
notify  all  appropriate  authorities  within  and 
without  the  jurisdiction  of  the  escape  in  a 
manner  reasonably  calculated  to  facilitate  the 
speedy  apprehension  of  the  escapee.  Immedi- 
ately upon  the  apprehension  and  identification 
of  any  such  dangerous  or  potentially  dangerous 
patient,  he  shall  be  detained  in  the  state  where 
found,  pending  disposition  in  accordance  with 
law. 

ARTICLE  VI 

The  duly  accredited  officers  of  any  state 
party  to  this  compact,  upon  the  establishment 
of  their  authority  and  the  identity  of  the  patient, 
shall  be  permitted  to  transport  any  patient 
being  moved  pursuant  to  this  compact  through 
any  and  aT  states  party  to  this  compact  with- 
out interference. 

article  VII 

(a)  No  person  shall  be  deemed  a patient 
of  more  than  one  institution  at  any  given  time. 
Completion  of  transfer  of  any  patient  to  an 
institution  in  a receiving  state  shall  have  the 
effect  of  making  the  person  a patient  of  the 
institution  in  the  receiving  state. 

(b)  The  sending  state  shall  pay  all  costs  of 
and  incidental  to  the  transportation  of  any  pa- 
tient pursuaiit  to  this  compact,  but  any  two  or 
more  party  states  may,  by  making  a specific 
agreement  for  that  purpose,  arrange  for  a 
different  allocation  of  costs  as  among  them- 
selves. 

(c)  No  provision  of  this  compact  shall  be 
construed  to  alter  or  affect  any  internal  re- 
lationships among  the  departments,  agencies 
and  officers  of  and  in  the  government  of  a 
party  state,  or  between  a party  state  and  its 
subdivisions,  as  to  the  payment  of  costs,  or 
responsibilities  therefor. 

(d)  Nothing  in  this  compact  shall  be  con- 
strued to  prevent  any  party  state  or  subdivi- 
sion thereof  from  asserting  any  right  against 
any  person,  agency  or  other  entity  in  regard 
to  costs  for  which  such  party  state  or  sub- 
division thereto  may  be  responsible  pursuant 
to  any  provision  of  this  compact. 

(e)  Nothing  in  this  compact  shall  be  con- 
strued to  invalidate  any  reciprocal  agreement 
between  a party  state  and  a nonparty  state 
relating  to  institutionalization,  care  or  treat- 
ment of  the  mentally  ill  or  mentally  deficient, 
or  any  statutory  authority  pursuant  to  which 
such  agreements  may  be  made. 
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ARTICLE  VUI 

(a)  Nothing  in  this  compact  shall  be  con- 
strued to  abridge,  diminish  or  in  any  way  im- 
pair the  rights,  duties  and  responsibilities  of 
any  patient’s  guardian  on  his  own  behalf,  or 
in  respect  of  any  patient  for  whom  he  may 
serve  except  that,  where  the  transfer  of  any 
patient  to  another  jurisdiction  makes  advisa- 
ble the  appointment  of  a supplemental  or  sub- 
stitute guardian,  any  court  of  competent  juris- 
diction in  the  receiving  state  may  make  such 
supplemental  or  substitute  appointment  and  the 
court  which  appointed  the  previous  guardian 
shall,  upon  being  duly  advised  of  the  new  ap- 
pointment, and  upon  the  satisfactory  com- 
pletion of  such  accounting  and  other  acts  as 
such  court  may  by  law  require,  relieve  the 
previous  guardian  of  power  and  responsibility 
to  whatever  extent  shall  be  appropriate  in  the 
circumstances;  provided,  however,  that  in  the 
case  of  any  patient  having  settlement  in  the 
sending  state,  the  court  of  competent  juris- 
diction in  the  sending  state  shall  have  the  sole 
discretion  to  relieve  a guardian  appointed  by 
it  or  continue  his  power  and  responsibility, 
whichever  it  shall  deem  advisable.  The  court 
in  the  receiving  state  may  in  its  discretion 
confirm  or  re^point  the  person  or  persons 
previously  serving  as  guardian  in  the  sending 
state  in  lieu  of  making  a supplemental  or  sub- 
stitute appointment.  No  mentally  ill  or  men- 
tally deficient  patient  shall  be  transferred  be- 
tween party  states  until  consent  has  been  ob- 
tained from  the  person  legally  responsible  for 
the  patient’s  maintenance. 

(b)  The  term  “guardian”  as  used  in  para- 
graph (a)  of  this  article  shall  include  any 
guardian,  trustee,  legal  committee,  conserva- 
tor or  other  person  or  agency,  however  de- 
nominated, who  is  charged  by  law  with  power 
to  act  for  or  responsibility  for  the  person  or 
property  of  a patient. 

ARTICLE  DC 

(a)  No  provision  of  this  compact,  except 
Article  V,  shall  apply  to  any  person  institu- 
tionalized while  under  sentence  in  a penal  or 
correctional  institution,  or  while  subject  to 
trial  on  a criminal  charge,  or  whose  institu- 
tionalization is  due  to  the  commission  of  an 
offense  for  which,  in  the  absence  of  mental 
illness  or  mental  deficiency,  said  per  son  would 
be  subject  to  incarceration  in  a penal  or  cor- 
rectional institution. 

(b)  To  every  extent  possible,  it  shall  be  the 
policy  of  states  party  to  this  compact  that  no 
patient  shall  be  placed  or  detained  in  any 
prison,  jail  or  lockup,  but  such  patient  shall, 
with  all  expedition,  be  taken  to  a suitable  in- 


stitutional facility  for  mental  illness  or  men- 
tal deficiency. 

.ARTICLE  X 

(a)  Each  party  state  shall  anooint  a “com- 
pact administrator”  who,  on  behalf  of  his 
state,  .shall  act  as  general  coordinator  of  ac- 
tivities unaer  the  compact  in  his  state  and 
who  shall  receive  copies  of  all  reports,  cor- 
respondence and  other  documents  relating  to 
any  patient  processed  imder  the  compact  by 
his  state  either  in  the  capacity  of  sending  or 
receiving  state.  The  compact  administrator 
or  his  duly  designated  representative  shall  be 
the  official  with  whom  other  party  states  shall 
deal  in  any  matter  relating  to  the  compact 
or  any  patient  processed  thereunder. 

(b)  The  compact  administrators  of  the  re- 
spective party  states  shall  have  power  to 
promulgate  reasonable  rules  and  regulations 
to  carry  out  more  effectively  the  terms  and 
provisions  of  this  compact. 

ARTICLE  XI 

The  duly  constituted  administrative  author- 
ities of  any  two  or  more  party  states  may 
enter  into  supplementary  agreements  for  the 
provision  of  any  service  or  facility  or  for 
the  maintenance  of  any  institution  on  a joint 
or  cooperative  basis  whenever  the  states  con- 
cerned shall  find  that  such  agreements  will 
improve  services,  facilities  or  institutional 
care  and  treatment  in  the  fields  of  mental 
illness  or  mental  deficiency.  No  such  supple- 
mentary agreement  shall  be  construed  so  as 
to  relieve  any  party  state  of  any  obligation 
which  it  otherwise  would  have  under  other 
provisions  of  this  compact. 

ARTICLE  XII 

This  compact  shall  enter  into  full  force 
and  effect  as  to  any  state  when  enacted  by  it 
into  law'  and  such  state  shall  thereafter  be  a 
party  thereto  with  any  and  all  states  legally 
joining  therein, 

AJtTICLE  XIII 

(a)  A state  party  to  this  compact  may  with- 
draw therefrom  by  enacting  a statute  repeal- 
ing the  same.  Such  withdrawal  shall  take  ef- 
fect one  year  after  notice  thereof  has  been 
communicated  officially  and  in  writing  to  the 
governors  and  compact  administrators  of  all 
other  party  states.  However,  the  withdrawal 
of  any  state  shall  not  change  the  status  of 
any  patient  who  has  been  sent  to  said  state  or 
sent  out  of  said  state  pursuant  to  the  pro- 
visions of  the  compact. 
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(b)  Withdrawal  from  any  agreement  permit- 
ted by  Article  VII  (b)  as  to  costs  or  from  any 
supplementary  agreement  made  pursuant  to 
Article  XI  shall  be  in  accordance  with  the 
terms  of  such  agreement. 


ARTICLE  XIV 

This  compact  shall  be  liberally  construed 
so  as  to  effectuate  the  purposes  thereof.  The 
provisions  of  this  compact  shall  be  severable 
and  if  any  phrase,  clause,  sentence  or  pro- 
vision of  this  compact  is  declared  to  be  con- 
trary to  the  constitution  of  any  party  state  or 
of  the  United  States  or  the  applicability  there- 
of to  any  government,  agency,  person  or  cir- 
cumstance is  held  invalid,  the  validity  of  the 
remainder  of  this  compact  and  the  applica- 
bility thereof  to  any  government,  agency,  per- 
son or  circumstance  shall  not  be  affected 
thereby.  If  this  compact  shall  be  held  con- 
trary to  the  constitution  of  any  state  party 
thereto,  the  compact  shall  remain  in  full  force 
and  effect  as  to  the  remaining  states  and  in 
full  force  and  effect  as  to  the  state  affected 
as  to  all  severable  matters. 

SECTION  2.  Pursuant  to  said  compact,  the 
Governor  is  hereby  authorized  and  empowered 
to  designate  an  officer  who  shall  be  the  com- 
pact administrator  and  who,  acting  jointly  with 
like  officers  of  other  party  states,  shall  have 
power  to  promulgate  rules  and  regulations  to 
carry  out  more  effectively  the  terms  of  the 
compact.  Said  compact  administrator  shall 
serve  subject  to  the  pleasure  of  the  Governor. 
The  compact  administrator  is  hereby  author- 
ized, empowered  and  directed  to  cooperate 
with  all  departments,  agencies  and  officers  of 
and  in  the  government  of  this  state  and  its 
subdivisions  in  facilitating  the  proper  admin- 
istration of  the  compact  or  of  any  supple- 
mentary agreement  or  agreements  entered 
into  by  this  state  thereunder. 


SECTION  3.  The  compact  administrator  is 
hereby  authorized  and  empowered  to  enter 
into  supplementary  agreements  with  appro- 
priate officials  of  other  states  pursuant  to 
Articles  VII  and  XI  of  the  compact.  In  the 
event  that  such  supplementai'y  agreement  shall 
require  or  contemplate  the  use  of  any  insti- 
tution or  facility  of  this  state  or  require  or 
contemplate  provision  of  any  service  by  this 
state,  no  such  agreement  shall  have  force  or 
effect  until  approved  by  the  head  of  the  de- 
partment or  agency  under  whose  jurisdiction 
said  institution  or  facility  is  operated  or  whose 
department  or  agency  will  be  charged  with 
the  rendering  of  such  service. 

SECTION  4.  The  compact  administrator, 
subject  to  the  approval  of  the  Auditor  General, 
may  make  or  arrange  for  any  payments  neces- 
sary to  discharge  any  financial  obligations  im- 
posed upon  this  state  by  the  compact  or  by 
any  supplementary  agreement  entered  into 
thereunder. 

SECTION  5.  The  compact  administrator  is 
hereby  directed  to  consult  with  the  immediate 
family  of  any  proposed  transferee. 

SECTION  6.  This  compact  shall  apply  only 
to  patients  who  either  are  in  institutions 
maintained  by  the  Commonwealth  of  Pennsyl- 
vania, having  been  duly  and  properly  com- 
mitted or  admitted  pursuant  to  laws  of  the 
Commonwealth  of  Pennsylvania  or  whose  ad- 
mission to  an  institution  maintained  by  the 
Commonwealth  is  being  sought  by  a sending 
state  pursuant  to  this  compact,  and  shall  not 
in  any  case  apply  to  any  patient  of  a private 
licensed  institution. 

SECTION  7.  Duly  aQthenticated  copies  of 
this  act  shall  upon  its  approval  be  transmit- 
ted by  the  Secretary  of  the  Commonwealth  to 
the  Governor  of  each  state,  the  Attorney  Gen- 
eral and  the  Secretary  of  State  of  the  United 
States  and  The  Council  of  State  Governments. 
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AN  ACT 

The  General  Assembly  of  the  Commonv/ealth 
of  Pennsylvania  hereby  enacts  as  follows: 

SECTION  1.  For  the  better  administration 
of  justice  and  the  more  efficient  p'inishment, 
treatment  and  rehabilitation  of  persons  con- 
victed of  the  crime  of  indecent  assault,  in- 
cest, assault  with  intent  to  commit  sodomy  , 
solicitation  to  commit  sodomy,  sodomy,  as- 
sault with  intent  to  ravish  or  rape,  if  the  court 
is  of  the  opinion  that  any  such  person,  if  at 
large,  constitutes  a threat  of  bodily  hai-m  to 
members  of  the  public,  or  is  an  habitual  of- 
fender and  mentally  ill,  the  court,  in  lieu  of 
the  sentence  now  provided  by  law,  for  each 
such  crime,  may  sentence  such  person  to  a 
State  institution  for  an  indeterminate  term 
having  a minimum  of  one  day  and  a maximum 
of  his  natural  life. 

SECTION  2.  No  person,  convicted  of  a crime 
pimishable  in  the  discretion  of  the  court , 'under 
the  provisions  of  this  act,  with  imprisonment 
in  a State  institution  for  an  indeterminate  term 
having  a minimum  of  one  day  and  a maximum 
of  his  natural  life,  shall  be  so  sentenced  until 
(1)  a complete  psychiatric  examination  shall 
have  been  made  of  him  through  the  facilities 
of  the  Department  of  Welfare,  as  hereinafter 
provided,  or  by  a psychiatrist  designated  by 
the  court,  the  results  of  whose  examination 
shall  be  transmitted  to  and  accepted  by  the 
Department  of  Welfare  in  lieu  of  an  examina- 
tion made  through  its  own  facilities,  and  (2)  a 
complete  written  report  thereof  shall  have 
been  submitted  to  the  court.  Such  report  shall 
include  all  facts  and  findings  necessary  to  as- 
sist the  coxirt  in  determining  whether  it  shall 
impose  sentence  under  the  provisions  of  this 
act  upon  the  person  convicted  in  lieu  of  the 
sentence  otherwise  provided  by  law. 

SECTION  3.  (a)  To  enable  the  court  to  pro- 
cure such  a psychiatric  examination  and  to 
afford  the  Department  of  Welfare  time  in  which 
to  make  the  same,  the  court  is  hereby  author- 
ized and  empowered  to  postpone  sentence  upon 
any  person  convicted  of  any  one  or  more  of 
the  crimes  enumerated  in  section  one  of  this 
act,  and  to  order  the  person  so  convicted  to 
temporary  confinement  in  the  prison  or  jail 
in  which  such  person  was  confined  prior  to 
his  trial  or  would  have  been  confined  if  not 
free  on  bail.  Such  period  of  temporary  con- 
finement shall  not  exceed  a period  of  sixty 
(60)  days  unless  the  court,  on  the  request  of 
the  psychiatric  examiner,  extends  the  obser- 
vation period  for  an  additional  time  not  ex- 


ceeding thirty  (30)  days.  It  shall  be  the  duty 
of  the  Department  of  Welfare  to  make  a psy- 
chiatric examination  of  the  prisoner  and  re- 
port to  the  court  thereon  within  The  period 
allowed  by  the  court. 

(b)  If,  for  any  reason,  such  examination  is 
not  made  and  a report  thereon  given  to  the 
court  within  such  period  of  temporary  con- 
finement, the  provisions  of  this  act  shall 
thereupon  not  be  available  to  the  court  and  it 
shall  sentence  the  prisoner  to  such  sentence 
as  provided  by  law;  and  the  period  of  tempor- 
ary confinement  herein  provided  for  .shsdl  be 
considered  as  a part  of  the  sentence  so  im- 
posed, whether  it  be  for  the  purpose  of  de- 
termining the  length  of  the  sentence  by  the 
court  or  for  the  purpose  of  parole. 

SECTION  4.  Whenever  a court  shall  desire 
the  Department  of  Welfare  to  make  a psychi- 
atric examination  of  and  a report  on  a person 
convicted  of  any  one  or  more  of  the  crimes 
enumerated  in  section  one  of  this  act,  it  shall 
make  an  order  to  that  effect;  and  it  shall  be 
the  duty  of  the  clerk  of  court  to  promptly 
notify  the  Department  of  Welfare  of  such  or- 
der. The  Department  of  Welfare  shall  there- 
upon make  such  a psychiatric  examination  of 
the  person  so  convicted,  either  at  a clinic. 
State  hospital,  or  other  State  institution  desig- 
nated by  the  court,  or  at  the  place  where  such 
person  is  in  temporary  confinement,  or  it  may 
request  that  he  be  brought  to  any  clinic  estab- 
lished by  the  Department  of  Welfare  for  such 
purposes,  or  State  hospital,  or  other  State 
institution.  In  the  latter  event,  if  agreeable 
to  the  court,  it  shall  order  the  person  so  con- 
victed to  be  taken  in  custody  to  such  institution. 

SECTION  5.  (a)  Whenever  a court,  after 
psychiatric  examination  of  and  report  on  a 
person  convicted  of  any  one  or  more  of  the 
crimes  enumerated  in  section  one  of  this  act, 
shall  be  of  the  opinion  that  it  would  be  to  the 
best  interests  of  justice  to  sentence  such  per- 
son under  the  provisions  of  this  act,  he  shall 
cause  such  person  to  be  arraigned  before  him 
and  sentenced  to  such  State  instigation  as  shall 
have  been  designated  by  the  Department  of 
W'elfare  in  its  report  to  the  court.  The  cost 
of  transporting  such  person  to  the  State  in- 
stitution designated  by  the  departoent  and  the 
cost  of  his  maintenance  therein  shall  be  borne 
by  the  Commonwealth  and  the  several  counties 
to  the  extent  and  in  the  manner  provided  by 
law. 

(b)  The  costs  of  maintenance  of  any  person 
so  convicted,  while  in  temporary  confinemient 
as  hereinbefore  provided,  and  costs  of  trans- 
portation, shall  be  borne  by  the  county,  and 
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the  cost  of  the  psychiatric  examination  of  and 
report  on  such  person  shall  be  borne  by  the 
Department  of  Welfare:  Provided,  That  where 
the  psychiatric  examination  is  made  by  a psy- 
chiatrist designated  by  the  court,  the  costs 
thereof  shall  be  borne  by  the  county, 

(c)  The  Department  of  Welfare,  in  its  re- 
port to  the  court,  is  hereby  authorized  to  des- 
ignate a county  jail,  penitentiary,  industrial 
school,  or  any  other  State  institution,  as  the 
place  of  confinement  of  the  person  who  is  the 
subject  of  such  report,  if  the  court  elects  to 
sentence  such  person  imder  the  provisions  of 
this  act. 

SECTION  6.  It  shall  be  the  duty  of  the  De- 
partment of  Welfare,  from  funds  appropriated 
to  it,  to  provide  psychiatric  and  psychological 
services  to  the  courts  as  provided  in  section 
four  of  this  act,  and  to  the  Pennsylvania  Board 
of  Parole  in  the  further  examination,  dlagTiosis 
and  treatment  of  persons  sentenced  under  the 
provisions  of  this  act,  during  their  confine- 
ment and  parole  as  hereinafter  provided  for. 

The  department  may,  in  its  discretion,  es- 
tablish one  or  more  psychiatric  clinics  for  the 
examination,  diagnosis  and  treatment  of  per- 
sons convicted  of  any  one  or  more  of  the 
crimes  enumerated  in  section  one  of  this  act, 
when  so  ordered  by  a court  or  sentenced  under 
the  provisions  hereof,  or  may  use  existing 
clinics  or  services  for  such  work:  Provided, 
That  such  clinics  or  services  shall  provide 
qualified  personnel  experienced  in  the  field  of 
psychiatry  and  psychology  as  it  relates  to 
crimes  involving  sexual  perversion,  malad- 
justment, or  aberration. 

SECTION  7.  Within  three  months  after  a 
person  shall  have  been  sentenced  xmder  the 
provisions  of  this  act  for  an  indeterminate 
term  having  a minimum  of  one  day  and  a max- 
imum of  his  natural  life,  and  at  least  every 
six  months  thereafter,  the  Pennsylvania  Board 


of  Parole  shall  cause  to  be  brought  before  it, 
with  respect  to  each  such  person,  all  reports, 
records  and  information  concerning  such  per- 
son, for  the  purpose  of  determining  whether 
such  person  shall  be  paroled,  as  hereinafter 
provided,  and  it  shall  be  the  duty  of  the  Board 
thereupon  to  make  a ruling  with  respect  to 
each  such  person,  who  shall  be  notified  in 
writing  of  such  ruling.  Notiiing  in  this  section 
shall  be  construed  to  prohibit  a person  sen- 
tenced under  the  provisions  of  this  act  from 
making  application  for  parole  in  the  manner 
now  provided  by  law. 

SECTION  8.  The  Pennsylvania  Board  of 
Parole  is  hereby  granted  exclusive  control 
over  the  parole  and  reparole  of  persons  sen- 
tenced under  the  provisions  of  this  act,  whether 
imprisoned  in  a county  jail,  penitentiary,  or 
other  State  institution.  The  Board  is  hereby 
authorized  and  empowered  to  parole  and  re- 
parole,  and  commit  and  recommit  for  violation 
of  parole,  any  person  sentenced  under  thepro- 
visions  of  this  act,  at  such  time  and  under 
such  conditions  as  the  interest  of  justice  may 
dictate.  In  considering  the  parole  or  reparole 
or  an  ^plication  for  parole  of  any  person 
sentenced  imder  the  provisions  of  this  act,  the 
Board  shall  give  serious  consideration  to  the 
original  report  and  subsequent  reports  of  the 
psychiatric  and  psychological  examination  of 
the  person  so  sentenced,  the  recommendations 
contained  in  such  reports,  and  the  view  of  the 
committing  court. 

SECTION  9.  Except  as  otherwise  provided 
in  this  act,  the  Pennsylvania  Board  of  Parole 
shall  have  ail  the  powers  conferred  and  duties 
imposed  upon  it  with  respect  to  the  parole  of 
prisoners  generally  in  the  parole  and  super- 
vision of  persons  sentenced  under  the  pro- 
visions of  this  act. 

SECTION  10.  All  acts  and  parts  of  acts  are 
hereby  repealed  in  so  far  as  they  are  incon- 
sistent with  the  provisions  of  this  act. 
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Act  of  June  24,  1937  P.L.  2017,  as  Amended 


ARTICLE  V 
Settlement  & Removal* 

Section  501.  Settlement. -- 

(a)  A legitimate  person  is  first  settled  in 
the  institution  district  of  birth,  unless  the 
father  shall  then  have  a known  settlement  else- 
where, in  which  case  the  first  settlement  of 
such  person  is  in  the  institution  district  where 
the  father  was  then  settled. 

(b)  An  illegitimate  person  is  first  settled  in 
the  institution  district  of  birth,  unless  the 
mother  shall  then  have  a knowm  settlement 
elsewhere,  in  which  case  the  first  settlement 
of  such  person  is  in  the  institution  district 
where  the  mother  was  then  settled. 

(c)  The  settlement  of  a person  in  an  insti- 
tution district  continues  until  a new  one  is 
acquired  in  this  Commonwealth  or  elsewhere. 
A settlement  is  lost  only  by  acquiring  a new 
one,  except  that  a person  who  has  settlement 
in  this  Commonwealth,  and  who  is  residing  in 
another  state,  shall  be  deemed  to  have  lost 
settlement  in  this  Commonwealth  if  a person 
from  such  other  state,  in  like  circumstances, 
could  have  acquired  settlement  in  this  Com- 
monwealth by  residence  in  this  Commonwealth, 
as  hereinafter  provided;  and  except  thataper- 
son  having  settlement  in  this  Commonwealth, 
who  has  been  absent  therefrom  and  who  has 
been  residing  in  another  state,  shall  be  deemed 
to  have  lost  settlement  in  this  Commonwealth 
if  a resident  of  such  other  state,  who  is  re- 
siding in  this  Commonwealth  would  lose  set- 
tlement in  such  other  state  as  a result  of  ab- 
sence therefrom  for  a period  of  equal  duration 
or  for  a period  of  lesser  duration. 

(d)  Except  as  hereinafter  otherwise  pro- 
vided, every  adult  and  every  emancipated  min- 
or, whether  married  or  single,  legitimate  or 
illegitimate,  may  acquire  a new  settlement  in 
any  institution  district  of  this  Commonwealth 
or  in  the  Commonwealth  by  coming  bona  fide 
to  establish  a permanent  abode  therein  and 
continuing  to  reside  therein  for  one  whole 
year,  if  such  person  or  minor  is  of  sufficient 
mental  ability  to  make  a bargain,  and  is  not 
or  does  not  become  a public  charge  during 
said  year. 

(e)  The  settlement  of  a married  woman 
during  coverture  follows  that  of  her  husband 
and  continues  after  his  death  in  the  institution 


* By  Act  of  September  19,  1961,  No.  638,  an 
amendment  to  the  County  Code,  the  County 
Institution  District  Act  is  repealed,  effective 
January  1,  1962  as  to  fourth,  fifth  and  sixth 
class  counties  only.  This  article  was  in- 
corporated in  the  County  Code  as  Sections 
2175  through  2177. 


district  or  place  where  he  was  last  settled, 
but  she  may  thereafter  acquire  a new  settle- 
ment for  herself.  If  the  husband  has  no  known 
settlement,  then  she  is  settled,  whether  he  be 
living  or  dead,  in  the  district  or  place  where 
she  was  last  settled.  The  settlement  of  a 
woman  after  divorce  absolute  or  from  bed  and 
board,  or  desertion  by  the  husband,  or  with- 
drawal by  the  wife  from  cohabitation  with  the 
husband  on  account  of  his  cruelty,  inebriety 
or  lack  of  support,  continues  in  the  district 
or  place  where  the  husband  v/as  last  settled, 
but  she  may  acquire  a new  settlement  for  her- 
self. 

(f)  A minor,  whether  legitimate  or  illegi- 
timate, cannot  be  emancipated  before  age  six- 
teen, and  becomes  emancipated  absolutely  at 
age  twenty-one,  if  then  of  sufficient  mental 
ability  to  make  a bargain.  After  age  sixteen 
and  before  age  twenty-one,  a minor  of  suffi- 
cient mental  ability  to  make  a bargain  may 
become  emancipated  by  his  own  acts  or  the 
acts  of  the  parent,  stepfather  or  stepmother 
having  had  the  custody.  When  a person  is 
emancipated,  he  or  she  is  capable  of  estab- 
lishing a new  settlement. 

(g)  A minor,  whether  legitimate  or  illegi- 
timate, who  is  so  mentally  deficient  as  to  be 
unable  to  make  a bargain  cannot  be  emanci- 
pated after  age  sixteen,  and  such  a person 
does  not  become  emancipated  at  age  twenty- 
one  and  so  long  thereafter,  as  said  mental 
condition  continues.  The  settlement  of  such 
a person  shall  at  all  times  during  mental  dis- 
ability be  ascertained  as  provided  in  clauses 

(h)  and  (i)  of  this  section  for  the  settlement  of 
minors  not  emancipated. 

(h)  Before  emancipation,  the  settlement  of 
a legitimate  minor  is  and  remains  that  of  the 
father,  unless — 

(1)  The  father  is  dead  and  the  mother  ac- 
quires a new  settlement,  in  which  case  it  fol- 
lov/s  that  of  the  mother;  or 

(2)  The  father  deserts  his  family,  in  which 
case  it  follows  that  of  the  mother;  or 

(3)  The  mother  withdraws  from  cohabitation 
with  the  husband  on  account  of  his  cruelty,  in- 
ebriety or  lack  of  support,  in  which  case  it  fol- 
lows that  of  the  parent  having  the  custody;  or 

(4)  The  parents  are  divorced,  either  abso- 
lutely or  from  bed  and  board,  in  which  case  it 
follows  that  of  the  parent  having  the  exclusive 
custody,  but  where  custody  is  divided  between 
the  parents  the  settlement  remains  that  of  the 
father;  or 

(5)  Both  parents  are  dead  and  the  minor  is 
in  the  custody  of  a stepfather  or  stepmother, 
in  which  case  it  follows  that  of  the  stepfather 
or  stepmother  having  the  custody. 

(i)  Before  emancipation,  the  settlement  of 
an  illegitimate  minor  at  all  times  follows  that 


Effective  December  1,  1963 


-785- 


MH  MANUAL 


1340 


EXCERPT  FROM  THE  COUNTY  INSTITUTION  DISTRICT  ACT 


1 


of  the  mother,  and  in  case  of  her  death  before 
emancipation  of  such  minor,  continues  in  the 
institution  district  or  place  in  which  she  was 
last  settled,  until  such  person  establishes  a 
new  settlement  after  emancipation. 

(j)  If  a person  has  no  known  settlement  in 
this  Commonwealth  and  cannot  for  any  reason 
whatever  be  removed  into  the  state  or  country 
where  settled,  he  shall  have  a quasi-settle- 
ment in  the  institution  district  where  he  or  she 
becomes  a public  charge,  which  district  shall, 
if  he  be  a dependent,  be  liable  for  his  or  her 
support,  otherwise  such  liability  shall  be  upon 
the  Commonwealth. 

(k)  If  a person  becomes  a public  charge  in 
an  institution  district  other  than  the  one  in 
which  settled,  such  institution  district,  if  he 
be  a dependent,  otherwise  the  Commonwealth, 
shall  be  liable  for  support  until  the  institution 
district,  state  or  country  of  settlement  is  dis- 
covered, and  removal  to  such  institution  dis- 
trict, state  or  country  takes  place.  Any  in- 
stitution district  of  settlement  shall  be  liable 
to  the  institution  district  in  which  the  person 
became  a dependent  for  the  cost  of  care  ad- 
vanced and  the  expenses  of  removal. 

SECTION  502.  Removal  to  District  of  Settle- 
ment.--In  case  any  person  does  not  have  a 
settlement  in  the  institution  district  wherein 
he  has  become,  or  is  likely  to  become,  a de- 
pendent, it  shall  be  the  duty  of  the  local  au- 
thorities to  notify  the  local  authorities  of  the 
district  of  his  settlement  of  the  facts.  If  the 
local  authorities,  so  notified,  refuse  or  neglect 
to  receive  him  or  to  make  arrangements  for 
his  proper  care  and  to  pay  the  amount  ad- 
vanced, the  local  authorities  furnishing  such 
care  may  apply  to  the  court  of  quarter  ses- 
sions of  their  coimty,  or  to  any  judge  thereof, 
by  petition,  asking  for  a citation  to  the  local 
authorities  so  refusing  or  neglecting  re- 
quiring them  to  appear  before  such  court  at  a 


time  specified  therein,  and  to  show  cause  why 
an  order  should  not  issue  for  the  removal  of 
such  dependent  into  their  institution  district. 
The  said  court  shall  proceed  to  hear  and  de- 
termine the  cause  upon  its  merits,  and  their 
decree  shall  be  final,  unless  an  appeal  there- 
from be  taken  within  thirty  days. 

The  citation  accompanied  by  a copy  of  the 
petition  shall  be  served  by  the  sheriff  of  the 
county,  who  may,  for  that  purpose,  deputize 
the  sheriff  of  the  county  of  the  cited  institution 
district,  upon  one  or  more  of  the  local  au- 
thorities named  therein,  or,  with  the  approval 
of  the  court,  service  may  be  had  by  sending 
such  copy  by  registered  mail.  The  service  or 
mailing  shall  be  at  least  ten  days  before  the 
day  fixed  for  such  hearing.  Upon  the  hearing 
and  argument  before  said  court,  it  shall  be 
lawful  for  either  of  the  parties  to  the  issue  to 
except  to  any  decision  of  the  court  upon  any 
point  of  evidence  or  law,  which  exception  shall 
be  noted  by  the  court  and  filed  of  record  as  in 
civil  cases.  An  appeal  to  an  appellate  court 
may  be  taken  by  either  party  from  the  judge- 
ment or  decree  of  the  court. 

SECTION  503.  Liability  for  Costs. --In  case 
an  order  of  removal  is  granted  by  any  court 
of  quarter  sessions,  the  court,  in  the  same 
order,  shall  require  the  institution  district  of 
settlement  to  pay  the  petitioners  the  cost  of 
the  proceedings,  the  expense  of  removal,  and 
the  proper  charges  for  the  cai’e  of  the  depend- 
ent, from  the  date  of  the  notice  first  above 
provided  for,  all  of  which  expense,  cost,  and 
charges  shall  be  ascertained  and  allowed  by 
the  court.  If  an  order  of  removal  is  refused, 
the  cost  of  the  proceeding  shall  be  paid  by 
the  institution  district  petitioning  therefor. 

The  court  of  quarter  sessions  shall  have 
full  and  complete  authority  and  jurisdiction 
to  enforce  by  appropriate  methods  its  orders 
or  directions  made  in  such  proceeding. 
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CODE  and  TITLE  of  MENTAL  HEALTH  FORMS 


MH-  1 Application  for  Indeterminate  Detention 

MH-  2 Application  for  Indeterminate  Detention  by  Petition  and  Report  of  Commission 
MH-  3 Application  for  Detention  of  a Mental  Defective 
MH-  4 Order  or  Petition  for  Detention  of  a Mental  Defective 
MH-24  Application  for  Indetermination  Detention  by  Petition  and  Two  Physicians 
Certificates 

MH-29  Application  for  Admission  for  Temporary  or  Emergency  Care 

MH-35  Notice  of  Admission 

MH-39  Notice  of  Removal  of  a Patient 

MH-45  Petition  for  Commitment  of  a Prisoner 

MH-46  Report  of  Prisoner’s  Petition 

MH-49  Application  for  Voluntary  Admission  (Adult) 

MH-49A  Application  for  Voluntary  Admission  (Minor) 

MH-53  Order  for  Commitment  of  an  Inebriate 
MH-54  Warrant  for  Production  of  an  Inebriate 
MH-58  Notice  of  Escape 

MH-59  Order  for  Observation,  Diagnosis,  and  Treatment  (90  days) 

MH-61  Application,  Certificate,  and  Order  for  the  Commitment  of  Epileptics 
MH-65  Report  of  Accident  or  Injury  of  a Patient 
MH-69  Petition  for  Mental  Examination  of  a Defendant 

MH-71  Preliminary  Application  for  Reception  and  Detention  of  a Mental  Defective 


FORMS  CODE  with  Related  Sections  of  MENTAL  HEALTH  ACT 


MH-  1 

311-312 

MH-  2 

327-328 

MH-  3 

311-312 

MH-  4 

312-326-328 

MH-24 

326-328 

MH-29 

314 

MH-45 

344 

MH-46 

345 

MH-49 

301-302-304 

MH-49A  301-304 

MH-53 

326-328-329 

MH-54 

326-328-329 

MH-58 

501 

MH-59 

326-328-331 

MH-61 

312-313-314 

MH-69 

343 
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Legislative  Detail 


ARTICLE  I 

Preliminary  Provisions 


This  would  include  three  sections  --  Section  101,  specifying 
that  this  act  shall  be  known  and  may  be  cited  as  "The  Mental  Health 
Act  of  196^"  and  Section  103  specifying  the  effective  date. 

Section  102  will  set  forth  definitions  of  terms  used  in  the 

act. 


While  we  have  not  prepared  the  new  definitions  in  detail  the 
following  coEBinents , in  comparison  with  the  Mental  Health  Act  of 
1951,  may  be  helpful. 

Quite  apart  from  the  definition  of  new  terms  or  the  redefi- 
nition of  old  ones,  there  will  be  no  definition  of  "criminal 
tendency"  since  this  concept  is  eliminated,  nor  will  there  be 
definitions  of  "epileptic",  "inebriate",  "mental  defective",  or 
"mental  illness"  since  no  legal  differentials  will  be  predicated 
on  diagnosis  other  than  in  terms  of  appropriate  care.  Instead, 
there  will  be  a definition  of  "mental  disorder"  to  refer  to  any 
mental  illness,  mental  retardation,  deficiency  or  infirmity,  or 
inebriety,  or  character  disorder. 

"Institution",  "mental  hospital"  and  "school"  will  be  re- 
placed by  a definition  of  "mental  health  establishment",  as  "any 
premises  or  part  thereof,  public  or  private,  for  the  care  of 
individuals  who  will  require  care  because  of  mental  illness,  mental 
retardation,  or  inebriety,  but  shall  not  be  deemed  to  include  the 
private  home  of  a person  who  is  rendering  such  care  to  a relative." 
This  will  conform  to  the  definition  in  the  single  licensing  bill 
presently  pending  before  the  Legislature  (Senate  Bill  No.  498) 

"Patient"  will  be  redefined  to  mean  any  person  who  has  been 
accepted  for  observation  and  examination  or  care  under  the  pro- 
visions of  the  Act. 

The  definition  of  "superintendent"  may  be  replaced  by  two 
definitions  --  "director"  to  mean  the  administrative  head  of  any 
mental  health  establishment  and  "medical  director"  to  mean  the 
supervising  physician  at  any  mental  health  establishment.  This 
would  allow  for  the  administrative  heads  of  some  mental  health 
establishments  not  to  /be  physicians. 


ARTICLE  IT 

This  article,  which  under  the  present  act  is  entitled 
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’’Institutions  for  Patients”  will  be  replaced  by  what  may  briefly 
be  described  as  a constitution  for  the  mental  health  field.  It 
will  spell  out  the  administrative  structure  for  the  implementation 
of  the  mental  health  regime,  reflecting  Chapter  III  of  the  Compre- 
hensive Mental  Health  Plan. 

The  licensing  requirements  of  non-state  mental  health 
establishments  will  also  be  set  out,  although  the  licensing  procedures 
will  be  those  of  the  single  licensing  law. 

This  article  will  also  contain  the  provisions  establishing 
the  two  new  agencies  --  The  Mental  Health/Mental  Retardation 
Referral  and  Investigation  Service  and  the  Mental  Health  Review 
Service.  A preliminary  draft  with  respect  to  the  Mental  Health/ 
Mental  Retardation  Referral  and  Investigation  Service  reads  as 
follows : 


Mental  Heal th/Hental  Retardation 
Referral  an<^  ln^¥tiga?ioH^ervice 

SECTION  221.  The  County  Commissioners  of  each  of  the  several 
counties  of  this  Commonwealth  shall  establish  a Mental  Health/ 

Mental  Retardation  Referral  and  Investigation  Service.  However, 
with  the  approval  of  the  Goaaaissioner  of  Mental  Health,  any  two 
or  more  contiguous  counties  may  establish  a joint  Mental  Health/ 
Mental  Retardation  Referral  and  Investigation  Service. 

SECTION  222.  The  Mental  Health/Mental  Retardation  Referral 
and  Investigation  Service  shall  have  the  following  duties: 

(1)  To  establish  and  implement  procedures  pursuant  to 
regulations  of  the  Department  for  locating  persons  who  are  unable 
to  care  for  themselves  or  are  in  need  of  special  care. 

(2)  The  investigation  of  situations  involving  persons 
reported  to  be  dangerous  or  in  need  of  care. 

(3)  The  certification  of  persons  for  examination  pursuant 
to  Section  313  of  this  Act. 

SECTION  223. 

(1)  The  Mental  Health/Mental  Retardation  Referral  and 
Investigation  Service  in  each  county  shall  provide  permanent  and 
supplementary  staff  to  fulfill  the  duties  prescribed  in  Section  222, 
in  accordance  with  standards  set  by  the  Department. 

(2)  To  fulfill  the  requirements  of  this  section,  the 
Mental  Health/Mental  Retardation  Referral  and  Investigation  Service 
may  contract  with  local  public  and  private  welfare  agencies. 

(3)  The  County  Commissioners  shall  be  authorized  to 
call  upon  the  heads  of  the  police  forces  in  the  County,  or  the 
State  Police  if  there  be  insufficient  local  police,  to  provide 
the  requisite  police  officers. 
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(4)  The  County  GoDomiss loners  shall  be  authorized  to 
call  upon  the  medical  directors  of  any  state  mental  health  establish- 
ments in  the  County  to  designate  phyaician  members  of  their  staff 
for  the  Service,  and  to  contract  with  other  physicians  who  practice 
in  the  County  to  perform  such  service.  If  there  is  no  state  mental 
health  establishment  in  the  county  and  private  physicians  and 
social  workers  are  unavailable,  the  County  Commissioners  shall  re- 
quest the  Department  to  designate  personnel  for  the  Service. 

SECTION  224.  The  Mental  HealtVKental  Retardation  Referral 
and  Investigation  Service  shall  fom  teams  consisting  of  one 
physician,  one  social  worker,  and  one  police  officer  to  investigate 
and  take  appropriate  action  pursuant  to  Sections  312,  313,  and 
314  of  this  Act. 

SECTION  225.  The  Mental  Health/Mcntal  Retardation  Referral 
and  Investigation  Service  shall  take  appropriate  action  to  assure 
that  the  purpose  and  activities  of  the  service  are  known,  to  the 
public.  It  shall  function  on  a twenty-four  hour  basis. 


As  respects  the  Mental  Health  Review  Service,  its  function 
dictates  it  shall  be  clearly  and  Inviolably  immune  from  all 
governmental  or  private  group  pressures.  We  have  to  date  unfortu- 
nately not  devised  a structural  mechanism  for  those  purposes  that 
satisfies  us.  We  have  considered  as  one  possibility  the  appoint- 
ment of  members  of  a Mental  Health  Review  Board  by  the  Governor 
from  lists  submitted  by  Pennsylvania  Mental  Health,  Pennsylvania 
Association  for  Retarded  Children,  the  Pennsylvania  Medical  Society, 
the  Pennsylvania  Psychiatric  Society,  and  the  Pennsylvania  Bar 
Association.  But  whatever  structure  and  form  of  appointment  of 
the  top  echelon  of  the  service  may  be  supplied,  a preliminary 
draft  with  respect  to  the  functions  of  the  service  reads  as  follows: 


Mental  Health  Review  Service 
SECTION  231.  (Structure) 


SECTION  232. 

(1)  The  Mental  Health  Review  Service  shall  appoint  an 
executive  director  of  the  Mental  Health  Review  Service  who  shall 
be  learned  in  the  law  and  shall  engage  in  no  other  remunerative 
activity  during  his  tenure  in  office, 

(2)  He  shall  be  appointed  for  a term  of  ten  years. 
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SEC3TI0N  233,  The  Mental  Health  Review  Service  shall  appoint 
officers  in  sufficient  numbers  and  of  sufficient  qualifications 
to  carry  out  the  duties  of  the  Mental  Health  Review  Service  under 
this  Act.  Members  of  the  service  shall  devote  reasonable  time 
to  their  duties  but  may  engage  in  other  remunerative  activities 
if  there  is  no  conflict  of  interest, 

SECTION  234,  The  Mental  Health  Review  Service  shall  have  the 
power  and  its  duties  shall  be; 

(1)  to  study  and  review  the  status  of  all  patients 
receiving  care  under  this  Act; 

(2)  to  inform  patients  and  those  Interested  in  their 
welfare  of  their  rights  under  this  Act; 

(3)  to  advise  the  court  in  any  judicial  proceeding  under 

this  Act; 

(4)  to  formally  review  the  status  under  care  of  patients 
certified  for  compulsory  care,  under  its  own  motion  or  upon  sug- 
gestion by  any  responsible  person. 

SECTION  235.  Upon  receiving  an  application  or  suggestion  for 
the  formal  review  of  the  status  under  care  of  a patient  under 
compulsory  care  pursuant  to  section  632  of  this  Act,  the  executive 
director  shall  appoint  a tribunal  of  three  reviewing  officers  of 
the  Service  of  which  one  member  shall  be  learned  in  the  law,  one 
shall  be  a psychiatrist,  and  one  shall  be  neither  learned  in  the 
law  nor  a psychiatrist.  The  tribunal  shall  dispose  of  the  case 
in  accordance  with  Sections  633  - 639  of  this  Act. 

ARTICLE  III 

This  article,  which  under  the  present  law  is  entitled  ’’Ad- 
mission and  Commitment  of  Patients”,  will  be  entitled  ’’Procedures 
for  Examination  and  Acceptance  for  Care  of  Patients”.  This  area 
encompasses  most  of  the  radical  departures  from  existing  law  which 
we  recoismend , including  the  emphasis  on  informal  procedures  for 
examination  and  acceptance  for  care  and  the  new  step  procedures 
for  investigation,  compulsory  examination,  and  care.  The  article 
also  contains  special  procedures  applicable  to  persons  in  police 
custody  or  charged  with  or  convicted  of  crime  and  provisions  ap- 
plicable to  compulsory  care  without  total  institutionalization. 

Article  III  of  the  present  law  contains  provisions  for  the 
commitment  of  patients  to  the  Veteran’s  Administration  or  other 
agency  of  the  United  States  Government.  These  provisions  are 
not,  and  in  our  opinion  never  have  been,  free  from  certain  juris- 
dictional problems.  However,  we  would  prefer  discussion  with  the 
Veteran's  Administration  of  the  problems  involved  before  recommending 
substantial  reenactment  or  new  provisions. 
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The  habeas  corpue  provision  presf^ntly  found  in  Article  III 
is  reenacted  in  slightly  changed  form  in  Article  VI. 

The  draft  provisions  of  this  article  read  as  follows: 


A.  Inforiaal  Procedure® 

SECTION  30L.  Any  person  over  the  age  of  eighteen  years,  and 
any  person  under  the  age  of  eighteen  years  with  the  written  consent 
of  his  parent  or  guardian,  say  apply  tc  a mental  health  establish- 
ment for  examination  and  acceptance  for  cere. 

SECTION  302.  If  such  application  is  to  a mental  health 
establishment  operated  by  the  Gossaonwealth , the  applicant  shall 
be  examined  and  shall  then  be  accepted  for  care  if  the  medical 
director  determines  that  he  requires  care  and  there  are  facilities 
available . 

SECTION  303o  A liceniged  mental  health  establishment  may  admit 
the  applicant  for  examination  and  c^re  but  shall  not  be  obligated 
to  do  so. 

SECTION  304.  Any  patiant  inforuiaLly  accepted  for  care  shall 
be  free  to  withdraw  from  such  care  at  any  time. 

SECTION  305.  Whenever  in  conjunction  with  the  examination 
or  care  of  any  person  the  examiiaation  or  counseling  of  other  persons 
is  deemed  advisable,  a mental  health  establishment  may  informally 
accept  such  persons  for  these  purposes. 


B.  Formal  Procedures  for  Investigation,  Compulsory 
Examination  and  Compulsory  Gar® 

1 . Inves  tigat ion 

SECTION  311.  Any  person  who  relieves  another  to  present  a 
danger  to  others  or  to  be  unable  to  care  for  himself  and  not 
receiving  care  in  accordance  with  minimm  standards  of  health 
and  safety  may  inform  the  l?ent&l  Health/Mental  Retardation  Referral 
and  Investigation  Service  of  the  facts  on  which  his  belief  is 
based . 

SECTION  312.  Upon  showing  of  probable  cause  by  an  officer 
of  the  Mental  Health/><ental  Retardfition  Referral  and  Investigation 
Service  to  a magistrate,  alderman  cr  justice  of  the  peace  that  a 
person  presents  a danger  to  others  or  is  unable  to  care  for  him- 
self and  not  receiving  car®  in  accordance  with  minimum  standards 
of  health  and  safety,  the  magistrate,  alderman,  or  justice  of  the 
peace  shall  issue  a warrant  to  officers  of  the  Mental  Kealth/Mental 
Retardation  Referral  and  Investigation  Service  permitting  them 
access  to  specified  premises  to  enable  them  to  ascertain  whether 
that  person  presents  a danger  to  other®  or  is  unable  to  care  for 
himself  and  not  receiving  care  in  accordance  with  minimum  standards 
of  health  and  safety. 
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2.  ExaEin&tion 

SECTION  313.  Whenever  a physician  officer  of  the  Mental 
Health/Mental  Retardation  Referral  Investigation  Service,  after 
investigation,  including  at  least  one  personal  encounter,  be- 
lieves a person  to  present  a danger  to  others  or  to  be  unable  to 
care  for  himself  and  not  receiving  care  in  accordance  with  minimum 
standards  of  health  and  safety  and  person  i®  unable  or  unwilling 

to  submit  to  observation  and  examination  conducted  by  the  staff 
of  the  nearest  appropriate  mental  health  establishment,  the  physician 
shall  so  certify,  stating  fully  the  reasons  for  such  belief. 

SECTION  314.  The  certificate  sh«II  serve  the  following 
functions i 


(1)  It  shall  constitute  legal  authority  for  a Mental 
Health  Establishment  to  conduct  an  examination  without  the  consent 
of  the  patient  in  his  home  or  the  establishment,  whichever  is 
specified  in  the  certificate,  and  if  the  certificate  so  states, 

to  detain  the  patient  for  that  purpoa®. 

(2)  Its  presentation  shall,  subject  to  the  available 
facilities,  impose  a duty  on  a Mental  Health  Establishment  to 
conduct  an  examination  of  the  patient  without  his  consent  at  the 
establishment  or  in  the  patient’s  home,  whichever  is  specified  in 
the  certificate. 

(3)  It  shall  constitute  the  legal  authoritj^  for  the 
police  officer  of  the  Mental  Health/Mental  Retardation  Referral 
Investigation  Service  and  any  other  law  enforcement  officers  to 
escort  the  patient  to  the  nearest  appropriate  Mental  Health  Establish- 
ment for  purposes  of  examination  whenever  the  physician  officer 

of  the  Mental  Health/Mental  Retardation  Referral  Investigation 
Service  deems  this  necessary  because  of  the  inability  or  unwilling- 
ness of  the  patient  to  cooperate  and  the  certificate  so  states. 

SECTION  315.  Upon  the  acceptance  of  a patient  for  compulsory 
observation  and  examination  on  certificate  under  Section  313,  333, 
or  334,  the  director  of  the  eatablisliiaent  shall  cause  an  observation 
and  examination  of  the  patient  to  be  conducted. 

SECTION  316. 

(1)  The  observation  and  examination  shall  be  concluded 
not  later  than  thirty  days  after  the  patient  has  been  accepted 

by  the  establishment  unless  the  cossmissioner  of  mental  health 
shall  at  the  request  of  the  medical  director  of  the  mental  health 
establishment  for  good  cause  shown  grant  an  extension  not  to  exceed 
an  additional  sixty  days.  The  medicel  director  of  the  mental 
health  establishment  shall  make  a record  of  the  results  of  the 
observation  and  examination  and  his  diagnosis  and  evaluation  of 
the  patient  including  any  recomoended  plan  for  care. 

(2)  IXxring  or  after  the  observation  and  examination,  on 
request  of  the  medical  director,  the  department  may  transfer  the 
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patient  to  any  more  appropriate  snental  bealvh  ee  tabl  iel\ment  for 
the  completion  of  the  observation  and  examination. 


3.  Compulsory  Care 

SECTION  317.  If  as  a result  of  the  examination  and  evaluation 
it  is  the  opinion  of  the  medical  director  that  neither  the  safety 
of  the  community  nor  the  safety  or  health  of  the  patient  requires 
that  he  receive  coskpulsory  care,  the  certification  shall  be  termi- 
nated . 

SECTION  318. 

(1)  If  as  a result  of  the  examination  it  is  the  opinion 
of  the  medical  director  that  the  safety  of  the  community  or  the 
safety  or  health  of  the  patient  require®  that  he  receive  compulsory 
care,  which  may  involve  total  institutionalization  or  treatment 
short  of  total  instinitionalizaticn  as  provided  in  Section  341, 

et  seq^  the  patient  shall  be  furnished  an  abstract  of  the  record 
of  the  examination  and  evaluation  which  shall  include: 

(a)  A description  of  the  patient’s  condition 
necessitating  care, 

(b)  The  proposed  treatment  plan, 

(c)  A statement  of  how  the  proposed  treatment  is 
expected  to  benefit  the  patient  if  care  is  not  required  for  the 
safety  of  the  conocfunityp 

(d)  If  care  short  of  total  institutionalization 
is  required  for  the  safety  of  the  community,  how  the  recommended 
controls  are  expected  to  minimize  the  hazard v 

(e)  If  total  institutionalization  is  recommended, 
the  reasons  why  other  methods  of  caring  for  the  patient  are 
unavailable  or  inappropriate, 

(f)  The  estimated  time  required  for  treatment. 

(2)  Such  person  shall  be  certified  by  the  medical 
director  for  care  as  an  Involuntary  patient  in  accordance  with  the 
evaluation  on  forms  of  the  Department-.  Tb.e  certificate  shall 
include  the  plan  for  treatment  and  shall  state  its  expected  duration. 

(3)  A certificate  for  care  involving  total  institution- 
alization shall  be  authority  to  care  for  the  patient  in  accordance 
with  the  Plan  at  the  examining  mental  health  establishment  or  any 
other  mental  health  establishment  desigriated  by  the  Department. 

(4)  A certificate  for  care  short  of  total  institution- 
alization shall  be  the  basis  for  a petition  under  Section  341, 

et  seq. 

SECTION  319.  At  any  time  during  the  patient's  treatment,  the 
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medical  director  may  tenair^t®  the  certification  if  he  determines 
that  compulsory  care  is  no  longer  required. 

SECTION  320.  At  the  end  of  the  period  of  expected  duration 
of  care  as  set  forth  in  the  certificate  or  after  two  years,  whichever 
is  sooner,  if  the  safety  of  the  community  or  the  safety  or  health 
of  the  patient  requires  that  he  continue  to  receive  compulsory 
care,  a certificate  for  further  care  shall  be  prepared  by  the 
medical  director  on  forms  of  the  department.  Such  certificate 
shall  state  how  long  the  proposed  treatment  is  expected  to  continue. 
If  compulsory  care  is  no  longer  required,  the  certification  shall 
be  terminated . 

SECTION  321.  Patients  who  have  been  re-certified  shall  have 
their  status  further  reviewed  through  the  procedures  of  Section  320 
at  least  every  two  years. 

G.  Special  Procedures  Applicable  to  Persons  in  Police 
Custody  or  Charged  with  or  Convicted  of  Crime 

1.  Persons  Taken  Into  Custody 
by  Policfc  Officers 


SECTION  331,  A police  officer  who  takes  into  custody  in  a 
public  place  or  a private  building  at  the  reqiiest  of  the  occupant 
thereof  any  person  whom  he  believes  to  be  mentally  disordered  and 
who  from  his  acts  or  threatened  acts  is  believed  by  the  police 
officer  to  be  dangerous  to  himself  or  others  shall  transfer  such 
person  to  the  custody  of  the  Mental  Heaith/Mental  Retardation 
Referral  and  Investigation  Service, 

SECTION  332.  If  the  arresting  police  officer  believes  that 
such  person  has  not  committed  a criminal  act,  the  Mental  Health/ 
Mental  Retardation  Referral  and  Investigation  Service  shall  either 
certify  such  person  for  examination  in  accordance  with  Sections  313 
and  314  or  discharge  him. 

SECTION  333. 

(1)  If  the  arresting  police  officer  believes  that  the 
person  has  committed  a criminal  act,  he  shall  so  report  to  the 
Mental  Health/Mental  Retardation  Referral  and  Investigation  Service 
and  that  service  shall,  if  an  examination  conducted  by  the  nearest 
appropriate  mental  health  establishment  is  not  deemed  advisable, 
transfer  the  custody  of  the  person  to  the  arresting  police  officer 
who  shall  take  such  person  to  the  appropriate  issuing  authority 

to  be  dealt  with  according  to  law. 

(2)  If  an  examination  conducted  by  the  nearest  ap- 
propriate mental  health  establishment  is  deemed  appropriate  the 
service  shall  certify  such  person  for  examination  in  accordance 
with  Section  315,  et  seq. 

(3)  Such  certificate  shall  instruct  the  director  of 
the  examining  mental  health  establislument , upon  completion  of  the 


-796- 


examination,  to  act  as  follove: 

(a)  ^era  such  examination  has  yielded  recotnnendations 
short  of  total  institutional  care  in  a mental  health  establishment, 

to  return  the  person  to  the  custody  of  the  police  unless  the  police 
informs  the  director  of  the  mental  health  establishment  that  no 
charges  will  be  preferred. 

(b)  Where  such  examination  has  yielded  a recommen- 

dation of  total  institutional  care  in  a mental  health  establish- 
ment, to  certify  and  arrange  for  the  acceptance  of  the  person  for 
such  care  and  to  furnish  a detailed  report  to  the  police.  The 
hospitalization  of  such  a person  preclude  his  subsequent 

prosecution  where  this  is  deemed  appropriate  by  the  law  enforcement 
authorities  as  long  as  the  person  is  not  deprived  thereby  of  any 
special  care  deemed  necessary  in  his  case  by  the  director  of  the 
mental  health  establishment  where  he  is  confined. 


2.  Criminal  Defendants 

SECTION  334,  Any  court  having  jurisdictio?i  over  a person 
charged  with  crime  or  convicted  of  crime  may^  on  motion  of  the 
prosecution  or  the  defense  or  its  own  motion,  at  any  stage  of  the 
proceedings,  certify  the  defendant  for  observation  and  examination 
to  be  conducted  by  the  staff  of  the  nearest  appropriate  mental 
health  establishment. 

SECTION  335,  The  court  may  request  the  examining  mental  health 
establishment  to  recommend  what  special  care,  if  any,  the  defendant 
may  require  by  virtue  of  his  condition  and  whether  the  conduct 
of  criminal  proceedings  or  any  part  thereof  or  his  confinement  in 
a correctional  institution  is  likely  to  have  any  serious  adverse 
effect  on  the  defendant’s  condition. 

SECTION  336. 

(1)  Where  such  examination  yields  a determination  that 
the  defendant’s  condition  requires  total  institutional  care  at  a 
mental  health  establishment  and  that  the  conduct  of  criminal  pro- 
ceedings against  him  or  his  confinement  in  a correctional  insti- 
tution is  likely  to  have  a serious  adverse  effect  on  hie  condition, 
the  court  may  commit  the  defendant  for  such  care  and  may  suspend 

or  terminate  the  criminal  proceedings. 

(2)  If  the  proceedings  are  suspended,  the  defendant 
shall  be  returned  to  the  court  for  disposition  as  soon  as  his 
condition  has  sufficiently  improved. 

SECTION  337.  The  authority  of  the  court  provided  for  in 
Sections  334  t<5  336  shall  be  supplemental  to  any  other  powers  granted 
the  court  by  law. 
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3.  Prisoners 


SECTION  338. 

(.1)  In  the  case  of  prisoners  in  state  correctional 
institutions  under  the  control  and  supervision  of  the  Department 
of  Justice,  the  Deputy  Commissioner  for  Treatment  of  the  Bureau 
of  Corrections  of  the  Department  of  Justice,  and,  in  the  case  of 
prisoners  in  county  correctional  institutions,  the  administrative 
heads  of  such  institution®  may  request  the  nearest  appropriate 
mental  health  establishment  to  conduct  an  examination  of  any 
prisoner  thought  to  require  care  in  a mental  health  establishment. 

(2)  Upon  receipt  of  such  request  the  director  of  the 
mental  health  establishment  shall  arrange  with  the  administrative 
head  of  the  correctional  institution  where  the  prisoner  is  con- 
fined for  such  examination  to  be  conducted  at  the  prison  or  at 
the  mental  health  establishment. 

(3)  Where  such  examination  5^ields  a dererminat ion  rhat 
the  prisoner’s  condition  does  not  require  care  at  a mencal  health 
establishment,  the  prisoner  shall  remain  or  be  returned  to  the 
correctional  institution. 

(4)  Where  such  examination  yields  a determination  that 
the  prisoner's  condition  requires  care  at  a mental  health 
establishment,  the  medical  director  shall  so  certify  on  forms  of 
the  Department  and  the  prisoners  shall  be  accepted  for  total 
institutional  care  at  a mental  health  establishment  designated 

by  the  Department. 

(5)  At  any  time  during  the  prisoner’s  confinement  at 
a mental  health  establishment  the  medical  director  may  terminate 
the  certification  if  he  determines  that  care  in  a mental  health 
establishment  is  no  longer  required;  and  the  prisoner  shall  be 
returned  to  the  correctional  institution  where  he  was  confined. 

(6)  At  the  end  of  the  period  of  expected  duration  of 
care  as  set  forth  in  the  certificate,  or  after  two  years,  which- 
ever is  sooner,  if  the  condition  of  the  prisoner  requires  that  he 
continue  to  receive  care  at  a mental  health  establishment,  a 
certificaia  for  further  care  shall  be  prepared  by  the  medical 
director  (n  forms  of  the  Department.  Such  certificate  shall  state 
how  long  the  requirement  of  such  care  is  expected  to  continue. 

If  sach  Cc:re  is  no  Longer  required,  the  certification  shall  be 
terminated  and  the  prisoner  shall  be  returned  to  the  correctional 
institutirn  where  he  was  confined. 

(7)  Any  prisoner  under  sentence  at  the  time  of  the 
certification  for  total  institutionalization  at  a mental  health 
establishment  whose  sentence  expires  shall  immediately  be  re- 
examined upon  the  expiration  of  such  sentence.  If  the  examination 
yields  the  determination  that  no  further  compulsory  care  is 
required,  the  certification  shall  be  terminated  and  the  prisoner 
discharged.  If  the  examination  yields  the  determination  that 

the  prisoner  requires  compulsory  care,  the  certification  under 
this  section  shall  terminate  and  shall  be  replaced  by  a certifi- 
cation under  Section  318  of  this  Act. 
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D.  Provisions  Applicable  to  Compulsory  Care 
Without  Total  Institutionalization 


SECTION  341.  If,  under  a certificate  for  compulsory  care, 
the  recommendation  is  a plan  for  care  without  total  institutionali- 
zation, the  director  of  the  mental  health  establishment  shall 
petition  the  Orphans'  Court  of  the  county  in  which  the  patient 
resides  or  in  which  it  is  proposed  for  him  to  receive  care  for  an 
order  adopting  the  plan.  The  application  which  shall  be  in  the 
form  prescribed  by  the  Department  shall  include  a copy  of  the 
plan. 


SECTION  342.  Upon  receipt  of  such  petition  the  court  shall 
issue  a citation  to  show  cause  why  the  court  should  not  adjudge 
that  the  plan  be  adopted,  and  inform  the  patient  of  his  right  to 
a hearing. 

SECTION  343. 

(1)  The  court  shall  hold  a hearing  upon  request  of  the 
patient,  of  if  for  any  reason  the  court  considers  a hearing 
desirable. 


(2)  The  patient  shall  have  the  right  to  be  represented 
by  counsel  at  the  hearing  and  shall  be  furnished  counsel  if  he 

is  unable  to  obtain  private  counsel. 

(3)  The  hearing  shall  not  be  open  to  the  public. 

(4)  The  record  of  the  hearing  and  other  proceedings 
shall  be  kept  in  the  files  of  the  court  as  a permanent  record 
thereof,  but  shall  be  withheld  from  inspection  except  upon  an 
order  of  court  granted  upon  due  cause  shown. 

SECTION  344.  If  no  hearing  is  held,  the  court  shall  adopt 
the  plan  as  submitted. 

SECTION  345.  If  there  is  a hearing,  the  court  may  order  the 
plan  adopted,  or  reject  the  plan. 

SECTION  346.  During  the  pendency  of  any  hearing  and  until 
the  decision  of  the  court,  the  mental  health  establishment  shall 
care  for  the  patient  either  on  an  institutional  or  non-institutional 
basis  as  the  medical  director  deems  appropriate. 

SECTION  347.  Right  of  appeal  from  the  order  shall  be  as  in 
the  case  of  other  orders  and  decrees  of  the  Orphans'  Court.  No 
appeal  from  such  order  shall  suspend  the  authority  or  prejudice 
the  act  of  a medical  director  acting  thereunder. 

SECTION  348.  If  the  court  rejects  the  plan,  the  medical 
director  may,  in  appropriate  cases,  certify  the  patient  for  total 
institutional  care  under  Section  318,  submit  a new  plan  for  care 
without  total  institutionalization,  or  release  the  patient. 
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SECTION  3k9.  Upon  motion  of  the  director  of  the  mental  health 
establishment  where  a patient  is  receiving  non- institutional 
compulsory  care  under  a plan  adopted  by  the  court,  and  after 
hearing  upon  due  notice , the  court  which  approved  the  plan  may 
cite  a patient  for  contempt  for  violation  of  the  court  order. 


E.  Liability  and  Exemption  from 
Liability  for  Detention 


SECTION  351,  No  director  or  other  officer  of  any  mental 
health  establishment  shall  be  held  personally  liable  for  the 
detention  of  any  patient  when  such  detention  is  in  compliance 
with  the  provisions  of  this  Act. 

SECTION  352.  No  verdict  or  judgment  shall  be  entered  in  any 
action  or  indictment  against  any  person  who  is  subject  to  the 
provisions  of  the  act  and  who  has  complied  with  its  requirements 
for  the  detention  of  any  person  as  a patient  in  any  institution, 
unless  the  court,  after  trial  and  verdict,  certifies  that  there 
was  proof  that  the  person  cl^rged  acted  with  gross  negligence  or 
corruptly,  or  without  reasonable  or  probable  cause,  or  was  actuated 
by  motives  other  than  the  good  of  the  person  restrained. 


ARTICLE  IV 


This  article  in  the  present  law  provides  for  transfer  of 
patients  from  one  institution  to  another  and  from  the  Commonwealth 
to  another  state  or  country,  and  transfers  of  patients  to  a United 
States  Veterans  Hospital. 

While  we  are  not  opposed  to  the  substantial  re-enactment 
of  the  provisions  conc^sming  the  transfer  of  non-residents  to 
another  state  or  country  or  transfers  of  patients  under  total 
institutional  care  to  a Veterans  Hospital,  we  propose  a much 
simpler  provision  concerning  the  transfer  of  patients  under  total 
institutional  care  from  one  utental  health  establishment  to  another. 
We  recommend  that  the  Department  be  authorized  to  transfer  any 
such  patient  from  one  establishment  to  another  in  its  discretion, 
based  on  the  needs  of  the  patient.  We  do  recommend,  however, 
that  adequate  advance  notice  of  an  intent  to  transfer  be  given  to 
a patient  and  his  counsel,  family  or  close  friends,  and  any  court 
or  law  enforcement  authorities  having  an  interest  in  the  patient. 
The  patient,  or  others  on  his  behalf,  will  thus  have  an  opportunity 
to  raise  any  objections  to  such  transfer  with  the  Department  and 
the  Mental  Health  Review  Service. 
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ARTICLE  V 


This  article  in  the  present  law  deals  with  escapes  and 
interstate  extradition  and  we  suggest  its  substantial  re-enactment. 


★ ★★★★★★★ 


ARTICLE  VI 


This  article  in  the  present  law  deals  with  discharge,  leaves 
of  absence,  and  boarding  out  of  patients. 

While  we  reconmend  the  substantial  re-enactment  in  regard 
to  leaves  of  absence  and  boarding  out,  excluding  the  provisions 
concerning  colonies  for  mental  defectives,  we  have  prepared  draft 
provisions  relating  to  the  discharge  of  patients  which  include 
review  procedures  involving  the  Mental  Health  Review  Service  and 
the  court. 

We  have  also  included  the  habeas  corpus  provision  under  this 
article.  The  draft  provisions  read  as  follows: 

A.  Discharge  When  There  Is  No  Certificate  For 
Compulsory  Care  Or  At  The  Termination  Or 
Expiration  of  Such  Certificate. 

SECTION  601.  The  termination  of  certification  of  a patient 
under  Section  317  after  observation  and  examination  shall  free 
him  from  further  restraint  unless: 

(1)  He  has  been  certified  for  observation  pursuant 

to  Section  333,  in  which  case  he  shall  be  returned  to  the  custody 
of  the  police  pursuant  to  Section  333  (3)  (a). 

(2)  He  has  been  certified  for  observation  and  examination 
by  a court  pursuant  to  Section  334,  in  which  case  he  shall  be 
returned  to  the  custody  of  that  institution  pursuant  to  Section 

338  (3)  of  this  Act. 

SECTION  602. 

(1)  A patient  whose  certificate  for  compulsory  care 
has  been  terminated  under  Section  319,  or  whose  certificate  for 
compulsory  care  has  expired  without  a further  certificate  being 
prepared  under  Section  320  shall  be  discharged. 

(2)  Such  discharge  shall  free  the  patient  from  further 
restraint  unless: 

(a)  He  has  been  certified  for  compulsory  care  under 
Section  333  (3)  (b),  in  which  case  he  shall  be  returned  to  the 
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custody  of  the  police  if  a detainer  has  been  lodged  against  him. 

(b)  He  has  been  committed  for  care  pursuant  to 
Section  336  (1)  in  which  case  he  shall  be  returned  to  the  custody 
of  that  cotirt  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired,  in  which  case  he 
shall  be  returned  to  the  custody  of  that  institution  pursuant  to 
Section  338  (5)  and  (6). 

B.  Discharge  or  Modification  of 
Certification  by  the  Court 

1.  Upon  recommendation  of  Mental 
Health  Review  Service 


SECTION  631.  Every  patient  who  is  certified  for  compulsory 
care  shall  be  informed  of  his  right  to  seek  review  of  his 
certification  through  the  Mental  Health  Review  Service. 

SECTION  632. 

(1)  The  Mental  Health  Review  Service  shall  review  the 
certification  of  a patient  upon  an  application  by  or  on  behalf  of 
the  patient  or  on  its  own  motion. 

(2)  Such  review  shall  be  made  by  a tribunal  constituted 
in  accordance  with  Section  235  of  this  Act. 

SECTION  633.  The  tribunal  shall  question  the  director  of 
the  establishment,  those  who  have  observed  and  examined  the  patient 
and  others  whom  it  shall  deem  appropriate.  It  shall  conduct  or 
arrange  for  such  examination  of  the  patient  as  it  deems  appropriate 

SECTION  634.  At  the  conclusion  of  its  review  the  tribunal 
shall  recommend  in  writing,  assigning  appropriate  reasons,  either 
that  the  patient  be  continued  to  be  cared  for  in  accordance  with 
the  certificate,  that  the  certificate  be  modified,  or  that  the 
patient  be  released.  It  shall  immediately  inform  the  patient  and 
the  medical  director  of  its  decision. 

SECTION  635.  If  the  recommendation  of  the  tribunal  is  that 
the  certificate  be  modified  or  that  the  patient  shall  be  released 
and  the  medical  director  rejects  its  recommendation,  it  shall 
petition  the  Orphans'  Court  of  the  County  in  which  the  patient  is 
receiving  care  for  an  order  adopting  its  recommendation. 

SECTION  636.  Upon  receipt  of  such  petition  the  court  shall 
hold  a hearing  upon  such  notice  and  to  such  persons  as  it  deems 
necessary  to  protect  the  patient's  interests. 

SECTION  637. 

(1)  The  patient  shall  have  the  right  to  be  represented 


by  counsel  at  the  hearing  and  shall  be  furnished  counsel  if  he  is 
unable  to  obtain  private  counsel. 

(2)  The  hearing  shall  not  be  open  to  the  public. 

(3)  The  record  of  the  hearing  and  other  proceedings 
shall  be  kept  in  the  files  of  the  court  as  a permanent  record 
thereof,  but  shall  be  withheld  from  inspection  except  upon  an  order 
of  court  granted  upon  due  cause  shown. 

SECTION  638. 

(1)  After  the  hearing  the  court  shall  issue  an  order 
adopting,  modifying,  or  rejecting  the  recommendations  of  the 
tribunal . 


(2)  If  the  court  orders  the  patient  discharged  the 
patient  shall  be  freed  from  further  restraint  unless: 

(a)  He  has  been  certified  for  compulsory  care  under 
Section  333  (3)  (b),  in  which  case  he  shall  be  returned  to  the 
custody  of  the  police  if  a detainer  has  been  lodged  against  him. 

(b)  He  has  been  committed  for  care  pursuant  to 
Section  336(1),  in  which  case  he  shall  be  returned  to  the  custody 
of  that  court  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired , in  which  case  he 
shall  be  returned  to  the  custody  of  that  institution. 

SECTION  639.  The  decision  of  the  court  may  be  appealed  as 
in  other  proceedings  in  the  Orphans'  Court. 


2.  Upon  Petition  of  the  Patient 

SECTION  651.  Any  patient  who  has  been  certified  for 
compulsory  care  may  in  writing  petition  the  Orphans'  Court  of 
the  county  in  which  he  is  receiving  care  for  an  order  releasing 
him  from  such  care,  but  only  if: 

(1)  He  has  first  requested  the  Mental  Health  Review 
Service  to  review  his  certification  and  a tribunal  of  that 
service  has  recommended  that  he  continue  to  receive  compulsory 
care,  and. 


(2)  He  submits  with  his  petition  an  affidavit  of  a 

?ualified  physician  stating  that  he  has  examined  the  patient  and 
s of  the  opinion  that  the  patient  should  not  be  subject  to  com- 
pulsory care  under  this  Act. 

SEC]TION  652.  Upon  receipt  of  such  petition  the  court,  after 
due  notice  to  the  mental  health  establishment  at  which  the  patient 
is  receiving  care  and  the  Mental  Health  Review  Service,  shall 
conduct  a hearing  to  determine  whether  the  safety  of  the  comnunity 
or  the  safety  or  health  of  the  patient  requires  that  he  receive 
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compulsory  care. 

SECTION  653. 

(1)  Upon  conclusion  of  the  hearing  the  court  may 
dismiss  the  petition,  modify  the  certificate  pursuant  to  which 

the  patient  is  receiving  compulsory  care,  or  discharge  the  patient. 

(2)  Such  discharge  shall  free  the  patient  from  further 
restraint  unless: 

(a)  He  has  been  certified  for  compulsory  care 
under  Section  333  (3)  (b),  in  which  case  he  shall  be  returned  to 
the  custody  of  the  police  if  a detainer  has  been  lodged  against 
him. 


(b)  He  has  been  committed  for  care  pursuant  to 
Section  336  (1),  in  which  case  he  shall  be  returned  to  the  custody 
of  that  covirt  pursuant  to  Section  336  (2). 

(c)  He  has  been  transferred  from  a correctional 
institution  and  his  sentence  has  not  expired,  in  which  case  he  shall 
be  returned  to  the  custody  of  that  institution. 

SECTION  654.  The  decision  of  the  court  may  be  appealed  as 
in  other  proceedings  in  the  Orphans’  Court. 


C.  HABEAS  CORPUS 

SECTION  661.  Every  person  confined  in  a mental  health 
establishment,  or  anyone  acting  on  his  behalf,  may  at  any  time 
petition  the  Orphans'  Court  of  the  county  where  he  is  confined 
for  a writ  of  habeas  corpus  in  accordance  with  the  provisions  of 
the  Act  of  May  24,  1951  (P.L.  415). 


★ ★★★★★★* 


ARTICLE  VII 

This  article  in  the  present  law  deals  with  costs--liability 
for  costs  of  care  of  patients,  costs  of  admission  and  commitment, 
etc.  For  the  reasons  indicated  in  the  introduction  we  have  not 
made  any  recommendations  on  this  topic. 


★ ★★★★★★★ 

ARTICLE  VIII 

This  article  in  the  present  law  contains  miscellaneous  pro- 
visions relating  to  patients  and  institutions  including  provisions 
concerning  the  rights  of  patients,  provisions  concerning  depositions 
of  institutional  officers,  and  provisions  for  statutory  guardianship 
by  agents  of  the  Department  of  Revenue  for  patients  with  estates 
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of  not  more  than  $500  and  certain  penalty  provisions  for  furnishing 
liquor  and  weapons  to  patients  or  for  aiding  patients  to  escape, 
and  for  causing  the  unwarranted  hospitalization  of  or  denial  of 
rights  to  patients. 

We  recommend  the  substantial  re-enactment  of  the  provision 
providing  for  the  admissability  of  depositions  regarding  the 
condition  of  patients.  We  are  not  opposed  to  a limited  statutory 
guardianship  for  patients  under  total  institutional  care , but 
we  recommend  the  approach  taken  by  Senate  Bill  923  presently  pending 
before  the  Legislature. 

We  do  not  favor  the  re-enactment  of  the  provisions  concerning 
mechanical  restraints , the  provision  of  female  attendants  for  female 
patients,  and  the  provisions  relating  to  employment  of  patients. 

We  are  of  the  opinion  that  these  matters  can  appropriately  be 
handled  through  departmental  regulations  and  that  patients  will 
be  sufficiently  protected  by  the  provisions  for  rights  of  patients 
and  the  general  safeguards  built  into  the  Act. 

We  have  prepared  a draft  provision  concerning  the  rights  of 
patients,  which  reads  as  follows: 


A.  Rights  of  Patients 

1.  Persons  Accepted  for  Care 

Pursuant  to  Informal  Procediires 


SECTION  801.  Persons  accepted  for  care  pursuant  to  the  informal 
procedures  of  this  Act  shall  not  be  deprived  of  any  rights  enjoyed 
by  the  general  populace  including  the  right  to  withdraw  from 
examination  or  care  at  any  time . 


2.  Patients  Confined  in  Mental 
Health  Establishments 


SECTION  802.  Neither  the  examination  nor  the  acceptance  of 
a person  for  care  pursuant  to  the  compulsory  procedures  of  this 
Act  shall  automatically  abridge  his  civil  rights. 

SECTION  803.  The  following  rights  of  patients  shall  not 
be  abridged: 

(1)  The  right  to  religious  freedom  guaranteed  by  the 
United  States  and  Pennsylvania  constitutions.  In  furtherance 
thereof  a patient  shall  have  the  right  to  be  visited  by  a 
minister  of  any  religion. 

(2)  The  right  to  communicate  with  his  attorney,  the 
Mental  Health  Review  Service,  the  Orphans'  Court  of  the  county 
where  he  is  confined,  his  guardian,  the  director  of  the  mental 
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health  establishment,  and  the  Governor  by  sealed,  uncensored 
letter.  In  furtherance  thereof  he  shall  have  access  to  writing 
materials  and  his  letters  shall  be  stamped  and  mailed. 

(3)  The  right  to  be  visited  at  reasonable  hours  and  to 

be  alone  with  his  attorney  and  a medical  or  osteopathic  practitioner. 

(4)  The  right  to  request  the  Commissioner  of  Mental 
Health  to  arrange  for  the  examination  of  his  mental  condition  by 
a qualified  physician  not  associated  with  the  Department.  The 
Commissioner  of  Mental  Health  may  refuse  to  grant  such  a request 
only  when  it  is  made  sooner  than  six  months  after  a previous 
examination  under  this  section. 


3.  Patients  Receiving  Compulsory  Care 
Short  of  Total  Hospitalization 


SECTION  804.  Patients  receiving  compulsory  care  short  of 
total  institutionalization  shall  enjoy  all  the  rights  of  the 
general  populace  except  those  of  which  they  have  been  deprived 
by  an  order  of  the  court. 


ARTICLE  IX 
Guardianship 

This  article  in  the  present  law  provides  for  guardianship 
of  the  person.  We  recommend  that  it  be  replaced  by  provisions 
authorizing  individually  tailored  guardianship  and  establishing 
an  Office  of  Public  Guardian  to  promote  the  objective  of  sound 
guardianship . 

We  have  prepared  a draft  provision  on  guardianship  which 
reads  as  follows: 


GUARDIANSHIP 


SECTION  901.  The  Public  Guardian.  The  Secretary  of  Public 
Welfare  shall  establish  and  staff  an  Office  of  Public  Guardian. 

SECTION  902.  Duties  and  Authority  of  Public  Guardian. 

(1)  The  Public  Guardian  shall,  at  the  request  of  re- 
sponsible persons  or  on  his  own  motion,  file  a petition  for  his 
appointment  or  the  appointment  of  a private  person  under  this  article 
in  any  case  where  he  deems  such  guardianship  required. 

(2)  The  Public  Guardian  shall,  on  his  own  motion  or 
at  the  request  of  the  Orphans'  Court,  intervene  at  any  time  in 
any  case  involving  guardianship  under  this  article  where  he  or 
the  court  deems  such  intervention  to  be  advisable  in  the  interests 
of  a ward,  or  a person  on  whose  behalf  a petition  has  been  filed. 
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SECTION  903.  Appointment  of  Giiardian 

(1)  When  any  person  is  by  reason  of  mental  incapacity 
or  lack  of  rational  judgment  unable  to  be  independent  or  manage 
his  affairs  in  accordance  with  mininium  standards  of  the  comnunity, 
a petition  may  be  filed  by  the  Public  Guardian  or  by  any  re- 
sponsible person  on  behalf  of  such  person  with  the  Orphans'  Goxirt 
of  the  county  of  his  residence  for  the  appointment  of  a guardian 
under  this  article  in  the  interest  of  his  safety  and  well-being. 

(2)  Upon  receipt  of  any  petition  after  such  notice 

to  the  person  in  whose  interest  the  petition  is  filed  and  to  such 
other  persons  as  the  court  may  direct » the  coxirt  shall  schedule 
and  hold  a hearing. 

(3)  At  such  hearing  it  shall  be  the  burden  of  the 
petitioner  to  establish  by  expert  testimony  that  the  person  for 
whom  a guardian  is  sought  to  be  appointed  lacks  mental  capacity 
or  rational  jxidgment  to  such  an  extent  that  he  is  unable  to  be 
independent  or  manage  his  affairs  in  accordance  with  minimum 
standards  of  the  community. 

(4)  If  the  petitioner  establishes,  in  accordance  with 
Subsection  (3)  hereof,  that  the  person  for  whom  a guardian  is 
sought  requires  the  appointment  of  a guardian  to  supplement  his 
judgment  and  capacity  to  make  decisions,  the  petitioner  shall 
submit  to  the  court  a detailed  guardianship  plan  in  accordance 
with  the  individual  and  specific  needs  of  the  person  for  whom  a 
guardian  is  sought  to  be  appointed. 

(5)  The  court  may  then  adopt  such  plan  as  submitted  or 
modified  and  may  appoint  a guardian  to  act  under  the  continuing 
supervision  of  the  court  in  accordance  with  the  plan. 

SECTION  904.  Exclusiveness 

When  a court  has  appointed  a guardian  under  this  article  no 
other  court  shall  appoint  a guardian  of  the  person  or  estate  for 
that  person  within  the  Commonwealth. 

SECTION  905.  Qualifications  for  Appointment  as  Guardian 

The  court  may  appoint  the  Public  Guardian  as  guardian  under  this 
article  in  any  case.  The  court  shall  not  appoint  any  natural 
person  as  guardian  under  this  article  who  is  less  than  21  years 
of  age  or  who  is  not  qualified  to  execute  the  guardianship  plan  as 
adopted  by  the  court. 

SECTION  906.  Grounds  for  Removal 

The  appointing  court  shall  have  exclusive  power  to  remove 
a guardian  under  this  article  when: 

(1)  He  has  failed  to  perform  any  duties  imposed  by 
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Law,  or 


(2)  He  has  become  unable  to  discharge  the  duties  of 

his  office  because  of  sickness  or  physical  or  mental  incapacity,  or 

(3)  He  has  removed  from  the  Commonwealth  where  he  has 
ceased  to  have  a known  place  of  residence  therein,  or 

(4)  For  any  reason  the  interests  of  the  person  for 
whom  he  has  been  appointed  guardian  under  this  article  are  likely 
to  be  jeopardized  by  a continuance  in  office. 

SECTION  907,  Removal  of  Guardian. 

The  court  on  its  own  motion  may,  and  on  the  petition  of  any 
interested  person  alleging  adequate  grounds  for  removal  shall, 
order  the  guardian  to  appear  and  show  cause  why  he  should  not  be 
removed,  or  when  necessary  to  protect  the  ward,  may  summarily 
remove  him.  Upon  removal  the  court  may  appoint  a new  guardian 
under  this  article  for  the  ward.  Any  guardian  summarily  removed 
may  apply  by  petition  to  have  the  decree  of  removal  vacated  and 
to  be  reinstated,  and  if  the  court  vacates  the  decree  of  removal 
and  reinstates  him,  it  shall  make  any  orders  appropriate  to  ac- 
complish the  reinstatenient . 

SECTION  908.  Discharge  of  Guardian 

(1)  The  appointing  court  shall  have  exclusive  power 
to  discharge,  by  appropriate  order,  any  guardian  under  this 
article: 


(a)  Upon  petition  of  any  proof  by  the  ward,  the 
private  guardian,  if  any,  or  the  Public  Guardian  that  the  ward 
no  longer  requires  a guardian  under  the  provisions  of  this  Act, 

(b)  Upon  petition  of  the  private  guardian,  if 
any,  or  the  Public  Guardian,  while  the  ward  still  requires 
guardianship  accompanied  by  a petition  for  the  appointment  of 
a new  guardian  under  this  article, 

(2)  No  guardian  shall  be  discharged  on  his  own  petition 
until  the  court  appoints  a substitute  guardian  or  determines  that 
no  new  guardian  be  appointed. 
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Estimated  * Numbers  of  Mentally  Retarded 
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Percent  of  Special  Education  Class  Enrollments  to  Public  School  Class 
Enrollments,  in  Region  VI  and  by  County,  1964-65  School  Year. 
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Percent  of  Special  Education  Class  Enrollments  to  Public  School  Class 
Enrollments,  in  Region  VII  and  by  County,  1964-65  School  Year. 
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Percent  of  Special  Education  Class  Enrollments  to  Public  School  Class 
Enrollments,  in  Region  VIII  and  by  County,  1964-65  School  Year. 
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RATIO  OF  TOTAL  SPECIAL  EDUCATION  CLASS 
ENROLLMENTS  TO  TOTAL  PUBLIC  SCHOOL  ENROLLMENTS 
AND  TO  TOTAL  POPULATION  UNDER  18  YEARS  OF  AGE, 

By  REGION,  PENNSYLVANIA:  L964-65  SCHOOL  YEAR* 


State  Total 

Total  Sp.Ed. 
Class  Eiirols. 

Percent  of 

Pub. Sch. Enrol. 

Percent  of  Pop 
Under  18  Yrs. 

46,143 

2.1 

1.17 

Region  I 

10,837 

1.9 

1.03 

Region  11 

3,622 

2.1 

1.25 

Region  III 

2,537 

2.6 

1.58 

Region  IV 

4,311 

2.7 

1.72 

Region  V 

1,884 

1.7 

.91 

Region  VI 

3,484 

1.9 

1.12 

Region  VII 

13,415 

2.2 

1.07 

Region  VIII 

6,053 

2.3 

1.45 

* Source:  Pennsylvania  Dept,  of  Public  Welfare,  Office  of 
Mental  Health,  the  1965  Pennsylvania  State  Plan  for  the 
Construction  of  Facilities  for  the  Mentally  Retarded. 
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Special  Education  and  Low  Income--Ranl<ing  of  Counties,  I960 


REGION  I 

Allegheny 

Armstrong 

Beaver 

Butler 

Fayette 

Greene 

Indiana 

Lawrence 

Washington 

Westmoreland 

REGION  II 

Cameron 

Clarion 

Crawford 

Elk 

Erie 

Forest 

Jefferson 

McKean 

Mercer 

Potter 

Venango 

Warren 

REGION  III 

Bedford 

Blair 

Cambria 

Somerset 

REGION  IV 

Bradford 

Centre 

Clearfield 

Clinton 

Columbia 

Huntingdon 

Juniata 

Lycoming 


Deviations  in 


Rank  in 

Rank  Between 

Special 

Rank  in 

Special  Ed. 

Education 

Low  Income 

& Low  Income 

8 

10 

2 

3 

42 

89 

7 

7 

-- 

33 

21 

12 

63 

63 

-- 

14 

62 

48 

65 

53 

12 

19 

20 

1 

12 

28 

16 

42 

25 

17 

30 

5 

25 

62 

46 

16 

34 

36 

2 

13 

4 

9 

20 

19 

1 

24 

49 

25 

60 

56 

4 

23 

23 

— 

29 

18 

11 

51 

55 

4 

11 

26 

15 

28 

17 

11 

37 

61 

24 

52 

33 

19 

31 

44 

13 

55 

66 

11 

59 

43 

16 

18 

29 

11 

66 

54 

12 

54 

24 

30 

46 

39 

7 

57 

65 

8 

61 

64 

3 

39 

27 

12 

-835- 


Special  Education  and  Low  Income--Ranking  of  Counties,  1960 


Rank  in 
Special 
Education 

Rank  in 

Low  Income 

Deviations  in 
Rank  Between 
Special  Ed. 

& Low  Income 

REGION  IV  (Cont.) 

Mifflin 

58 

40 

2 

Montour 

40 

32 

8 

Northumberland 

35 

57 

22 

Snyder 

45 

48 

3 

Sullivan 

67 

59 

8 

Tioga 

44 

41 

3 

Union 

27 

38 

11 

REGION  V 

Lackawanna 

6 

37 

31 

Luzerne 

10 

47 

37 

Pike 

9 

45 

36 

Susquehanna 

47 

51 

4 

Wayne 

49 

58 

9 

Wy oming 

50 

60 

10 

REGION  VI 

Berks 

16 

11 

5 

Carbon 

56 

35 

21 

Lehigh 

17 

8 

9 

Monroe 

43 

31 

12 

Northampton 

1 

13 

12 

Schuylkill 

2 

52 

50 

REGION  VII 

Bucks 

15 

2 

13 

Chester 

22 

6 

16 

Delaware 

4 

3 

1 

Montgomery 

5 

1 

4 

Philadelphia 

32 

22 

10 

REGION  VIII 

Adams 

41 

30 

11 

Cumberland 

25 

9 

16 

Dauphin 

53 

15 

38 

Franklin 

48 

37 

11 

Fulton 

26 

67 

41 

Lancaster 

36 

14 

22 

Lebanon 

38 

12 

26 

Perry 

62 

50 

12 

Y ork 

21 

16 

5 
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TOTAL  NUMBER  PATIENTS,  SCHOOL  AGE  PATIENTS  AND  RATIO 
OF  SCHOOL  AGE  PATIENTS  PER  TEACHER,  BY  STATE 
SCHOOLS  AND  HOSPITALS,  PENNSYLVANIA:  1964  * 
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OHDWTH  IN  PUBLIC  SCHOOL  PROGRAMS  FOR  THE  M0ITALLY 
RETARDED,  PENNSYLVANIA:  19^-1961  * 


Total 

Educable-Elem>  Educable-Seoon.  Trainable  Bduca.  and  Train, 


Classes 

Pupils 

Classes 

Pupils 

Classes 

Pupils 

Classes 

Pupils 

702 

11,83U 

118 

2,909 

kS 

739 

866 

I5,ii82 

798 

13,608 

1^3 

3,852 

83 

1,110 

1,03U 

18,570 

?56-57 

705 

11,717 

612 

9,975 

151 

1,905 

1,U68 

23,597 

?57-58 

1,151 

18,889 

37U 

7,7lt9 

190 

2,375 

1,715 

29,013 

?58-59 

1,212 

19,892 

398 

8,722 

201 

2,535 

1,811 

31,lli9 

?59-60 

1,352 

21,930 

529 

10,632 

227 

2,929 

2,108 

35,li91 

?6o-6l 

1,191 

18,397 

823 

16,037 

2ia 

3,109 

2,255 

37,513 

?61-62 

1,202 

18,U37 

935 

18,086 

270 

3,U80 

2,ii07 

Uo,003 

?62-63 

1,2U1: 

18,873 

1,052 

20,03U 

289 

3,698 

2,585 

ii2,6o5 

?63-6U 

1,325 

19,965 

l,oU5 

20,075 

303 

3,828 

2,673 

U3,868 

Source:  Penn^lvania  Department  of  Public  Instruction,  Bureau  of  Special  Serrices  for 
Pupils,  Public  School  for  Exceptional  ChiJ.<iren>  Enrollments,  Costs, 

Pro J e etlons,  fable  I,  "Tml  ffime  cJlaeses",  i^ril  1,  1961. , 
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CURRENT  RATIO  OF  PUPILS  TO  EDU CABLE  AND  TRAINABLE  CLASSES 
AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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CURRENT  RATIO  OF  PUPILS  TO  EDUCABLE  AND  TRAINABLE  CLASSES 
AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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Note;  For  State  Total  see  Region 


CURRENT  RATIO  OF  PUPILS  TO  EDUGABLE  AND  TRAINABLE  GLASSES 
AND  NUMBERS  OF  GLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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Note:  For  State  Total  see  Region 
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AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS 
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Note:  For  State  Total  see  Region 


CURRENT  RATIO  OF  PUPILS  TO  EDU GABLE  AND  TRAINABLE  CLASSES 
AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS- 

PENNSYLVANIA  1965 
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CURRENT  RATIO  OF  PUPILS  TO  EDU CABLE  AND  TRAINABLE  CLASSES 
AND  NUMBERS  OF  CLASSES  QEQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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CURRENT  RATIO  OF  PUPILS  TO  EDUGABLE  AND  TRAINABLE  GLASSES 
AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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Note:  For  State  Total  see  Region 


CURRENT  RATIO  OF  PUPILS  TO  EDUGABLE  AND  TRAINABLE  GLASSES 
AND  NUMBERS  OF  CLASSES  REQUIRED  TO  REACH  ACCEPTABLE  STANDARDS: 

PENNSYLVANIA  1965 
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Note:  For  State  Total  see  Region 


PERCENTAGE  OF  DAY  CARE  PROGRAM  CLIENTS,  BY  LEVEL 
OF  RETARDATION,  PENNSYLVANIA:  1964  ♦ 


Level  of  Retardation 

Percent  of 

Day  Care  Clients 

State  Total 

99^ 

Mild 

43^ 

Moderate 

26^ 

Severe 

7% 

Profound 

Not  Specified 

19% 

* Source:  Pennsylvania  Department  of  Public  Welfare,  Office 
of  Mental  Health,  and  the  1966  Pennsylvania  State  Plan  for  the 
Construction  of  Facilities  for  the  Mentally  Retarded,  Section 
9,  Inventory  Tables  by  Region,  1966. 
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DAY  CARE  PROGRAMS  FOR  RETARDED  PERSONS, 
BY  REGION,  PENNSYLVANIA:  1964  ♦ 


No«  Persons  Served  - No»  Program  Units 


No . Persons 
Served 

Total  No. 
Program  Units 

Treatment 

Sduc . 

Training 

Cus . 

Care 

Sheltd 

fVkshop 

te  Total  5.745 

7.207 

1.820 

1.965 

1.725 

184 

1,  513 

ion  I 

633 

633 

- 

83 

55 

5 

490 

Lon  II 

237 

237 

- 

117 

- 

- 

120 

Ion  III 

55 

55 

- 

- 

39 

- 

16 

Lon  IV 

133 

135 

- 

5 

95 

10 

25 

Lon  V 

146 

233 

41 

85 

62 

45 

Lon  VI 

346 

346 

65 

44 

102 

135 

Lon  VII 

3,805 

5,003 

1,712 

1,556 

1,182 

89 

464 

Lon  VIII 

390 

565 

43 

119 

167 

18 

218 

ource:  Pennsylvania  Department  of  Public  Welfare,  Office  of  Mental  Health,  the 
965  Pennsylvania  State  Plan  for  the  Construction  of  Facilities  for  the  Mentally 
etarded.  Section  9,  Inventory  Tables  by  Region,  1965, 
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CHILD  HEALTH  SERVICE,  BY  REGION, 
PENNSYLVANIA:  1961;  * 


State 

Total 

No.  of  hours 
service  per  mo. 

No.  of  population 
per  hr.  of  service 

2,775 

1;,080 

Region  I 

1,099 

2,726 

Region  H 

195 

3,957 

Region  III 

56 

8,222 

Region  IV 

221 

3,305 

Region  V 

ll;8 

1;,519 

Region  VI 

79 

12,276 

Region  VII 

871; 

1;,109 

Region  VIII 

102 

11,077 

Source:  Pennsylvania  Department  of  Health,  Division  of  Maternal  and  Child  Health, 
unpublished  records,  1961;. 
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MENTALLY  RETARDED  CHILDREN  IN  PUBLIC 
HEALTH  NURSES  CASELOADS,  PENNSYLVANIA:  1964 


STATE  TOTAL  1 , 245 


REGION  I 

Montour 

19 

Alleghe ny 

_ _ 

Northumberland 

36 

Armstrong 

7 

Snyder 

12 

Beaver 

14 

Sullivan 

11 

Butler 

6 

Tioga 

22 

Fayette 

15 

Union 

1 

Greene 

0 

TOTAL 

Indiana 

48 

Lawrence 

8 

REGION  V 

Washington 

0 

Lackawanna 

36 

Westmoreland 

30 

Luzerne 

22 

TOTAL 

T78 

Pike 

4 

Susquehanna 

49 

REGION  II 

Wayne 

29 

Cameron 

4 

Wyoming 

3 

Clarion 

2 

TOTAL 

T53 

Crawford 

13 

Elk 

15 

REGION  VI 

Erie 

_ _ ★ 

Berks 

41 

Forest 

2 

Carbon 

26 

Jefferson 

5 

Lehigh 

5 

McKean 

13 

Monroe 

10 

Mercer 

24 

Northampton 

47 

Potter 

22 

Schuylkill 

7 

Venango 

16 

TOTAL 

TIE 

Warren 

8 

TOTAL 

T75 

REGION  VII 

Bucks 

20 

REGION  III 

Chester 

55 

Bedford 

13 

Delaware 

23 

Blair 

3 

Montgomery 

38 

Cambria 

1 

Philadelphia 

-- 

Somerset 

36 

TOTAL 

136 

TOTAL 

REGION  VIII 

REGION  IV 

Adams 

14 

Bradford 

85 

Cumberland 

3 

Centre 

23 

Dauphin 

108 

Clinton 

7 

Franklin 

7 

Clearfield 

30 

Fulton 

12 

Columbia 

4 

Lancaster 

21 

Huntingdon 

7 

Lebanon 

12 

Juniata 

12 

Perry 

14 

Lycoming 

10 

York 

36 

Mifflin 

19 

TOTAL 

2T7 

Source : Division  ot  Public  Health  Nursing 
* Not  Available 


NUMBER  OF  MENTALLY  RETARDED  WHO  ARE  CLIENTS  OF  STATE 
AIDED  SHELTERED  WORKSHOPS  BY  DEGREE  OF  MENTAL  DEFICIENCY, 
AGE  GROUPS,  REGION  AND  WORKSHOPS,  PENNSYLVANIA:  June  30,  1964 
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SELECTED  BACKGROUND  FACTORS  RELATED  TO  THE  EXTENT  OF 
MENTAL  RETARDATION  IN  REGION  I:  PENNSYLVANIA:  1964 
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Source:  Pennsylvania  Department  of  Public  Welfare,  Office  of  Mental  Health,  the  1965  Pennsylvania 

State  Plan  for  the  Construction  of  facilities  for  the  mentally  retarded. 
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SELECTED  BACKGROUND  FACTORS  RELATED  TO  THE  EXTENT  OF 
MENTAL  RETARDATION  IN  REGION  III:  PENNSYLVANIA:  1964 
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SELECTED  BACKGROUND  FACTORS  RELATED  TO  THE  EXTENT  OF 
MENTAL  RETARDATION  IN  REGION  VI:  PENNSYLVANIA:  1964 
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SELECTED  BAOCGROUND  FACTORS  RELATED  TO  THE  EXTENT  OF 
MENTAL  RETARDATION  IN  REGION  VII:  PENNSYLVANIA:  1964 
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SELECTED  BACKGROUND  FACTORS  RELATED  TO  THE  EXTENT  OF 
MENTAL  RETARDATION  IN  REGION  VIII:  PENNSYLVANIA:  1964 
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Source:  Pennsylvania  Department  of  Public  Welfare,  Office  of  Mental  Health,  the  1965  Pennsylvania 

State  Plan  for  the  Construction  of  Facilities  for  the  Mentally  Retarded. 

Note:  For  State  Total  see  Region  I. 
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SOURCE:  Pennsylvania  Departmait  of  Public  Welfare,  Office  of  Moital  Health,  the  1965  Pennsylvania  State  Plan 
for  the  Construction  of  facilities  for  the  mentally  retarded. 
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PROJECTION  OF  RATED  BED  COMPLEMENT 
FOR  STATE  SCHOOLS  AND  HOSPITAI^J 
PENNSYLVANIA  1962-1970  U 


Year  Beds 

Currently 

Available 

Total 

Available 

1962-63 

8,683 

8,683 

9,023 

8,683 

9,803 

9,023 

1963-6I1 

10,Uii3 

9,803 

196^-65 

10,li83 

10,10^3 

1965-66 

11,123 

10,li83 

11,267 

11,123 

1966-67 

11,907 

11,267 

13,187 

11,907 

1968-69 

13,507 

13,187 

13,531 

13,507 

1969-70 

13,771 

13,531 

13,795 

13,771 

Construction  Under 
Way  or  Approved 
and  Included  in 


1961-63  Capital 

Fund  Budget 


3liO-Eastern  Pa.  ^ 
780-We3tern  Pa.  3/ 
6IiO-White  Haven 
l|0-Laurelton 
6U0-Ebensburg 
HUi -Eastern  Pa.  £/ 


Data  furnished  by  Office  of  Mental  Health. 

For  emotionally  disturbed  children. 

Includes  200  beds  for  emotionally  disturt)ed  children. 


State  Planning 
Board 

Recommendations 
1963  and  Beyond 


61iO-White  Haven 
1280-Western  Pa. 
320-Ebensburg 
2ii-Eastern  Pa. 
2ii 0-White  Haven 
2li-Western  Pa. 
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NUMBER  OF  MENTALLY  RETARDED  WHO  ARE  RESIDENTS  OF  STATE  MENTAL  HOSPITALS 
BY  DEGREE  OF  MENTAL  DEFICIENCY  AND  BY  AGE  GROUPS  AS  OF  JUNE  30,  1964 


Under  85  6 


TOTAL 

15 

15-24 

25-34 

35-44 

45-54 

55-64 

65-74 

75-84 

Over 

STATE  MENTAL 

HOSPITALS  (Combined) 

(Excl , E. P. P, I . ) 

TOTAL 

3462 

3 

141 

360 

783 

893 

777 

369 

123 

13 

MILD 

2279 

1 

29 

149 

483 

636 

571 

287 

no 

13 

MODERATE 

648 

2 

73 

122 

163 

133 

106 

44 

5 

- 

SEVERE 

388 

- 

36 

73 

105 

79 

71 

20 

4 

- 

SEVERITY  NOT 
SPECIFIED 

147 

3 

16 

32 

45 

29 

18 

4 

ALLENTOWN 


Total 

156 

Mild 

91 

Moderate 

40 

Severe 

18 

Severity  not 

7 

Specified 

3 7 15  36 

1 2 7 21 

2 5 3 10 

4 4 

1 1 


45  29  16  5 

32  14  11  3 

6 10  3 1 

5 3 11 

2 2 1 - 


CLARKS  SUMMIT 


Total 

178 

Mild 

118 

Moderate 

35 

Severe 

17 

Severity  not 

8 

Specified 

7 

1 

4 

2 


14 

3 

7 

2 

2 


48  56  35  13  3 

37  42  20  10  3 

8 6 7 3 - 

2 6 5 - - 

l 2 3 - - 


2 

2 


DANVILLE 


Total 

268 

- 

4 

25 

49 

67 

74 

29 

20 

Mild 

181 

- 

2 

9 

31 

48 

50 

23 

18 

Moderate 

41 

- 

2 

8 

7 

6 

15 

3 

Severe 

43 

- 

- 

8 

11 

13 

8 

2 

1 

Severity  not 

3 

- 

- 

- 

- 

- 

1 

1 

1 

- 

Specified 


DIXMONT 


Total 

85 

Mild 

57 

Moderate 

15 

Severe 

9 

Severity  not 

4 

Specified 

6 

4 

2 


7 

3 

3 

1 


14  18  22  7 8 

7 14  17  6 7 

2 4-11 

3 - 3 - - 

2 - 2 - - 


3 

3 
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DUMBER  OF  MENTALLY  RETARDED  WHO  ARE  RESIDENTS  OF  STATE  MENTAL  HOSPITALS 
BY  DEGREE  OF  MENTAL  DEFICIENCY  AND  BY  AGE  GROUPS  AS  OF  JUNE  30,  1964. 


Under  85  & 

total  l^z2A 1^-44 45-5.4 55-64 65-74  75-84 Over 


EMBREEVILLE 


Total 

57 

Mild 

23 

Moderate 

16 

Severe 

9 

Severity  not 

9 

Specified 

3 10 

5 

1 . 2 

2 2 

1 


24  9 8 2 1 

5 3 1'  7 2 1 

11  2 - - - 

3 2 - - - 

5 2 1 - - 


FARVIEW 


Total 

150 

- 

10 

29 

48 

24 

23 

11 

5 

Mild 

92 

- 

3 

11 

31 

14 

19 

10 

4 

Moderate 

43 

- 

5 

13 

12 

7 

4 

1 

1 

Severe 

10 

- 

2 

3 

4 

1 

- 

•• 

•• 

Severity  not 

5 

- 

- 

2 

1 

2 

- 

Specified 


HARRISBURG 


Total 

256 

Mild 

140 

Moderate 

40 

Severe 

45 

Severity  not 

31 

Specified 

11  22 

3 6 

3 6 

4 10 
1 


52  56  67 

25  31  45 

7 8 7 

10  8 10 

10  9 5 


40  7 1 

23  6 1 

9 - 

3 - 

5 1 


HAVERFORD 

Total  4 

Mild  1 

Moderate  3 

Severe 

Severity  not 
Specified 


3 - 1 

1 

2 - 1 


HOLLIDAYSBURG 


Total 

91 

Mild 

25 

Moderate 

37 

Severe 

29 

Severity  not 

- 

Specified 

5 13 

1 2 

2 8 

2 3 


25  16  21  11 

5 7 6 4 

10  4 8 5 

10  5 7 2 
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NUMBER  OF  MENTALLY  RETARDED  WHO  ARE  RESIDENTS  OF  STATE  MENTAL  HOSPITALS 
BY  DEGREE  OF  MENTAL  DEFICIENCY  AND  BY  AGE  GROUPS  AS  OF  JUNE  30,  1964 


Under 

TOTAL  10  15-24 


MAY VIEW 


Total 

199 

- 

10 

Mild 

128 

- 

1 

Moderate 

54 

- 

5 

Severe 

15 

- 

4 

Severity  not 

2 

- 

- 

Specified 

NORRISTOWN 

Total 

347 

- 

15 

Mild 

262 

- 

7 

Moderate 

60 

- 

7 

Severe 

20 

- 

1 

Severity  not 

5 

- 

- 

Specified 

PHILADELPHIA 

Total 

535 

- 

34 

Mild 

408 

- 

77 

Moderate 

76 

- 

19 

Severe 

38 

- 

8 

Severity  not 

13 

- 

- 

Specified 

RETREAT 

Total 

115 

- 

3 

Mild 

88 

- 

1 

Moderate 

11 

- 

1 

Severe 

10 

- 

- 

Severity  not 

6 

- 

1 

Specified 

SOMERSET 

Total 

114 

- 

2 

Mi  Id 

75 

- 

- 

Moderate 

26 

- 

1 

Severe 

8 

- 

1 

Severity  not 

5 

- 

- 

Specified 


-34 

35-44 

45-54 

55-64 

65-74 

75-84 

23 

36 

59 

41 

20 

8 

10  • 

21 

41 

30 

16 

7 

11 

14 

14 

9 

1 

- 

2 

1 

3 

2 

2 

1 

- 

- 

1 

- 

1 

- 

43 

70 

78 

80 

46 

15 

19 

49 

63 

72 

39 

13 

17 

15 

12 

4 

4 

1 

7 

6 

- 

4 

1 

1 

- 

- 

3 

- 

2 

- 

59 

116 

130 

125 

55 

14 

34 

84 

116 

106 

46 

13 

12 

20 

11 

11 

3 

- 

10 

10 

2 

4 

4 

- 

3 

2 

1 

4 

2 

1 

5 

29 

37 

21 

16 

4 

1 

25 

25 

18 

14 

4 

3 

1 

4 

2 

- 

- 

1 

3 

5 

- 

1 

- 

- 

- 

3 

1 

1 

- 

7 

18 

38 

36 

8 

4 

3 

13 

22 

27 

6 

3 

4 

3 

10 

6 

2 

- 

- 

1 

4 

2 

- 

- 

- 

1 

2 

1 

- 

1 

85  6 
Over 


2 

2 


1 

1 
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NUMBER  OF  MENTALLY  RETARDED  WHO  ARE  RESIDENTS  OF  STATE  MENTAL  HOSPITALS 
BY  DEGREE  OF  MENTAL  DEFICIENCY  AND  BY  AGE  GROUPS  AS  OF  JUNE  30,  1964. 


Under  6 

TOTAL  15  15-24  25-34  35-44  45-54  55-64  65-74 75-84  a Ov 


TORRANCE 


Total 

298 

- 

12 

41 

Mild 

151 

- 

- 

15 

Moderate 

78 

- 

9 

16 

Severe 

50 

- 

3 

6 

Severity  Not 
Specified 

19 

- 

- 

4 

WARREN 


Total 

141 

- 

3 

10 

Mild 

95 

- 

- 

4 

Moderate 

10 

- 

1 

2 

Severe 

21 

- 

2 

3 

Severity  Not 
Specified 

15 

1 

WERNERSVILLE 

Total 

194 

3 

10 

Mild 

139 

- 

- 

4 

Moderate 

25 

- 

2 

1 

Severe 

26 

- 

1 

5 

Severity  Not 
Specified 

4 

WOODVILLE 

Total 

274 

. 

6 

24 

Mild 

205 

- 

1 

12 

Moderate 

38 

- 

2 

4 

Severe 

20 

- 

2 

6 

Severity  Not 
Specified 

11 

1 

2 

89 

84 

50 

18 

4 

- 

48 

47 

28 

9 

4 

- 

19 

19 

10 

5 

- 

- 

18 

12 

9 

2 

- 

- 

4 

6 

3 

2 

27 

45 

33 

19 

3 

1 

13 

29 

26 

19 

3 

1 

2 

4 

1 

- 

- 

- 

8 

5 

3 

- 

- 

- 

4 

7 
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APPENDIX  XIV 


WAITING  LIST  STUDY 


Research  Design  and  Procedure 


All  individuals  who  have  been  accepted  for  future  placement 
in  the  state  schools  and  hospitals  are  placed  on  a waiting  list. 
Admission  is  from  the  waiting  list,  except  under  the  rare  situa- 
tion where  emergency  commitment  is  required. 

All  medical,  psychological  and  social  information  available 
on  applicants  to  the  state  schools  and  hospitals  are  on  file  in 
the  Office  of  Program  Research  and  Statistics  on  data  processing 
cards.  As  of  December  31,  1964  the  records  show  3382  potential  pa- 
tients were  on  file  in  this  office.  These  records  were  analyzed 
singly  and  in  combination  for  six  categories  of  descriptive  data: 
age,  retardation  level,  sex,  the  school  for  whom  the  applicant 
is  waiting  admission,  county  and  region  of  residence,  and  time  on 
waiting  list.  The  criteria  for  these  factors  were  as  follows: 

AGE.  Age  was  calculated  from  date  of  birth  to  December  31, 
1964.  All  applicants  on  the  waiting  list  on  December  31,  1964 
were  included  in  this  study.  Thus,  December  31,  1964  was  used 
as  the  cut-off  date. 


The  categories  used  for  age  analyses  were  as  follows:  Below 
5 years  of  age,  5-9,  10-14,  15-19,  20-24,  25-29,  30-34,  35-39, 
40-44,  45-49,  50-54,  55-59  and  60  years  and  over. 


RETARDATION  LEVEL.  Retardation  level  is  established  on  the 
basis  of  the  data  provided  to  the  institution  by  the  agency  or 
guardian  of  the  applicants.  The  retardation  level  system  of 
classification  follows  that  adopted  by  the  Conmonweal th  of  Penn- 
sylvania in  1961  in  accordance  with  the  A.A-M.D.  Glassification 
Manual.*  These  categories  and  codes  are  as  follows: 


Code 

1 

2 

3 

4 

5 

6 
9 
Y 


Description 

without  retarcJation 

borderline 

mild 

moderate 

severe 

profound 

retarded-level  unknown 

unknown 

not  reported 


I.Q. 

85  and  over 
70-84 
55-69 
40-54 
25-39 

less  than  25 


It  should  be  noted  that  the  I.Q.  equivalent  is  based  on 
Wechsler  I.Q.'s.  Below  I.Q.  of  40  the  data  is  extrapolated  down- 
ward to  cover  levels  4,  5 and  6,  since  Wechsler  I.Q.’s  do  not  go 
below  this  level.  Determination  of  I.Q.  rating  and  retardation 
are  not  always  determined  by  formal  psychological  examination  at 
this  time. 


* AMERICAN  JOURNAL  OF  MENTAL  DEFICIENCY,  The  American  Associa- 
tion on  Mental  Deficiency,  Second  Edition,  1961. 
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SEX.  An  analysis  of  the  data  for  males  and  females  was  made 
to  determine  the  incidence  of  sex  differences  to  be  found  on  the 
waiting  list. 

SCHOOL.  Each  applicant  on  the  waiting  list  is  assigned  to  a 
state  school  and  hospital.  The  applicant  is  thereafter  an  appli- 
cant for  admission  to  that  state  school  and  no  other.  Decision 
on  what  school  list  the  applicant  is  placed  tends  to  depend  upon 
the  following  factors,  in  order  of  priority:  place  of  residence, 
appropriateness  of  institution  for  age  and  other  characteristics 
of  the  applicant,  institution  to  which  applicant  applies.  An 
analysis  of  this  factor  (school)  is  important,  since  each  institu- 
tion maintains  its  own  waiting  list.  Duplication  of  applications 
are  eliminated  by  Central  Processing  in  Harrisburg  through  the 
Office  of  Program  Research  and  Statistics  and  the  Office  of  Services 
for  Children. 


COUNTY  AND  REGION.  The  Commonwealth  of  Pennsylvania  is  di- 
vide d”Tnto”~57~countTe¥  and  eight  geographical  regions.  The  regions 
serve  as  administrative-geographical  units  of  the  Department  of 
Public  Welfare,  of  which  the  Office  of  Mental  Health  is  one  division. 
The  applicant’s  county  of  residence  is  part  of  the  applicant's 
record.  Since  a region  is  cemposed  of  a group  of  counties,  these 
broader  geographical  units  could  be  derived  from  the  county  data. 

The  analysis  of  these  two  factors,  county  and  region,  were  based 
on  the  following  divisions: 


Region  I 

Region  II 

Region  III 
Region  IV 

Region  V 
Region  VI 
Region  VII 


Allegheny,  Armstrong,  Beaver,  Butler,  Fayette, 
Greene,  Indiana,  Lawrence,  Washington  and 
Westmoreland 

Cameron,  Clarion,  Crawford,  Elk,  Erie,  Forest, 
Jefferson,  McKean,  Mercer,  Potter,  Venango 
and  Warren. 

Bedford,  Blair,  Cambria  and  Somerset 
Bradford,  Centre,  Clinton,  Clearfield,  Columbia, 
Huntingdon,  Juniata,  Lycoming,  Mifflin,  Montour, 
Northumberland,  Snyder,  Sullivan,  Tioga  and 
Union 

Lackawanna,  Luzerne,  Pike,  Susquehanna,  Wayne 
and  Wyoming 

Berks,  Carbon,  Lehigh,  Monroe,  Northampton 
and  Schuylkill 

Bucks,  Chester,  Delaware,  Montgomery  and 
Philadelphia 


TIME  ON  WAITING  LIST.  Here,  as  in  the  data  on  age,  the  date 
for  calculating  this  figure  was  December  31,  1964.  Thus  the  time 
on  waiting  list  represents  the  interval  between  placement  on  the 
waiting  list  and  the  cut-off  date  of  this  study,  December  31,  1964. 

The  method  of  obtaining  the  data  for  analysis  in  each  of  these 
categories  was  essentially  a series  of  data  card  sorts,  ranging  from 
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a simple  sort  for  each  of  these  categories  alone  to  multiple 
sorts  of  several  categories  combined.  Thus  in  a simple  sort  for 
age,  the  sorts  were  tallied  by  four-year  intervals  from  birth  to 
age  60,  with  an  additional  category  to  cover  those  above  60  years 
of  age.  In  a multiple  sort  each  of  these  categories  for  age  was 
analyzed  by  sex,  retardation  level  and/or  any  of  the  other  seven 
categories . 
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ANALYSIS  OF  FINDINGS 


1.  AGE  AND  SEX 


The  median  age  range  for  applicants  on  the  waiting  list  is 
age  10-14  (see  Table  1) . The  25th  percentile  of  the  total  dis- 
tribution falls  in  the  age  range  5-9,  while  the  75th  percentile 
of  the  total  distribution  falls  in  the  age  range  15-19.  Other 
percentile  standings  can  be  derived  from  Tables  1-A  and  1-B.  For 
example,  within  the  total  group,  the  63rd  percentile  would  fall 
in  the  age  range  10-14;  this  indicates  that  below  this  point  Cage 
14)  63.9%  of  the  cases  would  fall,  and,  conversely,  above  this 
point,  36.1%  of  the  cases  would  fall. 

Twenty-five  percent  of  all  applicants  are  at  or  below  the 
range  of  5-9,  the  median  age  level  for  all  applicants  on  the  wait- 
ing list  is  10-14  years  of  age;  82%  of  all  applicants  on  the  wait- 
ing list  fall  at  or  below  age  range  15-19;  92%  of  the  applicants 
fall  at  or  below  the  age  range  25-29;  96  fall  at  or  below  age 
range  35-39. 

The  distribution  for  male  and  female  applicants  can  be  seen 
in  the  Cumulative  Frequency  Distribution  of  Table  1-A.  In  the 
age  range  birth  to  4 years  there  are  16.3%  of  the  applicants;  we 
find  9.2%  of  these  are  males  and  7.0%  are  females.  For  the  total 
group  we  find  that  58.5%  are  males  and  41.5%  are  females.  In  the 
earliest  age  group  it  is  the  females  that  tend  to  predominate, 
with  16.9%  of  the  females  within  this  age  group,  whereas  only 
15.77o  of  the  males  are  in  this  age  group;  in  the  15-19  age  group 
the  males  tend  to  be  over-represented  proportionately. 

In  Table  1-B  we  can  see  more  clearly  the  relative  contribution 
of  males  and  females  to  the  total  waiting  list  for  any  given  age 
level.  Thus,  at  age  level  15-19,  to  pick  an  example,  we  find  that 
of  the  18.3%  of  the  total  population  at  this  age  level,  11.4%  are 
males  and  6.9%  are  females.  In  reviewing  the  total  table  we  find 
that  the  males  contribute  a higher  proportion  of  individuals  to 
the  waiting  list  at  nearly  all  ages,  except  at  age  range  birth  to 
4,  35-39,  50-54  and  60  and  over.  The  contribution  of  each  age 
range  is  about  equal  at  age  30-34,  45-49  and  55-59.  However, 
since  the  number  of  cases  is  small  for  each  category  beyonjd  age 
39,  the  meaning  of  these  relative  contributions  lessens  beyond 
this  age  range. 

Further,  it  can  be  seen  that  up  throiigh  age  29  for  the  total 
population,  91.3%  of  the  cases  will  be  included.  Taking  males  and 
females  separately  in  this  comparison  (Table  1-A)  we  find  that 
63.7%  of  the  males  will  be  covered  in  age  group  i4  or  below,  92.7% 
will  be  covered  in  the  age  range  up  through  29  years.  For  the  fe- 
males, parallel  results  can  be  seen  in  that  63.4%  of  the  females 
will  be  included  if  all  those  in  the  15  years  or  below  age  range 
are  considered;  89.3%  of  all  females  will  be  covered  if  the  age 
range  through  29  years  is  covered. 

Table  1-A  also  indicates  the  differences  of  the  representation 
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of  males  and  females  at  any  particular  age  group.  Thus,  up  to 
age  4 we  find  16.9%  of  the  applicants  are  females  and  15.7%  of  the 
applicants  are  males.  The  greatest  differences  in  sex  representa- 
tion are  in  the  15-39  year  age  range.  Up  to  age  19  the  cumulative 
percent  is  83.2%  and  80.8%  respectively;  this  continues  with  the 
males  predominating  in  the  Cumulative  Frequency  through  the  distri- 
bution. Thus,  only  in  the  earliest  age  group  (up  to  4 years  of  age) 
do  we  find  a predominance  of  females  on  the  waiting  list. 

It  should  be  noted  that  the  percent  of  males  and  females  and 
totals  increases  at  each  age  range  from  20-25  percentage  points  up 
through  age  19  (Table  1-A).  From  age  19-24  the  increase  is  about 
7%  and  from  then  on  the  increment  is  progressively  smaller  for 
males,  but  for  females  the  trend  changes  are  reversed  up  through 
age  39  and  are  without  consistent  pattern  after  this  age. 

The  male  to  female  sex  ratio  is  58:42.  The  predominance  of 
male  over  female  applicants  on  the  waiting  list  is  clearly  signifi- 
cant (see  Table  3) . A further  analysis  of  sex  representation  can 
be  found  in  Tabl'e  17,  where  the  applicants  to  each  school  are  ana- 
lyzed for  sex  representation.  Because  of  the  specialization  in 
each  school,  the  proportion  of  male  to  female  applicants  varies 
from  0:100  at  Laurelton,  which  only  admits  females  to  the  exact 
reverse,  100:0  at  White  Haven,  where  only  naales  are  adnitted. 

A more  important  analysis  can  be  found  in  Table  18,  where  sex 
representation  for  each  region  is  analyzed.  Here  we  find,  for  ex- 
ample, in  Region  I that  26.0%  of  -the' applicants  on  the  waiting  list 
come  from  this  region,  including  15.4%  v^o  are  males  and  10.7%  who 
are  females.  Region  VII  contributes  32.4%  of  the  applicants  to  the 
waiting  list,  with  19.1%  males  and  13.3%  females.  At  the  other  ex- 
treme is  Region  III,  which  contributes  3.3%  of  the  applicants  to 
the  waiting  list,  with  1.9%  of  those  being  males  and  1.4%  of  those 
being  females.  In  all  figures  for  all  regions  the  ratio  does  not 
fall  below  52.2%  of  male  representation  within  the  region. 

In  Table  1-B,  analysis  indicates  that  of  the  16.27o  of  all 
applicants  in  age  range  birth  to  4 years,  9.2%  are  males  and  7.0% 
are  females. 

The  greatest  discrepancy  between  male  and  female  representa- 
tion on  the  waiting  list  (see  Table  1-B)  is  to  be  found  in  the  age 
range  up  through  29  years,  where  the  cumulative  frequency  for  males 
is  54.1%  and  the  cumulative  frequency  for  females  is  37.1%,  The 
least  discrepancy  is  to  be  found  in  the  younger  age  groups  up  to 
age  4 and  up  to  age  9.  The  average  difference  for  the  cumulative 
frequencies  for  males  and  females  is  147o.  This  indicates  that 
males  tend  to  be  considered  for  placement  in  state  schools  earlier 
than  females  and  that  this  earlier  consideration  of  placement  in 
the  state  schools  continues  consistently  through  all  age  groups, 
except  at  age  group  35-39  and  50-54  when  females  on  the  waiting 
list  exceed  males.  The  greatest  differences  in  the  percentages  of 
males  versus  females  on  the  waiting  list  are  to  be  found  in  the 
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adolescent  and  early 
in  Table  9-A,  as  well 
for  males  and  females 
Table  3. 


20’ s.  These  factors  are 
as  Tables  l-B  and  1-G. 
on  the  waiting  list  are 


clearly  indicated 
The  overall  totals 
to  be  found  in 


2.  RETARDATKW  LEVEL  AND  AGE 


In  Table  8 we  see  that  in  the  group  who  are  retarded,  but 
whose  retardation  level  is  unknown,  68.7%  of  the  total  group  are 
in  the  age  range  birth  to  4 years,  85.2%  are  under  10  years  of 
age.  In  both  of  these  categories,  but  particularly  in  the  young- 
est age  category,  the  determination  of  the  level  of  retardation  is 
often  quite  difficult  because  of  the  retardation  in  the  motor  and 
speech  areas,  since  both  of  these  are  means  for  eliciting  the  re- 
sponses that  are  classified  as  intelligent. 

In  retardation  level  1,  7.7%  of  the  individuals  are  40  years 
of  age  or  over.  At  retardation  level  2,  4.57o  are  in  this  age 
group.  At  retardation  level  3,  it  drops  to  3.97o,  only  to  rise  to 
5.1%  and  6.4%  at  the  next  two  retardation  levels.  In  the  two  un- 
known categories  the  figures  are  1.8%  and  3.77©  respectively  for 
those  40  years  of  age  or  older.  The  results  of  this  analysis 
indicate  that  the  older  group  tends  to  have  the  largest  number  of 
individuals  in  retardation  level  1 followed  in  order  by  retardation 
levels  5,  2,  4 and  3,  with  the  smallest  number  in  the  ’’retarded, 
but  unknown  category.”  This  indicates  that  the  most  severely  re- 
tarded and  the  least  severely  retarded  are  included  in  the  older 
group;  the  curve  for  this  relationship  is  a V-curve,  with  the  peaks 
occurring  at  the  extremes  of  retardation  in  retardation  level  1 
andretardation  level  5 and  the  lowest  percentage  for  those  over 
40  years  of  age,  occurring  in  the  middle  level  of  retardation  (re- 
tardation level  3).  This  curve  is  graphed  below. 


Taking  the  first  analysis  for  retardation  level  1,  we  find 
that  there  is  no  significant  difference  from  one  age  level  to  the 
next  through  age  level  15-19.  From  age  level  19  to  age  level  29 
there  is  a sli^t  increase  in  the  percent  of  the  borderline  (re- 
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tardation  level  1)  applicants;  thereafter,  there  is  a slight 
drop  between  the  ages  of  30-34,  a sharp  drop  of  the  next  level 
(35-39)  with  no  cases  appearing.  However,  the  nun±>er8  of  retarded 
in  this  category  are  so  small  as  to  be  quite  deceptive  statistic- 
ally. Therefore,  these  suggestions  are  only  tentative  indications 
of  a trend.  This  problem  of  a small  number  is  found  in  many  other 
age  levels.  The  first  appreciable  absolute  number  of  cases  is 
found  at  age  levels  5-9,  10-14,  15-19  and  20-24  at  retardation 
level  2.  Here,  at  retardation  level  2,  the  trend  is  toward  a 
larger  percent  of  individuals  at  age  level  20-24,  a smaller  number 
at  10-14,  an  even  smaller  number  at  age  5-9  and  a still  smaller 
number  at  age  level  birth  to  4 years.  This  suggests  that  the 
less  severely  retarded  are  found  in  the  older  age  groups.  This 
trend  does  persist  up  through  age  50-59.  For  retardation  level  3 
(moderate  retardation)  we  find  the  peak  number  of  this  group  in 
age  level  15-19  with  26.7%  of  the  cases;  close  behind  is  age  level 
10-14  with  24.7%  of  the  cases  and  age  level  5-9  with  21.17o  of  the 
cases.  Thus,  these  three  levels  (comprising  ages  5-19)  represent 
72.5%  of  the  moderately  retarded. 

The  severely  retarded  show  consistently  a marked  over-repre- 
sentation in  the  youngest  age  groups,  so  that  in  the  first  10  years 
of  life  we  find  45%  of  the  severely  retarded  group.  Going  up  to 
age  19  we  find  about  79.7%  of  the  severely  retarded  group.  At  the 
higher  levels  of  intelligence  for  the  mentally  retarded  group  we 
find  comparatively  smaller  results,  with  66.7%  showing  up  in  the 
mild  range  when  we  consider  all  those  applicants  between  14  and  19 
years  of  age.  As  we  precede  to  the  profound  level  of  retardation, 
the  comparable  figures  to  age  19  increase  to  757o. 

The  trend  of  the  first  four  levels  of  retardation  is  that  an 
increasingly  larger  percent  of  the  total  waiting  list  population 
is  included  in  the  younger  age  groups  as  we  move  from  the  border- 
line to  the  severe  group.  For  the  older  age  groups  a greater  per- 
centage of  the  individuals  can  be  found  in  the  borderline  and  mild 
levels  of  retardation. 

Table  1-A  reveals  that  3.9%  of  those  below  age  5 are  in  re- 
tardation  levels  1 and  2.  6.7%  of  those  in  age  range  5-9  are  in 

retardation  levels  1 and  2;  9.9%  of  those  in  age  range  10-14  are 
in  retardation  levels  1 and  2;  15.0%  of  those  in  15-19  age  range 
are  in  retardation  levels  1 and  2;  23.8%  of  those  in  the  20-24 
age  range  are  in  retardation  levels  1 and  2;  21.77o  of  those  in  the 
25-29  age  range  are  in  retardation  levels  1 and  2;  18.9%  of  those 
in  the  30-34  age  range  are  in  retardation  levels  1 and  2;  10.7%  of 
those  in  the  35-39  age  range  are  in  retardation  level  1 and  2; 

16.37o  of  those  in  the  40-49  age  range  are  in  retardation  level  1 
and  2 and  23.5%.  of  those  in  the  over  59  years  of  age  category  are 
in  retardation  levels  1 and  2. 

There  is  a slightly  greater  percent  of  patients  who  are  above 
59  years  of  age  in  retardation  levels  1 and  2 than  for  those  pa- 
tients who  are  below  age  15.  The  median  age  range  for  those  in 
retardation  levels  1 and  2 is  25-29  for  the  total  group.  The  med- 
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ian  for  those  below  age  5 falls  in  the  retardation  level  6;  for 
those  age  5-9  it  falls  in  retardation  level  5;  for  those  10-14 
the  median  is  retardation  level  5;  for  those  below  15  in  all  age 
categories  the  median  is  in  retardation  level  4. 

If  in  computing  the  median  we  discard  category  6 and  ? (re- 
tarded level  unknown)  and  (unknown--not  reported)  the  median  be- 
comes retardation  level  4 in  all  age  group  categories,  except  20- 
24,  in  which  the  median  falls  at  retardation  level  3. 

Again,  referring  to  Table  8,  we  find  two  kinds  of  comparisons 
are  possible:  an  analysis  of  the  distribution  of  the  age  repre- 
sentation at  any  given  level  of  retardation,  and  an  analysis  of  the 
retardation  level  at  any  given  age  level;  these  analyses  can  be 
found  in  Tables  2-A  and  2-B . 

Exclusive  of  the  unknown  category,  which  represents  33.5%  of 
all  applicants  on  the  waiting  list,  Table  2 indicates  that  the 
modal  category  of  retardation  level  is  category  4.  Ihis  range, 
with  an  established  or  estimated  I.Q.  of  25-39,  includes  27.5%  of 
the  waiting  list,  followed  by  retardation  level  2,  the  mild  range, 
with  an  I.Q.  equivalent  of  55-69,  which  contributes  14.1%  of  the 
waiting  list;  the  moderate  range  v^ose  I.Q.  equivalent  is  40-54 
and  includes  10.5%  of  the  waiting  list. 

Combining  the  borderline  and  moderate  groups,  we  find  15.6% 
of  the  waiting  list;  combining  the  severe  and  profound  groups,  we 
include  37.0%  of  the  waiting  list.  Thus,  of  those  i^ose  mental 
retardation  level  is  known,  the  severe  and  profound  groups  appre- 
ciably exceed  the  combined  borderline,  mild  and  moderate  groups 
by  10%. 

Taking  age  levels  separately.  Table  2-A,  we  find  that  the 
most  rapid  gradation  in  severity  is  to  be  found  in  age  group  20-24, 
where  up  through  retardation  level  3 we  find  36.1%  of  this  age 
group.  The  adjoining  age  groups  of  15-19  and  25-29  have  similar 
but  slightly  slower  ciomulations  of  severity.  The  youngest  age 
groups  show  the  slowest  ascent  in  severity,  so  that  combining  re- 
tardation levels  1,  2 and  3 we  find  only  9.9%  of  those  below  5 years 
of  age  and  15.7%  of  those  between  5 and  9 years  of  age.  However, 
these  figures  may  be  misleading,  since  it  is  possible  that  cate- 
gory 6 may  contribute  a larger  share  to  the  severe  level.  It  is 
quite  clear  from  Table  8 that  through  the  first  9 years  of  life 
we  are  likely  to  ^ind  a significantly  greater  percent  of  those  in 
the  more  severely  retarded  categories.  Thus,  up  through  age  14 
32.67o  will  fall  into  level  1;  46.7%  will  fall  into  level  2;  55.07o 
at  level  3;  64.5%  from  level  4 and  56.4%  at  level  5.  Including 
all  those  up  t±irough  19  years  of  age  we  find  that  61.5%  will  be 
in  level  1;  80.3%  will  be  in  level  2;  81.7%  will  be  in  level  3; 

79.77o  will  be  in  level  4 and  75.3%  will  be  in  level  5.  The  con- 
clusion appears  to  be  that  in  the  early  years  those  who  are  placed 
on  the  waiting  list  tend  to  be  more  represented  in  levels  3,  4 
and  5;  but  if  the  individual  who  is  placed  on  the  waiting  list  is 
older,  he  tends  to  be  somewhat  less  severely  retarded.  This  trend 
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reaches  its  peak  somewhere  between  the  ages  of  15  and  24,  where  a 
similar  percentage  of  those  in  these  age  ranges  who  are  placed  on 
the  waiting  list  are  in  the  severe  and  profound  groups.  Life  ex- 
pectancy factors  in  the  early  years  may  have  some  relevance  in  ex- 
plaining these  differences. 


3.  TIME  ON  WAITING  LIST 


In  reviewing  the  time  on  waiting  list  for  each  region  (Table 

21) , we  find  that  Region  I and  Region  VII  have  the  largest  percent- 

age of  those  on  the  waiting  list  less  than  1 year;  they  also  have 
the  largest  percentage  of  those  on  the  waiting  list  for  all  other 
time  categories.  It  should  be  noted  that  Region  VII,  beginning 
with  the  time  category  1-4  years,  shows  an  ascendency  over  Region 

I in  all  time  categories.  Following  these  two  regions  are  Region 

VIII  and  Region  II  in  that  order  for  those  on  the  waiting  list  less 
than  1 year  and  those  on  the  waiting  list  1-4  years.  For  those  on 
the  waiting  list  5-9  years,  the  percentage  difference  between  each 
region  is  similar  when  we  exclude  Regions  I and  VII.  Those  on  the 
waiting  list  10  years  and  over  come  from  Region  VII  (35.5%),  Region 
I (28.1%),  Region  II  (14.6%),  Region  III  (8.3%)  and  Region  VIII 
(5.2%). 


Reviewing  the  waiting  list,  region  by  region,  we  find  that  the 
greatest  percentage  of  those  applicants  from  Region  I have  been  on 
the  waiting  list  1-4  years  (48.9%)  or  less  than  1 year  (34.9%); 
for  Region  II  the  figures  are  similar  in  that  54.8%  have  been  on 
the  waiting  list  1-4  years  and  17.6%  have  been  on  the  waiting  list 
less  than  1 year.  These  figures  continue  for  other  regions  so 
that  for  Region  III  the  figiires  are  40.5%  and  34.2%;  for  Region  IV, 
48.4%  and  32.57o;  Region  V,  52.07o  and  27.57o.  In  Region  VI,  59.1%. 
are  on  the  waiting  list  1-4  years  and  24.9%  are  on  the  waiting  list 
less  than  1 year;  in  Region  VII,  the  figures  are  52.8%  and  28.0%; 
Region  VIII,  56.3%  and  31.9% 

Region  III  and  Region  II,  with  7.2%  and  4.3%  respectively, 
have  the  highest  percentage  of  applicants  on  the  waiting  list  10 
years  or  more;  following  this  are  Region  VII  (3.1%.),  Region  I 
(3.0%)  and  Region  IV  (2.1%), 

Overall  for  the  total  waiting  list  (Table  7),  30.3%  have  been 
on  the  waiting  list  less  than  1 year;  52.2%  have  been  on  the  wait- 
ing list  1-4  years;  14.7%  have  been  on  the  waiting  list  5-9  years 
and  2.8%)  have  been  on  the  waiting  list  10  or  more  years;  17.5%  of 
all  applicants  on  the  waiting  list  have  been  on  the  waiting  list 
5 years  or  more. 

A further  analysis  by  counties  (Table  22-A)  indicates  that 
33%  of  those  on  the  waiting  list  5-9  years  ccme  from  the  3 counties 
in  Region  VII,  namely,  Philadelphia,  Montgomery  and  Bucks,  although 
they  contribute  26%  of  all  applicants  to  the  waiting  list  and  25%. 


-885- 


to  the  total  general  population.  The  two  largest  single  contrib- 
utors to  the  waiting  list  category  5-9  years  are  Philadelphia, 
with  27.5%,  and  Allegheny,  with  10.9%.  These  same  counties  are 
also  the  largest  contributors  to  the  waiting  list  category  10 
years  and  over,  with  31.3%  and  14.6%  respectively;  Erie  contrib- 
utes 6.3%  to  this  category.  Analyzing  the  results  for  the  com- 
bined categories  representing  all  those  on  the  waiting  list  5 years 
or  more,  we  again  find  that  Philadelphia  and  Allegheny  counties 
lead  with  28.1%  and  11.5%  respectively.  In  summary,  it  should  be 
noted  that  the  14  counties  listed  in  Table  22-A  represent  65.6%  of 
all  applicants  on  the  waiting  list  5 years  or  more,  68.6%  of  all 
applicants  on  the  waiting  list  5-9  years  and  59.0%  of  all  appli- 
cants on  the  waiting  list  10  years  or  more. 

Table  22  presents  the  data  for  time  on  the  waiting  list  of 
the  applicants  from  each  county.  Table  22-A  lists  the  counties 
with  the  highest  percentage  of  applicants  who  have  been  on  the 
waiting  list  for  5 years  or  more.  It  can  be  seen  that  the  13 
counties  noted  in  Table  22-A  contribute  67.6%  of  the  applicants 
on  the  waiting  list  5 years  or  more.  Of  those  on  the  waiting 
list  5-9  years,  68.6%  of  the  applicants  come  frcwi  those  13  count- 
ies; 38.4%  come  from  two  counties  (Philadelphia  and  Allegheny), 
with  27.5%  and  10.9%  respectively  of  those  applicants  on  the  wait- 
ing list  5-9  years.  Of  those  applicants  on  the  waiting  list  10 
years  or  more  (N  = 96),  59.0%  originate  from  the  13  counties  in- 
dicated in  Table  22-A;  45.9%  of  these  applicants  come  from  Phila- 
delphia and  Allegheny  counties. 

Comparing  the  ranking  of  counties  by  applicants  on  the  wait- 
ing list  per  100,000  to  the  ranking  of  counties  by  the  number  of 
patients  in  the  state  schools  per  100,000  population  (Table  26), 
we  find  that  in  general  the  counties  that  rank  low  in  applicants 
on  the  waiting  list  also  rank  low  in  patients  in  residence  in- 
stitutions, with  some  notable  exceptions:  Montour  County,  which 
ranks  67th  in  applicants  on  the  waiting  list  per  100,000  popula- 
tion, is  tied  with  Erie  County  for  27th  rank  for  patients  in 
schools  for  the  mentally  retarded  per  100,000  population.  Wyo- 
ming County,  which  ranks  64th  on  the  waiting  list  by  population 
proportions,  ranks  34th  in  patients  in  schools  for  the  mentally 
retarded  pro  rata.  Bedford  County,  \^ich  ranks  62nd  in  the  ap- 
plicant category,  ranks  6th  in  the  patients-in-schools  category; 
Union  County,  which  is  58th  in  the  applicants  ranking,  is  8th  in 
the  institutionalized  category. 

On  the  other  hand,  for  the  counties  ranking  highest  in  appli- 
cants on  the  waiting  list  per  100,000  population,  there  is  more 
disparity  between  their  rank  as  regards  patients  in  state  schools 
per  100,000  as  against  their  rank  for  applicants  on  the  waiting 
list  per  100,000  population.  Thus,  McKean  County,  which  ranks 
3rd  in  patients  waiting  per  100,000  population,  is  32nd  in  the 
pro  rata  rank  of  the  number  of  patients  in  state  schools.  Craw- 
ford County,  which  ranks  in  a tie  with  Potter  County  (which  ranks 
7th  in  ratio  of  patients  in  state  schools),  places  34th  in  the 
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ratio  of  mentally  retarded  patients  in  state  schools;  Sullivan 
County,  which  ranks  4th  in  ratio  to  applicants  waiting,  ranks  19th 
in  proportion  of  patients  in  state  schools;  Erie  County,  which 
ranks  in  a tie  for  10th  place  with  Tioga  County  for  applicants  on 
the  waiting  list,  ranks  27th  with  Montour  County  for  patients  in 
state  schools,  pro  rata;  Tioga  County,  on  the  other  hand,  ranks 
41st  (with  Columbia  County)  for  the  ratio  of  patients  in  state 
schools. 

A further  analysis  of  Table  26,  using  column  4 (percent  of 
total  applicants)  against  column  T“Cpercent  of  state’s  population), 
we  find  that  half  of  the  counties,  with  a population  of  500,000  or 
more,  have  a higher  incidence  of  applicants  on  the  waiting  list 
than  would  be  expected  from  their  population.  The  combined  differ- 
ences between  the  two  counties  above  and  the  two  counties  below 
expectation  is  a percentage  frequency  of  2.05%.  The  figures  are : 


.60%  above  expectancy 
.90%  below  expectancy 
.37%  below  expectancy 
2.72%  above  expectancy 


Allegheny 

Delaware 

Montgomery 

Philadelphia 


A further  analysis  by  county  is  available  for  the  total  wait- 
ing list,  as  well  as  male  and  female  representation  on  the  waiting 
list.  The  most  notable  feature  of  this  table  is  the  fact  that  Al- 
leghny  County  contributes  14.77o  of  applicants  to  the  total  waiting 
list  and  Philadelphia  County  contributes  19.9%;  combined,  these 
counties  represent  34.6%  of  those  on  the  waiting  list.  By  refer- 
ring to  Table  26  we  can  find  an  analysis  of  the  relationship  be- 
tween the  county  population  and  its  contribution  to  the  waiting 
list. 


4.  SCHOOLS 

The  distribution  of  the  waiting  list  by  schools  places  Penn- 
hurst,  Polk,  Western  State  School  and  Selinsgrove,  in  that  order, 
as  the  four  leaders  in  size  of  waiting  list  (Table  4).  Pennhurst’s 
applicants  alone  comprise  nearly  30%  of  the  applicants  on  the 
waiting  list;  Polk  and  Western  combined  represent  33%.  Among  these 
four  schools  we  find  78%  of  all  applicants  on  the  waiting  list. 

It  should  be  pointed  out  that  a comparison  of  those  on  the 
waiting  list  and  those  in  residence  in  state  schools  do  not  consis- 
tently correspond  in  the  percentages  represented  (Table  4).  Thus, 
School  #34  (Pennhurst),  School  #32  (Hamburg),  School  #38  (Western) 
and  School  #‘39  (Cresson)  show  a higher  percentage  of  the  total  wait- 
ing list  than  a percentage  of  the  total  residents  in  state  schools; 
thus,  at  School  #34  (Pennhurst),  29.47o  of  the  waiting  list  are  to 
be  found  and  26.7%  of  all  the  residents  in  state  schools.  In  con- 
trast, we  find  School  #33  (Laurelton),  which  has  7.0%  of  the  resi- 
dents in  state  schools,  but  only  1.6%  of  those  on  the  waiting  list. 
Similarly,  School  #35  (Polk),  with  26.8%  of  the  state  school’s 
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residents  has  16.57o  of  the  total  Waiting  List.  The  most  extreme 
difference  is  found  at  School  #38  (Western),  which  has  1.1%  of 
the  residents  and  16.8%  of  the  total  Waiting  List. 

4.  SCHOOL  AND  AGS  (Table  10) 

A.  Those  below  5 years  of  age  are  predominantly  on  the  Wait- 
ing List  for  School  #32  (Hamburg)  with  30.3%  and  School  #38  (Western) 
with  22.8%,  followed  by  School  #34  (Pennhurst)  and  School  #35  (Polk) 
with  16.1%  and  15.3%  respectively  of  those  under  age  5. 

For  the  5-9  age  group.  School  #34  (Pennhurst)  and  School  #38 
(Western)  lead  with  23.4%  and  19.9%  respectively  of  total  appli- 
cants in  this  age  group. 

In  the  10-14  age  group,  the  predominance  of  School  #34  (Penn- 
hurst) continues  with  34.5%  of  those  on  the  Waiting  List. 

For  ages  15-19  School  #34  (Pennhurst)  again  leads  with  36.9% 
of  the  applicants  on  the  Waiting  List. 

School  #34  (Pennhurst)  continues  to  lead  for  those  in  the  age 
group  20-24,  where  they  have  35%  on  the  Waiting  List  and  age  group 
25-29,  where  they  have  31.3%  of  those  in  this  group  on  the  Waiting 
List.  For  ages  30-34,  School  #36  (Selinsgrove)  leads,  with  19.1% 
of  this  group  with  School  #34  (Pennhurst)  and  School  #35  (Polk) 
quite  close,  with  24.3%  and  21.6%  respectively. 

For  all  subsequent  age  groups.  School  #34  (Pennhurst)  leads 
with  percentages  ranging  from  36.4%  of  those  age  45-49  to  71.4%  of 
those  55-59.  However,  since  the  numbers  of  applicants  beyond  age 
39  totals  only  144,  the  percentage  figures  are  somev^at  deceptive. 

B.  An  analysis  school  by  school  reveals  that  School  #31 
(Ebensburg)  is  predominantly  accepting  applicants  for  the  Waiting 
List  from  individuals  in  the  5-9  age  group,  with  72.2%  of  their 
applicants  in  this  category. 

School  #32  (Hamburg)  has  most  of  its  applicants  in  the  first 
two  age  categories,  with  46.4%  being  under  5 and  30.0%  5-9  years 
of  age . 

School  #33  (Laurelton)  has  no  applicants  before  the  age  of 
10;  its  Waiting  List  of  54  individuals  centers  in  the  15-19  age 
group,  where  30  individuals  or  55.6%)  fall  in  the  age  group  15-19. 
24.1%  of  their  Waiting  List  are  in  the  10-14  category. 

School  #34  (Pennhurst)  has  its  modal  age  group  in  the  10-14 
category,  with  26.2%  of  those  on  its  Waiting  List.  Next  come  age 
groups  15-19,  which  represent  11.9%  of  its  Waiting  List  and  age 
group  5-9,  which  represents  20,2%)  of  its  Waiting  List.  In  total, 
then,  69.3%  of  its  Waiting  List  is  comprised  of  individuals  between 
the  ages  of  5 and  19,  inclusive.  78.2%  of  this  school’s  Waiting 
List  is  to  be  found  in  the  first  four  age  categories. 
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School  #35  (Polk)  shows  a pattern  quite  similar  to  School 
#34  (Pennhurst)  in  that  it  also  has  the  largest  number  of  its 
spplicants  in  the  10-14  age  range.  However,  it  has  a larger  num- 
ber of  applicants,  23.6%  in  the  5-9  age  range;  a smaller  percent, 
19.1%  in  the  15-19  age  range  and  a significantly  larger  percent  of 
its  total  Waiting  List  in  the  age  group  under  5 years  of  age,  15.0%. 
In  total,  then,  67.2%  of  the  applicants  for  School  #35  (Polk)  are 
in  the  age  group  5-19  inclusive.  82.2%  are  included  in  the  first 
four  age  categories;  that  is,  birth  through  age  19. 

The  Waiting  List  in  School  #36  (Selinsgrove)  shows  a quite 
similar  pattern  to  School  #35  (Polk)  in  the  distribution  by  age  of 
those  on  its  Waiting  List.  Thus,  24.4%  are  10-14  years  of  age, 
23.8%  are  5-8  years  of  age,  22.5%  are  15-19  years  of  age  and  7.2% 
are  under  5 years  of  age.  70.7%  fall  in  the  age  group  5-19  years 
of  age,  inclusive;  77.9%  of  the  Waiting  List  are  under  20  years  of 
age. 


School  #38  (Western)  has  a lower  modal  age  than  the  three 
previous  schools  discussed,  with  30.1%  of  its  applicants  falling 
in  the  age  range  5-9;  21.9%  of  its  applicants  falling  in  the  age 
range  10-14  and  21.9%  falling  in  the  age  range  under  5 years  of 
age;  13.0%  of  its  applicants  are  15-19  years  of  age.  Thus,  527o 
of  its  applicants  are  under  10  years  of  age,  73.9%  of  its  appli- 
cants are  under  15  years  of  age  and  86.9%  of  its  applicants  are 
under  19  years  of  age. 

School  #39  (Gresson)  has  a modal  age  of  10-14  on  its  Waiting 
List  with  25.6%  in  this  age  group;  20.7%  in  age  group  5-9;  18.9% 
are  15-19  years  of  age  and  17.6%  are  under  5 years  of  age.  The 
totals  here  show  that  38.3%  of  the  Waiting  List  for  this  school 
are  under  10  years  of  age;  63.9%  are  under  15  years  of  age  and 
82.8%  are  under  20  years  of  age. 

It  should  be  noted  that  there  are  no  clearly  significant 
differences  in  age  representation  for  the  various  schools  beyond 
age  19. 


5.  SCHOOL  BY  RETARDATION  LEVEL  (Table  14) 

A.  Analysis  of  the  retardation  level  represented  on  the  Wait- 
ing List  of  each  school  indicates  that  the  largest  percentages  of 
retardation  level  #1  (borderline)  is  to  be  found  in  the  following 
three  schools: 

School  #34  (Pennhurst)  with  37.7% 

School  #36  (Selinsgrove)  with  30.2% 

School  #33  (Laurelton)  with  22.6% 

Schools  #31  (Ebensburg),  #32  (Hamburg)  and  #37  (White  Haven) 
have  no  individuals  in  this  category;  School  #35  (Polk)  has  one 
individual  in  this  category. 
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In  retardation  level  U2  (the  mild  range)  the  same  pattern 
exists,  except  that  School  #35  (Polk)  is  in  second  rank,  with  29.6% 
in  this  category  behind  School  #34  (Pennhurst),  which  has  33.7% 
in  this  category;  School  #36  (Selinsgrove)  includes  20.37o  in  this 
retardation  level  on  their  Waiting  List. 

Retardation  level  #3  (the  moderate  range)  is  a little  more 
evenly  distributed  across  the  Waiting  Lists  of  the  various  schools. 
School  #34  (Pennhurst)  still  predominates,  with  30.3%  in  this  re- 
tardation level.  School  #36  (Selinsgrove)  and  School  #35  (Polk) 
follow  with  18.37o  and  17.5%  respectively  in  this  category.  School 
#39  (Gresson)  and  #38  (Western)  are  next  highest  in  this  retardation 
level,  with  13.1%  and  11.4%  in  their  Waiting  Lists  comprised  of 
individuals  with  a moderate  degree  of  retardation. 

In  retardation  level  #4  (the  severe  group)  41.4%  are  to  be 
found  at  School  #34  (Pennhurst),  whereas  17.8%  of  those  in  this 
category  are  to  be  found  at  School  #32  (Hamburg);  16.8%  at  School 
#35  (Polk)  and  14.1%  at  School  #36  (Selinsgrove).  It  should  be 
noted  that  Schools  #31  (Ebensburg)  and  #33  (Laurelton)  have  no  ap- 
plicants at  this  level  of  retardation. 

For  retardation  level  #5  (the  profound  group),  one-half  of 
those  in  this  category,  50.27o,  are  to  be  found  on  the  Waiting  List 
at  School  #34  (Pennhurst).  Other  schools  contributing  significantly 
to  this  Waiting  List  category  of  retardation  level  #5  are  School  #35 
(Polk),  with  17.5%;  School  #32  (Hamburg),  with  13.5%  and  School  #36 
(Selinsgrove),  with  11.7%.  Of  those  individuals  who  are  unclassi- 
fied but  known  t o be  retarded  (retardation  level  #6)  the  largest 
percentage  of  the  115  of  this  group  are  to  be  found  on  the  Waiting 
List  of  Schools  #32  (Hamburg)  and  #35  (Polk),  with  41.7%  and  23.57o 
respectively. 

In  the  group  where  the  retardation  level  is  unreported,  40.67o 
are  to  be  found  on  the  Waiting  List  of  School  #38  (Western);  15.37o 
are  on  the  Waiting  List  at  School  #36  (Selinsgrove)  and  12.07o  are 
on  the  X7aiting  List  at  School  #34  (Pennhurst).  The  smallest  per- 
centage of  this  group  is  found  at  School  #33  (Laurelton),  where 
only  . 97o  are  in  this  category. 

When  the  categories  6 and  ? are  combined  to  include  all  those 
where  a retardation  level  has  not  been  specified,  we  find  that  the 
following  percentages  for  each  school  are  obtained; 

INCIDENCE  OF  UNKNOWN,  UNREPORTED  OR  UNCLASSIFIED 

GASES  ON  THE  WAITING  LIST*  ^ 


Sch. 

31 

32 

33 

34 

35 

36  37 

38 

39 

Total 

No. 

96 

116 

10 

149 

138 

178  0 

480 

51 

1218 

★ 

% 

8.0 

9.5 

.8 

12.2 

11.3 

14.6 

39.4 

4.2 

* % of  total  unknown 

cases 

: i . e , 

96/1218  = 

8.0% 
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B.  Analyzing  each  school  (Table  1^),  we  find  that  School  ftZl 
(Hamburg)  predominately  has  individuals  on  its  Waiting  List  v^o 
fall  in  the  severe  range,  with  47.17o  in  this  category.  For  32.57o 
of  the  individuals  on  their  Waiting  List,  no  information  as  to  the 
level  of  retardation  is  recorded. 

For  school  #33  (Laurelton),  their  Waiting  List  includes  40.87o 
of  individuals  who  are  classified  as  moderately  retarded;  22.2% 
who  are  classified  as  borderline  retardates  and  18.6%  where  inform- 
ation as  to  retardation  level  is  not  recorded.  Only  1.8%  (n=l)  of 
the  individuals  on  this  school’s  Waiting  List  are  in  the  severe  or 
profound  group. 

For  School  #34  (Pennhurst),  the  Waiting  List  is  composed  cl 
30. 3/0  of  individuals  who  are  reported  to  be  in  the  severe  range; 
16.4%  are  reported  to  be  in  the  profound  range;  14.9%  of  the  in- 
dividuals on  this  school’s  Waiting  List  have  no  information  re- 
corded on  their  level  of  retardation 

28.2%  of  the  Waiting  List  for  School  #35  (Polk)  are  classified 
as  severely  retarded;  25.5%  are  reported  as  mildly  retarded;  and 
24.6%  of  those  o are  on  the  Waiting  List  for  this  school  have  no 
data  recorded  on  their  level  of  retardation. 

On  the  Waiting  List  for  School  #36  (Sel insgrove) , 25.2%  are 
classified  as  severely  retarded;  18.5%  are  classified  as  mildly 
retarded  while  33.87o  have  no  information  recorded  on  their  level  of 
retardation. 

The  one  individual  on  the  Waiting  List  for  School  # 37  (White 
Haven)  is  classified  as  being  moderately  retarded. 

7.2%  of  the  individuals  on  the  Waiting  List  for  School  #38 
(Western)  are  classified  as  moderately  retarded;  5.47o  are  classi- 
fied as  severely  retarded  and  84.4%  have  no  information  recorded 
on  their  level  of  retardation. 

At  School  #39  (Gresson),  27.9%  are  in  the  severe  range  of  re- 
tardation; 21.27o  are  in  the  moderate  range  of  retardation;  16.77o 
are  in  the  mild  range;  22.9%  have  no  data  recorded  on  their  level 
of  retardation. 

At  School  #31  (Ebensburg)  all  96  of  its  applicants  are  re- 
corded as  unclassified. 


6.  SCHOOL  BY  SEX  (Table  17) 

Because  of  the  differentiation  in  admission  policy  among 
some  of  the  state  schools,  such  as  School  #33  (Laurelton),  which 
admits  only  girls,  and  School  #37  (White  Haven),  which  admits  only 
boys,  these  schools  cannot  be  included  in  the  analysis  of  their 
Waiting  List  by  gender.  Aside  from  these  two  schools  there  is  no 
overall  policy  among  the  schools  that  indicates  preference  to 
males  or  females,  except  as  space  in  the  institution  permits. 
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On  an  overall  basis,  the  largest  percentage  of  males  are  con- 
tributed to  the  Waiting  List  by  five  schools,  in  the  following 
order : 


School  #34  (Pennhurst)  31.37o 
School  #35  (Polk)  18.1% 
School  #38  (Western)  16.97o 
School  #36  (Selinsgrove ) 15.4% 
School  #32  (Hamburg)  8.17o 


The  largest  percentage  of  females  are  contributed  by  the 
following  five  schools  in  this  order: 


School  #34  (Pennhurst)  26.7% 
School  #38  (Western)  16.7% 
School  #36  (Selinsgrove)  16.07o 
School  #35  (Polk)  14.4% 
School  #32  (Hamburg)  14.07o 


Again  excluding  the  two  schools.  School  #33  (Laurelton)  and 
School  #37  (White  Haven),  which  include  only  one  gender  in  their 
population,  there  are  marked  differences  in  the  proportions  of 
males  and  females  in  each  of  the  state  schools.  Schools  #35  (Polk), 
#34  (Pennhurst)  and  #39  (Gresson)  have  the  greatest  relative  pre- 
ponderance of  males  over  females  on  the  Waiting  List.  The  most 
equal  distribution  of  males  and  females  are  found  in  Schools  #32 
(Hamburg),  #36  (Selinsgrove)  and  #38  (Western). 


7.  COUNTY  BY  SCHOOL  (Table  19) 

An  analysis  of  county  by  school  can  be  found  in  Table  19. 

In  Table  19-A  it  is  indicated  how  wide  a county  cross-section 
is  to  be  found  on  the  Waiting  List  of  each  school.  Thus,  it  can  be 
seen  that  School  #36  (Selinsgrove)  has  the  widest  geographical 
cross-section  in  that  on  the  Waiting  List,  46  of  the  67  counties  of 
the  state  are  represented.  School  #37  (White  Haven),  with  the 
smallest  Waiting  List  of  one  individual,  represents  one  county  on 
its  Waiting  List;  School  # 38  (Western)  has  the  next  smallest  range 
of  geographical  representation  on  the  Waiting  List. 


8.  REGION  BY  SCHOOLS  (Table  20) 

Region  I places  most  of  its  applicants  on  the  Waiting  List  of 
School  #38  (Western),  63.7%.,  with  the  largest  portion  of  the  re- 
mainder at  School  #35  (Polk),  29.37o 

Of  the  total  applicants  in  Region  II,  81.9%  are  to  be  found  on 
the  Waiting  List  in  School  #35  (Polk),  with  the  remainder  scattered 
through  the  other  schools. 

Region  III  places  most  of  its  applicants  on  the  Waiting  List 
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at  School  #39  (Gresson),  53.2%,  with  the  remainder  at  School  #35 
(Polk),  22.57o,  and  at  School  #31  (Ebensburg),  15.37o. 

Region  IV’ s applicants  are  accepted  to  the  Waiting  List  of 
two  schools:  School  #36  (Selinsgrove) , which  has  57.77o  of  this 
Region’s  applicants,  and  School  #39  (Gresson),  which  accepts  28.4% 
of  this  Region. 

Three  schools  accept  96.5%  of  Region  V’s  applicants,  divided 
as  follows:  School  #34  (Pennhurst),  accepting  36.37o;  School  #36 
(Selinsgrove),  accepting  31.8%;  and  School  #32  (Hamburg),  accept- 
ing 28.4% 


Region  VI  places  88.9%  of  its  applicants  at  the  following 
three  schools: 

School  #34  (Pennhurst)  36.0% 

School  #36  (Selinsgrove)  28.0% 

School  #32  (Hamburg)  24.9%. 

Region  VII  places  94.4%.  of  its  applicants  on  the  Waiting  List 
on  the  lists  of  the  following  three  schools: 

School  #34  (Pennhurst)  72.0%. 

School  #32  (Hamburg)  14.0%. 

School  #36  (Selinsgrove)  8.4%. 

Region  VIII  places  94.0%.  of  its  applicants  at  the  following 
four  schools: 

School  #36  (Selinsgrove)  54.0%. 

School  #32  (Hamburg)  18.9%. 

School  #34  (Pennhurst)  12. 1%. 

School  #39  (Gresson)  9.0%. 

Table  20-A  summarizes  the  above  data  in  tabular  form. 


9.  TIME  ON  THE  WAITING  LIST  BY  SGHOOL  (Table  23) 

A.  At  School  #31  (Ebensburg),  of  the  total  applicants,  the 
majority  (62.5%)  are  on  the  Waiting  List  1-4  years.  The  same  trend 
is  true  for  both  males  and  females,  except  that  a relatively  higher 
proportion  of  females  are  on  the  Waiting  List  1-4  years  and  a rela- 
tively higher  proportion  of  males  are  found  on  the  Waiting  List 
less  than  1 year. 

At  School  #32  (Hamburg),  a majority  of  the  total  applicants 
also  tend  to  be  on  the  Waiting  List  1-4  years  (66.7%),  while  30.8% 
are  on  the  Waiting  List  less  than  1 year.  Here  a slightly  higher 
proportion  of  males  than  females  areon  the  Waiting  List  1-4  years, 
as  compared  to  those  on  the  Waiting  List  less  than  1 year. 

At  School  #33  (Laurel ton),  the  trend  is  reversed,  in  that  the 
largest  proportion  of  applicants,  66.7%o,  are  on  the  Waiting  List 
less  than  1 year,  while  33.3%  are  on  the  Waiting  List  1-4  years. 
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This  school  is  the  only  school  whose  applicants  have  been  on  the 
Waiting  List  no  more  than  4 years. 

Neither  School  #31  (Ebensburg)  or  School  #32  (Hamburg)  have 
individuals  v^o  have  been  on  the  Waiting  List  more  than  9 years; 
in  the  case  of  Ebensburg,  only  1%  has  been  on  the  Waiting  List  5-9 
years;  at  Hamburg,  only  2.5%  have  been  on  the  Waiting  List  5-9 
years . 


At  School  #34  (Pennhurst)  the  majority  of  aoplioants,  53.4% 
have  been  on  the  Waiting  List  1-4  years,  while  22.8%  have  been  on 
+:he  Waiting  List  less  than  1 year.  19.67o  have  been  on  the  Waiting 
List  5-9  years  and  4.2%  have  been  on  the  List  for  over  10  years. 

At  Pennhurse,  the  ratio  of  males  to  females  is  the  same  for  those 
who  have  been  on  the  Waiting  List  under  5 years,  as  for  those  who 
have  been  on  the  Waiting  List  over  5 years. 

At  School  #35  (Polk),  we  also  find  that  the  majority  (53.5%) 
of  the  applicants  have  been  on  the  Waiting  List  1-4  years;  20.2% 
have  been  on  the  Waiting  List  5-9  years;  17.9%  have  been  on  the 
Waiting  List  less  than  1 year;  and  8.4%  have  been  on  the  Waiting 
List  10  or  more  years.  The  differences  between  the  length  of  time 
on  the  Waiting  List  for  males  and  females  is  not  significant.  At 
Polk  the  sex  ratio  shows  no  significant  difference  for  those  on 
the  Waiting  List  under  5 years  compared  to  those  on  the  Waiting 
List  over  5 years. 

At  School  #36  (Selinsgrove ) , we  find  here,  too,  that  most  of 
the  individuals  on  the  Waiting  List  (48.8%)  have  been  on  the  List 
between  1 and  4 years;  31.47o  have  been  on  the  Waiting  List  less  than 
1 year  and  19.2%  have  been  on  the  Waiting  List  5-9  years.  Only 
6/lOths  of  17o  of  those  on  the  Waiting  List  at  this  school  have 
been  on  the  Waiting  List  10  or  more  years.  The  ratio  of  males  to 
females  on  the  Waiting  List  under  5 years  is  55:45,  whereas  the 
ratio  of  males  to  females  of  those  on  the  Waiting  List  over  5 
years  is  67:33. 

The  one  individual  on  the  Waiting  List  at  School  #37  (White 
Haven)  has  been  on  the  Waiting  List  5-9  years. 

At  School  #38  (Western),  92.6%  of  those  on  the  Waiting  List 
have  been  on  the  list  less  than  5 years:  47.87o  having  been  on  the 
Waiting  List  1-4  years  and  44.87o  having  been  on  the  Waiting  List 
less  than  1 year.  7.27o  have  been  on  the  Waiting  List  5-9  years 
and  2/lOths  of  i7o  of  the  individuals  on  the  Waiting  List  have  been 
on  the  list  10  or  more  years.  Here,  too,  the  ratio  of  males  to 
females  is  quite  similar  throughout  each  of  the  Time-on-Wai ting- 
List  categories.  However,  if  we  take  those  on  the  Waiting  List 
under  5 years,  compared  to  those  on  the  Waiting  List  over  5 years, 
we  find  that  the  ratio  of  males  to  females  changes  from  57:43  to 
67:33. 

At  School  #39  (Gresson),  43.77o  of  the  individuals  on  the 
Waiting  List  have  been  on  the  list  for  less  than  1 year;  39.6% 

have  been  on  the  Waiting  List  1-4  years;  15.3%  have  been  on  the 
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Waiting  List  5-9  years  and  1 . 47o  have  been  on  the  Waiting  List 
10  or  more  years.  The  only  significant  sex  differences  are  to  be 
found  in  those  who  have  been  on  the  Waiting  List  less  than  5 years, 
as  compared  with  those  who  have  been  on  the  Waiting  List  more  than 
5 years;  for  tho*  under  5 years  the  proportion  is  approximately 
61:39,  whereas  the  ratio  for  those  on  the  Waiting  List  5 years  or 
more  is  78:22. 

B.  Analyzing  for  each  category  of  time-on-Waiting  List,  we 
obtain  the  following  results: 

Of  those  on  the  Waiting  List  less  than  1 year: 

24.9%  are  on  the  List  at  School  #38  (Western); 

22.1%  are  on  the  List  at  School  #34  (Pennhurst); 

16.2%  are  on  the  List  at  School  #36  (Selinsgrove) ; 

10.7%  are  on  the  List  at  School  #32  (Hamburg); 

9.8%  are  on  the  List  at  School  #35  (Polk); 

9.5%  are  on  the  List  at  School  #39  (Gresson). 

The  remainder  of  those  in  this  category  is  at  2 of  the 
other  schools  (School  #31  and  School  #33). 

For  those  on  the  Waiting  List  1-4  years: 

30.1%  are  on  the  List  at  School  #34  (Pennhurst); 

17.070  are  on  the  List  at  School  #35  (Polk); 

15.4%  are  on  the  List  at  School  #38  (Western); 

14.670  are  on  the  List  at  School  #36  (Selinsgrove): 

13.5%  are  on  the  List  at  School  #32  (Hamburg). 

The  remainder  in  this  category  is  at  3 of  the  other 
schools  (Schools  #31,  #33  and  #39). 

For  those  on  the  Waiting  List  5-9  years: 

39.3%  are  on  the  List  at  School  #34  (Pennhurst); 

22.870  are  on  the  List  at  School  #35  (Polk); 

20.670  are  on  the  List  at  School  #36  (Selinsgrove); 

8.3%  are  on  the  List  at  School  #38  (Western); 

6.97o  are  on  the  List  at  School  #39  (Gresson). 

The  remainder  of  those  in  this  category  is  at  3 of  the 
other  schools  (Schools  #31,  #32  and  #37). 

For  those  on  the  Waiting  List  10  years  or  more: 

49.070  are  on  the  List  at  School  #35  (Polk); 

43.870  are  on  the  List  at  School  #34  (Pennhurst). 

The  remainder  of  those  in  this  category  are  at  3 of  the 
other  schools  (Schools  #36,  #38  and  #39). 
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10.  TIME  ON  THE  WAITING  LIST  (Table  7) 


The  overall  results  of  this  analysis  indicate  that  a majority 
of  those  on  the  Waiting  List  have  been  on  the  Waiting  List  for  1-4 
years  (52.2%);  we  find  that  those  who  have  been  on  the  Waiting  List 
under  5 years  comprise  82.5%  of  those  on  the  Waiting  List.  14.7% 
of  the  applicants  on  the  Waiting  List  were  placed  on  the  list  5-9 
years  previously;  2.  87o  have  been  on  the  Waiting  List  for  10  years 
or  more. 


11.  TIMS  ON  THE  WAITING  LIST  BY  REGION  (Table  21) 

A.  The  overall  results  for  a regional  analysis  by  time  on  wait- 
ing list  indicates  that  48.9%  of  those  in  Region  I have  been  on  the 
Waiting  List  1-4  years  and  34.9%  have  been  on  the  Waiting  List  less 
than  1 year;  with  the  remainder,  16.2%  having  been  on  the  Waiting 
List  5 years  or  more. 

From  Region  II,  55.87o  have  been  on  the  Waiting  List  1-4  years, 
27.6%  have  been  on  the  Waiting  List  less  than  1 year  and  16.67o  have 
been  on  the  Waiting  List  5 years  or  more. 

In  Region  III,  40. 57c  have  been  on  the  Waiting  List  1-4  years, 
34.27o  have  been  on  the  Waiting  List  less  than  1 year  and  25.37o  have 
been  on  the  Waiting  List  5 years  or  more. 

From  Region  IV,  48.47o  of  the  applicants  have  been  on  the  Waiting 
List  1-4  years,  32.57o  have  been  on  the  Waiting  List  less  than  1 year 
and  19.1%  of  the  applicants  have  been  on  the  Waiting  List  5 years  or 
more . 


The  applicants  from  Region  V are  distributed  as  follows: 

52.07o  have  been  on  the  Waiting  List  1-4  years; 

27.57o  have  been  on  the  Waiting  List  less  than  1 year; 

20.5%  have  been  on  the  Waiting  List  5 years  or  more. 

In  Region  VI,  59.17o  have  been  on  the  Waiting  List  1-4  years, 
24.97o  have  been  on  the  Waiting  List  for  less  than  1 year  and  16.07o 
have  been  on  the  Waiting  List  for  5 or  more  years. 

52.8%  of  the  applicants  in  Region  VII  have  been  on  the  Waiting 
List  1-4  years,  28.0%  have  been  on  the  Waiting  List  for  less  than  1 
year  and  19.2%  have  been  on  the  Waiting  List  for  5 years  or  more. 

Region  VIII  is  distributed  as  follows: 

56.3%  have  been  on  the  Waiting  List  1-4  years; 

31.97o  have  been  on  the  Waiting  List  less  than  1 year; 

11.8%  have  been  on  the  Waiting  List  5 years  or  more. 

B.  Of  those  who  have  been  on  the  Waiting  List  for  less  than 
1 year,  30.07o  come  from  Region  VII  and  30.27o  come  from  Region  I. 
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For  those  who  have  been  on  the  Waiting  List  L-4  years:  32.9% 
come  from  Region  VII  and  27.6%  come  from  Region  I. 

For  those  who  have  been  on  the  Waiting  List  5-9  years:  35.8% 
come  from  Region  VII  and  23.67o  come  from  Region  I. 

For  the  96  individuals  who  have  been  on  the  Waiting  List  10 
or  more  years:  34  (or  35.5%)  come  from  Region  VII  and  27  (or 
28.17o)  come  from  Region  I. 

12.  CXDUNTy  ANALYSIS  (Table  5) 

An  analysis  of  the  contribution  to  the  Waiting  List  by  each 
county  can  be  obtained  from  Table  5.  Ihe  counties  contributing  2% 
or  more  to  the  Waiting  List  are  as  follows: 

Table  5-A 

COUNTIES  CONTRIBUTING  LARGEST  PERCENT  OF 
APPLICANTS  TO  THE  WAITING  LIST 


7©  of  Total 

% of  State’s 

County 

Waiting  List 

Population 

Allegheny 

14.7 

14.30 

Philadelphia 

19.9 

17.08 

Montgomery 

4.4 

4.87 

Delaware 

4.3 

5.20 

Dauphin 

4.3 

1.96 

Lancaster 

3.0 

2.50 

Luzerne 

3.0 

1.00 

Erie 

3.3 

2.26 

Westmoreland 

2.6 

3.14 

York 

2.0 

2.00 

Total 

61.5 

54.31 

In  total  these  10  counties  contribute  61.57©  of  the  applicants 
to  the  Waiting  List,  while  they  contribute  only  54.317©  to  the  State’s 
general  population. 

13.  COUNIY  BY  SEX  (Table  5) 

In  the  same  table  (Table  5),  it  can  be  seen  that  Erie  and 
Westmoreland  counties  have  a higher  proportion  of  males  to  females 
than  is  true  for  the  total  Waiting  List.  On  the  other  hand,  Berks, 
Dauphin  and  Lackawanna  Counties  have  a higher  proportion  of  females 
on  the  Waiting  List  than  is  true  for  the  general  Waiting  List. 

These  figures  only  take  into  consideration  those  counties  who  have 
more  than  65  applicants  on  the  Waiting  List. 
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14.  COUNTY  BY  AGE  (Table  11) 


In  Table  11  and  11-A  it  can  be  seen  that  Lackawanna  County 
has  the  Tilghest  percent  of  applicants  under  age  5 (43.97o).  Bucks 
(36.9%),  Delaware  (36.7%),  Lackawanna  (34.9%)  and  Erie  (32.7%) 
have  the  largest  number  of  applicants  in  the  5-9  age  range.  In 
the  10-14  age  group,  Bucks  leads  with  28.67o  followed  by  Westmore- 
land (25.8%)  and  Delaware  (25.2%).  For  those  age  15  and  above, 
Dauphin  (49.47o),  Lancaster  (44.5%),  Lehigh  (40.07o)  and  Bucks  (36.9%) 
lead  in  this  category. 

Table  11-A 

HIGHEST  RANKING  COUNTIES  BY  AGE  LEVELS 


County 

To  4 yrs. 

5-9  yrs. 

10-14  yrs. 

15  yrs.  & over 

Lackawanna 

43 . 9% 

34.9% 

3.0% 

18.2% 

Erie 

24.8% 

32.7% 

13.3% 

29.2% 

Lehigh 

23.3% 

15.0% 

21 . 7% 

40.0% 

York 

22.3% 

28.3% 

23.8% 

25.6% 

Westmoreland 

21 . 4% 

25.8% 

25.8% 

27.0% 

Washington 

21.0% 

24.2% 

21.0% 

33 . 8% 

Allegheny 

23.2% 

29.4% 

21 . 6% 

25.8% 

Delaware 

17.7% 

36.7% 

25.2% 

20 . 4% 

Dauphin 

17.3% 

17.3% 

16.0% 

49.4% 

Mont gome ry 

17.9% 

27.2% 

22.5% 

32.4% 

Berks 

15.1% 

28.8% 

19.2% 

36 . 9% 

Bucks 

16.7% 

36 . 9% 

28.6% 

17.8% 

Lancaster 

14.9% 

19.8% 

20.8% 

44 . 5% 

15.  COUNTY  BY  RETARDATION  LEVEL  (Table  15) 

Table  15 

and  15-A 

indicate  that 

Lancaster , 

Erie  and  Delaware 

Counties  have 

the  highest  oercent  of 

applicants 

in  retardation  level 

^2  (the  mild 

range),  of 

their  total 

applicants , 

with  24.8%,  21.2% 

and  15.07o  respectively. 

Montgomery  (16.57o),  Lancaster  (13.87o)  and  Fayette  (13.47o)  Coun- 
ties have  the  largest  percent  of  their  applicants  in  retardation 
level  #3  (the  moderate  range). 

The  following  counties  rank  highest  in  the  percentage  of  their 
applicants  who  are  classified  in  retardation  level  #4  (the  severe 
range) : 


Table  15-A 


Bucks 

41 . 7% 

Delaware 

33 . 3% 

Luzerne 

36.6% 

Montgomery 

37.1% 

Philadelphia 

40.8% 

York 

41 . 8% 
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In  retardation  level  #5  (the  profound  range),  the  counties 
ranking  highest  are: 

Table  15-A  (continued) 


Philadelphia 

16.0% 

Lackawanna 

17.9% 

Berks 

16.0% 

Dauphin 

14.6% 

Luzerne 

17.3% 

In  the  unclassified  and  unreported  group  of  applicants,  the 
following  counties  lead: 

Table  15-A  (continued) 


Washington  80.7% 
Westmoreland  61.7% 
Lackawanna  46.27o 
Fayette  59.67o 
Dauphin  45.17o 
Allegheny  72.7% 
Beaver  66.77o 


16.  TIME  ON  WAITING  LIST  BY  R5TARDATION  LEVEL 

A.  Table  25  and  25-A  indicate  that  86.97o  of  those  in  category 
6 and  ? have  been  on  the  Waiting  List  less  than  5 years.  Thus  it 
appears  that  it  is  the  more  recently  placed  applicants  on  the  Wait- 
ing List  who  are  either  undiagnosable  or  for  whom  diagnostic  facil- 
ities are  inadequate.  Conversely,  only  13.1%  of  the  applicants  in 
this  unclassified  category  have  been  on  the  Waiting  List  5 years 
or  more. 

Table  25-A 


COMPARISON  OF  TIME  ON  WAITING  LIST  FOR  TOTAL  GROUP 
WITH  APPLICANTS  IN  UNCLASSIFIED  GAT'EGORIES 


Less  than 

1-4 

5-9 

10  yrs. 

1 year 

yrs. 

yrs . 

& over 

Total 

501 

559 

141 

18 

1219 

41.1% 

45.8% 

11.6% 

1.5% 

100.0% 

Thus  a higher  percentage  of  applicants  in  the  unclassified 
category  are  on  the  Waiting  List  less  than  one  year  is  true  for 
the  total  Waiting  List.  The  reverse  is  true  for  all  other  time- 
on-Waiting  List  categories. 

For  retardation  level  #1  (the  borderline  range),  80.87o  are  on 
the  Waiting  List  less  than  5 years.  For  retardation  level  #2  (the 
mild  range),  78.5%  are  on  the  Waiting  List  less  than  5 years.  For 
retardation  level  #3  (the  moderate  range),  96.7%  are  on  the  Waiting 
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List  less  than  5 years.  For  retardation  level  #4  (the  severe 
range),  84.6%  are  on  the  Waiting  List  less  than  5 years.  For  re- 
tardation level  #5  (the  profound  range),  50.5%  are  on  the  Waiting 
List  less  than  5 years. 

This  means  that  approximately  97  in  every  100  applicants  who 
are  classified  as  moderately  retarded  (retardation  level  #3)  have 
been  on  the  Waiting  List  less  than  5 years  and  about  3 in  every  100 
in  this  category  have  been  on  the  Waiting  List  5 years  or  more. 

This  ratio  of  97.3  for  retardation  level  #3  (the  moderate 
range)  is  87:13  for  the  unknown  category;  85:15  for  the  severe 
group  (retardation  level  #4),  etc.  In  retardation  level  #5  (the 
profound  group)  we  have  an  equal  number  of  applicants  who  have  been 
waiting  less  than  5 years  as  those  who  have  been  waiting  more  than 
5 years. 

B.  Looking  at  each  time-on-the-Waiting-List  category,  we  find 
the  following: 

For  those  on  the  Waiting  List  less  than  1 year: 

48.8%  have  no  classification  recorded 

21.07o  are  in  retardation  level  #4  (severe  range) 

15.8%  are  in  retardation  level  #3  (moderate  range) 


Comparable  figures  for  those  waiting  1-4  years  indicate  that: 


31.67o  are  in  the  unclassified  category 

32.0%  are  in  retardation  level  #4  (severe  range) 

16.0%  are  in  retardation  level  tfl  (mild  range) 


In  the  5-9  year  category; 


28.47o  are 

26.270  are 
25.6%  are 

16.270  are 


in  the  unclassified  category 
in  the  retardation  level  #5  (profound  range) 
in  retardation  level  #4  (severe  range) 
in  retardation  level  #2  (mild  range) 


For  those  on  the  Waiting  List  10  years  and  over: 


19.0%  are 
32. 7%  are 
25.2%  are 
18.9%  are 


in  the  unclassified  category 
in  retardation  level  #5  (profound  range) 
in  retardation  level  #2  (mild  range) 
in  retardation  level  #4  (severe  range) 


Of  those  on  the  Waiting  List  5 years  or  over,  we  find  that  27.3% 
are  in  retardation  level  #5  (profound  range);  26.97o  are  in  the  un- 
classified category;  2k. 6%  are  in  retardation  level  #4  (severe  range) 
and  17.67o  are  in  retardation  level  ff2  (mild  range). 


Thus  the  percent  of  those  in  the  unclassified  group  is  inversely 
related  to  the  length  of  time  on  the  Waiting  List;  that  is,  the 
longer  the  time  on  the  Waiting  List,  the  lower  the  percent  of  appli- 
cants . 
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For  retardation  level  #5  (profound  range),  there  is  a direct 
relationship  between  time -on -Waiting  List  and  the  percent  of  appli- 
cants, with  a marked  jump  in  percentage  for  those  on  the  Waiting 
List  above  5 years  or  longer. 

For  retardation  level  #4  (severe  range),  there  is  a slight 
increase  with  the  length  of  time  on  waiting  list  up  to  5 years, 
followed  by  a drop  in  percentage  of  those  on  the  Waiting  List  5 
years  or  more. 

Retardation  level  #3  (moderate  range)  shows  a consistent 
inverse  relationship  between  length  of  time  on  Waiting  List  and 
percent  of  applicants  in  this  category. 

Retardation  level  #2  (mild  range)  shows  a consistent  direct 
relationship  between  length  of  time  on  Waiting  List  and  the  per- 
cent of  applicants  in  this  category. 

Retardation  level  #1  (borderline  range), with  the  smallest 
number  of  individuals,  shows  a tendency  towards  stability,  regard- 
less of  the  length  of  time  on  the  Waiting  List. 


17.  SEX  BY  TIME  ON  WAITING  LIST  (Table  24) 

A comparison  of  the  length  of  time  on  the  Waiting  List  for 
the  males  and  females  shows  a fairly  steady  increase  in  the  per- 
centage of  males  as  the  length  of  time  on  the  Waiting  List  in- 
creases up  through  the  5-9  year  category  on  the  Waiting  List;  for 
those  on  the  Waiting  List  over  10  years,  there  is  a slight  rela- 
tive drop  in  the  proportion  of  males  over  females  on  the  Waiting 
List,  although  males  still  predominate  in  this  category,  with  a 
ratio  of  62:38. 

Combining  the  last  two  categories,  we  find  that  the  trend  is 
parallel  to  the  first  three  time-on-Waiting-List  categories  un  tDm- 
bined.  For  those  on  the  Waiting  List  less  than  5 years,  the  ratio 
of  males  to  females  is  approximately  58:42,  whereas  for  those  on 
the  Waiting  List  5 years  or  more,  the  ratio  is  65.35. 


18.  DISTRIBUTION  OF  TIME  ON  WAITING  LIST  BY  REGION  (Table  6) 

The  distribution  of  time  on  Waiting  List  by  region,  indicated 
in  Table  6,  shows  that  Region  VII  and  Region  I combined  comprise 
approximately  56%  of  the  Waiting  List. 


19.  REGION  BY  AGE  (Table  12) 

A.  In  all  regions,  the  age  group  15  years  and  over  represents 
the  largest  percentage  of  applicants,  ranging  from  30.3%  of  the 
applicants  in  Region  I to  49.5%  of  the  applicants  in  Region  III. 

Again,  consistently  for  all  regions,  the  second  most  frequent 


-901- 


age  group  is  the  5-9  age  group,  ranging  from  18.9%  of  the  appli- 
cants in  Region  III  to  26.7%  of  the  applicants  in  Region  I. 


B.  Analyzing  for  each  of  the  four  age  groups  in  Table  12,  we 
find  the  following  results:  the  highest  percentage  of  applicants 
in  all  age  groups  come  from  Region  I and  Region  VII. 


20.  REGION  BY  RETARDATION  LEVEL  (Table  16) 

A.  In  Region  I,  64.2%  of  its  applicants  are  in  the  unclassified 
Group . 

In  Region  II,  we  find  the  following  results: 

27.0%  of  the  applicants  are  in  retardation  level  #4  (severe) 
25.57o  of  the  applicants  are  unclassified. 

25.5%  of  the  applicants  are  in  retardation  level  #2  (mild) 

In  Region  III,  we  find  the  following  results: 


36.17o  of  the  applicants  are  unclassified 

24.3%)  of  the  applicants  are  in  retardation  level  #4 

16.2%  of  the  applicants  are  in  retardation  level  #3 

16.2%  of  the  applicants  are  in  retardation  level 


( sever  e) 

(moderate) 

(mild) 


In  Region  IV,  we  find  the  following  results: 

33.0%  of  the  applicants  are  unclassified 

26.8%  of  the  applicants  are  in  retardation  level  #4  (severe) 
19.1%)  of  the  applicants  are  in  retardation  level  #2  (mild) 

In  Region  V,  the  following  results  indicate  that: 


31.3%  of  the  applicants  are  in  retardation  level  #4  (severe) 
28.9%)  of  the  applicants  are  unclassified 

15.9%)  of  the  applicants  are  in  retardation  level  #5  (profound) 
In  Region  VI,  the  following  results  indicate  that: 

32.8%  of  the  applicants  are  unclassified 

25.8%o  of  the  aoplicants  are  in  retardation  level  #4  (severe) 

In  Region  VII,  the  following  results  indicate  that: 

39.7%  of  the  aoplicants  are  in  retardation  level  #4  (severe) 
20.7%o  of  the  applicants  are  unclassified. 

In  Region  VIII,  the  following  results  indicate  that: 

29.8%o  of  the  applicants  are  unclassified 

32.1%)  of  the  applicants  are  in  retardation  level  #4  (severe) 
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B,  Analyzing  the  Regions  by  retardation  level,  we  find  that 
in  retardation  level  #1  (the  borderline  range),  Regions  VI  and  VII 
each  have  30.8%  of  the  applicants  in  this  category 

In  retardation  level  ftl  (the  mild  range),  Region  VII  has  30.2% 
of  the  applicants,  Region  I has  20.37o  of  the  applicants  and  Region 
II  has  17.1%  of  the  applicants. 

In  retardation  level  #3  (the  moderate  range).  Region  VII  has 
32.87o  of  the  applicants  and  Region  I has  19.77o  of  the  applicants; 
Region  VIII  and  Region  II  have  12.87o  and  12.27o  of  the  applicants 
respectively. 

In  retardation  level  #4  (the  severe  range),  Region  VII  has  46.47o 
of  the  applicants  and  Regions  VIII  and  I have  11.5%  of  the  applicants. 

In  retardation  level  #5  (the  profound  range).  Region  VII  has 
47.47o  of  the  applicants;  Region  VIII  has  lO.lVo;  and  Region  I has 
10.5%  of  the  applicants  in  this  category. 

In  retardation  level  #6  (the  unclassified  group).  Region  I has 
45.8%  of  the  applicants  and  Region  VII  has  18.7%  of  the  applicants 
in  this  category.  The  lowest  ranking  region  in  this  category  is 
Region  III,  with  only  3.37o  of  the  applicants  unclassified;  also  low 
in  this  respect,  are  Region  V (4.7*^,  Region  IV  (6.07o)  and  Region  VI 
(6.1%). 


21.  RI^GION  BY  SEX  (Table  18) 

There  appear  to  be  no  significant  differences  in  the  male  to 
female  ratio  (58:42)  from  region  to  region.  Region  II  has  the 
largest  proportion  of  males  to  females  (63:37)  and  Region  VI  has  the 
most  nearly  equal  distribution  of  males  to  females  (53:47). 
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SUMMARY  OF  FINDINGS 


AGE  AND  SEX 


The  median  age  range  for  those  on  the  Waiting  List  is  10-14 
years.  42%  of  the  applicants  are  below  10  years  of  age;  64%  are 
below  15  years  of  age;  827o  are  below  20  years  of  age,  91%  below 
30  years  of  age,  and  96%  below  40  years  of  age.  The  peak  of  ap- 
plicants is  reached  below  age  10;  beginning  at  ages  15-19  there 
is  a steady  descent  in  number  of  applicants,  which  is  accelerated 
after  age  19.  Ihe  descent  in  number  of  applicants  is  more  gradual 
after  age  24. 

Males  predominate  over  females  through  all  ages  on  the  Waiting 
List  in  the  proportion  of  58:42.  Only  in  the  age  ranges  35-39 
(where  the  ratio  is  46:54)  and  50-54  (where  the  ratio  is  39:61),  do 
females  show  a predominance.  Before  this  age  the  most  nearly  equal 
sex  distribution  is  found  in  the  age  range  30-34  and  in  those 
applicants  below  age  5.  In  this  latter  group  the  ratio  is  57:43, 
instead  of  the  overall  Waiting  List  ratio  of  58:42. 


AGE  AND  RETARDATION  LEVEL 

The  severely  retarded  (retardation  level  #4)  show  a consistently 
high  representation  in  the  first  10  years  of  life,  where  45%  of 
this  group  is  included;  up  through  age  19  nearly  80%  of  the  severely 
retarded  group  will  be  included.  In  the  profound  group  (retardation 
level  #5)  we  find  better  than  75%  of  the  applicants  are  below  age  20. 

The  group  that  has  the  highest  percentage  of  individuals  between 
age  5 and  19  is  the  moderately  retarded  group  (retardation  level  #3). 
807o  of  the  applicants  in  retardation  levels  3 and  4 are  under  20 
years  of  age.  The  smallest  percentage  of  applicants  under  age  20  is 
found  in  retardation  level  (the  mild  range).  The  general  trend 
of  the  first  four  levels  of  retardation  is  an  increasingly  larger 
percent  in  the  younger  age  groups  as  retardation  becomes  more  severe. 
The  least  severe  categories  of  retardation  include  the  greatest  num- 
ber of  individuals  in  their  adolescent  and  adult  years.  The  median 
retardation  level  range  for  all  applicants  below  age  14  falls  in 
retardation  level  #4  (the  severe  range). 

Through  the  first  9 years  of  life  we  find  a significantly  greater 
oercent  of  those  in  the  most  severely  retarded  categories. 


TIME  ON  WAITING  LIST 

Overall  for  the  total  Waiting  List,  30.3%  have  been  on  the  V7ait- 
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ing  List  less  than  1 year;  82.5%  have  been  on  the  Waiting  List 
less  than  5 years  and  2.8%  have  been  on  the  Waiting  List  10  or 
more  years. 

Region  I and  Region  VII  have  the  largest  percentage  of  appli- 
cants on  the  the  Waiting  List  for  all  time  categories.  Combined, 
these  two  regions  contribute  56%  of  the  Waiting  List.  Region  VII 
leads  Region  I for  all  time  categories,  except  those  on  the  Wait- 
ing List  less  than  1 year.  For  all  regions,  a majority  of  the  ap- 
plicants have  been  on  the  Waiting  List  less  than  5 years.  The 
greatest  percent  of  applicants  on  the  Waiting  List  for  the  short- 
est time  are  to  be  found  in  Regions  I,  III,  IV,  and  VIII,  in  that 
order.  The  region  with  the  greatest  percent  of  applicants  who 
have  been  on  the  Waiting  List  under  5 years  are  Regions  VIII  and  VI. 
The  regions  with  the  greatest  percent  of  applicants  on  the  Waiting 
List  over  5 years  are  Regions  III  and  II.  Regions  III  and  II  have 
the  highest  percent  of  applicants  on  the  Waiting  List  10  years  or 
more,  followed  by  Regions  VII,  I,  and  IV. 


COUNTY  ANALYSES 


Philadelphia,  Montgomery  and  Bucks  Counties  contribute  267o  of 
all  applicants  to  the  Waiting  List.  These  same  counties,  all  from 
Region  VII,  combined,  contribute  33%  of  those  on  the  Waiting  List 
5-9  years,  with  Philadelphia  covering  27.5%  of  this  total.  Phila- 
delphia and  Allegheny  Counties  have  the  largest  number  of  appli- 
cants on  the  Waiting  List  for  10  years  or  more;  these  two  counties 
lead  also  in  the  number  of  applicants  on  the  Waiting  List  5 years 
or  more.  It  should  be  noted  that  applicants  from  only  14  counties 
represent  65%  of  all  the  applicants  on  the  Waiting  List  5 years  or 
more,  and  59%  of  the  applicants  on  the  Waiting  List  10  years  or 
more . 

In  general,  we  find  that  the  counties  which  rank  low  in  ap- 
plicants on  the  Waiting  List  also  rank  low  in  patients  in  residence 
in  the  state  schools.  On  the  other  hand,  the  counties  ranking 
highest  in  applicants  on  the  Waiting  List  per  100,000  population, 
do  not  rank  high  necessarily  in  regard  to  patients  in  state  schools 
per  100,000  population. 

Half  of  the  counties  with  a population  of  500,000  or  more  have 
a higher  incidence  of  applicants  on  the  Waiting  List  than  would  be 
expected  from  their  population.  Allegheny  and  Philadelphia  Counties 
combined  contribute  34.6%  of  the  applicants  on  the  Waiting  List, 
with  Philadelphia  contributing  19.9%  and  Allegheny  14.7%. 


SCHOOLS 

Pennhurst  (School  , Polk  (School  #35),  Western  (School  #38) 

and  Selinsgrove  (School  #36),  in  that  order,  lead  in  numbers  of  ap- 
plicants on  the  Waiting  List.  In  total,  these  four  schools  have 
77%  of  the  applicants  on  the  total  Waiting  List. 


-905- 


SCHOOL  AND  AGE 


For  all  age  groups,  exceot  the  young  age  grouo,  Pennhurst 
(School  #34),  leads  in  the  percent  of  applicants.  For  those  be- 
low 5,  Hamburg  (School  #32)  leads.  A school  by  school  analysis 
shows  that  three  schools.  School  #34  (Pennhurst),  School  # 35 
(Polk),  and  School  #36  (Selinsgrove) , have  a majority  of  their 
apolicants  in  the  age  group  5-19.  Twd  schools,  School  #32  (Ham- 
burg) and  School  #38  (Western)  have  a majority  of  the  applicants 
undet  -0.  School  #33  (Laurelton)  has  a majority  of  its  ap- 

plicants in  the  15-19  range,  whereas  School  #31  (Ebensburg)  has 
a majority  of  its  applicants  in  the  5-9  range  and  School  #39 
(Gresson)  has  a majority  of  applicants  in  the  under-15  age  range. 

It  should  be  noted  that  there  are  no  clearly  significant  differences 
in  age  representation  among  the  schools  beyond  age  19. 


SCHOOL  AND  RETARDATION  LEVEL 

The  largest  percent  of  applicants  on  the  Waiting  List  who  fall 
into  retardation  level  #1  (the  borderline  range)  and  retardation 
level  #2  (the  mild  range)  are  found  in  three  schools;  Pennhurst 
(School  #34),  Selinsgrove  (School  #36)  and  Laurelton  (School  #33). 

The  schools  with  the  smallest  number  in  these  categories  are: 

Hamburg  (School  #32)  and  Polk  (School  #35).  In  retardation  level 
#3  (the  moderate  range),  Pennhurst  (School  #34),  Selinsgrove 
(School  #36),  and  Polk  (School  #35)  lead.  In  retardation  level  #4 
(the  severe  range),  Pennhurst  (School  #34),  Hamburg  (School  #32) 

Polk  (School  #35),  and  Selinsgrove  (School  #36)  in  that  order.  For 
retardation  level  #5  (the  profound  range),  Pennhurst  (School  #34), 
with  50%  of  all  the  applicants  in  this  category,  leads,  followed  by 
Polk  (School  #35)  and  Hamburg  (School  #32).  For  category  # 6,  Ham- 
burg (School  #32)  and  Polk  (School  #35)  contribute  the  highest  per- 
cent. Western  (School  #38),  Selinsgrove  (School  #36)  and  Pennhurst 
(School  #34)  have  the  highest  percentages  in  the  category  which  is 
recorded  as  unclassified;  the  smallest  percent  of  patients  in  this 
category  is  found  at  Laurelton  (School  #33). 

School  #31  (Ebensburg)  has  all  of  its  cases  recorded  as  un- 
class if  ie  d . 

School  #32  (Hamburg)  has  a majority  of  its  cases  included  in 
the  first  four  ranges  of  retardation,  with  47%  in  retardation  level 
#4  (the  severe  range). 

School  # 33  (Laurelton)  has  a majority  of  its  cases  in  the  first 
two  levels,  with  40.8%  of  its  applicants  classified  in  retardation 
level  #2  (the  mild  range). 

School  #34  (Pennhurst)  has  a majority  of  its  cases  classified 
in  the  first  four  retardation  levels,  with  39.3%  of  the  cases 
classified  as  severely  retarded  (retardation  level  #4). 

School  #35  (Polk)  has  a majority  of  its  cases  classified  in  the 
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first  four  categories,  with  28%  in  category  #4  (the  severe  range) 
and  25.5%  in  category  #2  Cthe  mild  range). 

School  #36  CSelinsgrove)  has  a majority  of  its  apolicants  in 
the  first  four  categories,  with  25%  classified  in  category  #4  (the 
severe  range). 

School  #38  (Western)  has  a majority  of  its  cases,  81.9%,  re- 
corded as  unclassified. 

School  #39  (Gresson)  has  a majority  of  its  cases  classified  in 
the  first  four  categories,  woth  49.1%  included  in  categories  #3 
(the  moderate  range)  and  #4  (the  severe  range)  combined. 


SCHOOL  AND  SEX 


Excluding  the  two  schools.  School  #33  (Laurelton)  and  School 
#37  (White  Haven),  which  include  only  one  gender  in  their  popula- 
tion, there  are  marked  differences  in  the  proportions  of  males  and 
females  in  each  of  the  state  schools.  Polk  (School  #35),  Penn- 
hurst  (School  #34)  and  Gresson  (School  #39)  have  the  greatest  pro- 
portion of  males,  while  there  is  an  equal  distribution  of  males 
and  females  in  Schools  #32  (Hamburg),  #36  (Selinsgrove)  and  #38 
(Western) . 


COUNTY  AND  SCHOOL 

The  widest  geographical  cross-section  is  found  at  School  #36 
(Selinsgrove),  where  46  of  the  67  counties  of  the  Commonwealth  of 
Pennsylvania  are  represented.  Aside  from  School  #37  (White  Haven), 
which  has  only  one  person  on  the  Waiting  List,  Western  (School  #38) 
has  the  smallest  range  of  geographical  representation  of  all  the 
schools . 


REGION  AND  SCHOOL 

For  each  region  one  or  two  schools  carry  the  majority  of  the 
applicants  on  the  Waiting  List  from  that  particular  region.  Thus, 
in  Region  I,  School  #38  (Western)  maintains  a majority  of  appli- 
cants for  that  region;  in  Region  II,  Polk  (School  #35)  accepts  a 
vast  majority  of  the  applicants,  while  in  Region  III,  most  of  the 
applicants  are  found  on  the  Waiting  List  at  Gresson  (School  #39). 
Region  IV  places  a majority  of  its  applicants  on  the  Waiting  List 
at  Selinsgrove  (School  #36):  Region  V places  a majority  of  the  ap- 
plicants on  the  Waiting  List  by  combining  the  Waiting  Lists  of  any 
two  of  the  following  three  schools:  Pennhurst  (School  #34),  Selins- 
grove (School  #36)  and  Hamburg  (School  #32).  For  Region  VI,  we 
will  find  a majority  of  the  applicants  by  combining  the  Waiting 
Lists  for  any  two  of  the  same  schools  (Pennhurst,  Selinsgrove  and 
Hamburg);  Pennhurst  carries  a marked  majority  of  the  applicants 
from  Region  VII,  v^ile  Region  VIII  places  a majority  of  its  appli- 
cants on  the  Waiting  List  at  Selinsgrove  (School  #36). 
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TIME  ON  WAITING  LIST  BY  SCHOOL  AND  SEX 


At  Ebensburg  (School  #31),  Hamburg  (School  #32),  Pennhurst 
(School  #34)  and  Polk  (School  #35),  a majority  of  the  applicants 
have  been  on  the  Waiting  List  1-4  years.  At  Selinsgrove  (School 
#36),  Western  (School  #38)  and  Gresson  (School  #39)  somewhat  less 
than  a majority  (407o  to  48%)  have  been  on  the  Waiting  List  1-4 
years.  At  Laurel  ton  (School  #33)  a majority  of  the  applicants 
have  been  on  the  Waiting  List  less  than  1 year  (67%)  and  an  ap- 
preciable number  (33%)  have  been  on  the  Waiting  List  1-4  years; 
Laurelton  is  also  the  only  school  where  no  applicant  has  been  on 
the  Waiting  List  more  than  4 years. 

Again,  excluding  the  schools  that  accept  applicants  of  one 
sex  only  (Schools  #33  and  #37),  the  following  sex  differences  for 
time  on  the  Waiting  List  are  revealed.  At  Hamburg  (School  #32) 
there  is  a slightly  higher  proportion  of  males  to  females  on  the 
Waiting  List  1-4  years,  than  those  on  the  Waiting  List  less  then 
1 year;  at  Pennhurst  (School  #34)  and  Polk  (School  #35)  there  are 
no  differences  for  those  on  the  Waiting  List  under  5 years,  as  com- 
pared to  those  on  the  Waiting  List  over  5 years.  At  Selinsgrove 
(School  #36)  the  ratio  of  males  to  females  on  the  Waiting  List 
under  5 years  is  lower  than  the  ratio  of  males  to  females  on  the 
Waiting  List  over  5 years;  a similar  pattern  in  sex  ratio  is  found 
at  Western  (School  #38)  and  Cresson  (School  #39). 

Reviewing  each  time-on-Waiti ng  List  category,  we  find  that 
Western  (School  #38)  and  Pennhurst  (School  #34)  have  the  highest 
percentage  of  those  applicants  who  have  been  on  the  Waiting  List 
less  than  1 year;  that  Pennhurst  and  Polk  (School  #35)  have  the 
highest  percentage  of  those  on  the  Waiting  List  1-4  years;  that 
Pennhurst,  Polk  and  Selinsgrove  (School  #36)  have  the  highest  per- 
centage of  those  on  the  Waiting  List  5-9  years  and  Polk  and  Penn- 
hurst have  the  highest  percentage  of  those  on  the  Waiting  List  10 
years  or  more. 

Including  all  counties  contributing  2%  or  more  to  the  Waiting 
List,  10  counties,  which  comprise  54.37o  of  the  state’s  population, 
contribute  61.57o  of  the  applicants  to  the  Waiting  List. 


COUNTY  BY  SEX 


Erie  and  Westmoreland  have  the  highest  proportion  of  males  to 
females  on  their  Waiting  List  than  is  true  for  the  total  Waiting 
List;  on  the  other  hand,  Berks,  Dauphin  and  Lackawanna  Counties 
have  a higher  proportion  of  females  than  is  found  on  the  total 
Waiting  List. 


COUNTY  AND  AGE 

Lackawanna  County  has  the  highest  percentage  of  applicants 
over  age  5;  Bucks,  Delaware,  Lackawanna  and  Erie  have  the  largest 
number  of  applicants  in  the  5-9  year  age  range.  Bucks,  Westmoreland 


-908- 


and  Delaware  lead  in  the  L0-L4  age  category;  Dauphin,  Lancaster 
Lehigh  and  Bucks  lead  in  the  percent  of  applicants  over  age  15. 


COUNTY  AND  RETARDATION  LEVEL 


Lancaster,  Erie  and  Delaware  Counties  have  the  highest  per- 
centage of  their  applicants  in  retardation  level  #3  (the  mild  range) 
Montgomery,  Lancaster  and  Fayette  have  the  largest  percentage  of 
their  applicants  in  retardation  level  #3  (the  moderate  range).  The 
following  counties  rank  highest  in  the  percentage  of  applicants  who 
are  classified  in  retardation  level  4 (the  severe  range);  Bucks, 
York,  Philadelphia,  Montgomery,  Luzerne  and  Delaware.  The  counties 
ranking  highest  for  retardation  level  5 (the  profound  range)  are: 
Lackawanna,  Luzerne,  Berks,  Philadelphia  and  Dauphin.  In  the  cate- 
gory where  retardation  level  is  not  reported,  the  following  counties 
lead:  Washington,  Allegheny,  Beaver,  Westmoreland,  Fayette,  Lacka- 
wanna and  Dauphin. 


TIME  ON  WAITING  LIST  AND  RETARDATION  LEVEL 


A very  high  percent  of  those  whose  retardation  level  is  unre- 
corded have  been  on  the  Waiting  List  less  than  5 years  (86.97o). 

For  those  in  retardation  levels  1-4,  the  same  trend  appears. 

In  retardation  level  5,  however,  an  equal  number  have  been  on 
the  Waiting  List  less  than  5 years  and  more  than  5 years.  Those  in 
retardation  level  #3  have  the  highest  percent  of  individuals  who 
have  been  on  the  Waiting  List  less  than  5 years  (96.7%). 

Analysis  by  time-on-Waiting-Lis t category  shows  that,  for  those 
on  the  Waiting  List  less  than  1 year  and  those  on  the  Waiting  List 
1-4  years,  they  most  frequently  are  found  in  the  unrecorded  cate- 
gory or  in  the  severe  category.  For  those  waiting  5-9  years,  those 
in  the  unrecorded  category  and  those  in  the  profound  range  provide 
the  highest  percentages  of  applicants.  Thus,  the  percent  of  those 
in  the  unrecorded  category  is  inversely  related  to  length  of  time 
on  the  Waiting  List;  this  is  also  true  for  those  in  retardation 
level  #3  (the  moderate  range).  A direct  relationship  exists  be- 
tween time  on  Waiting  List  and  percent  of  applicants  for  those  in 
retardation  levels  5 (the  profound  range),  4 (the  severe  range)  and 
2 (the  mild  range).  Thus,  a higher  percentage  of  applicants  in  the 
unclassified  category  are  on  the  Waiting  List  less  than  one  year 
than  is  true  for  the  total  Waiting  List.  The  reverse  is  true  for 
all  other  time-on-Waiting-Lis t categories. 

SEX  AND  TIME  ON  WAITING  LIST 

For  those  on  the  VJaiting  List  less  than  5 years,  the  ratio  of 
males  to  females  is  approximately  58:42,  whereas  those  on  the  Wait- 
ing List  5 years  or  more,  the  ratio  if  65:35. 
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CONCLUSIONS  AND  RECOMMENDATIONS 


The  Waiting  List  Study  was  undertaken  to  analyze  the  charac- 
teristics of  the  applicants  on  the  Waiting  List  for  the  state 
schools  and  hospitals  in  the  Commonwealth  of  Pennsylvania. 

Because  some  of  the  data  on  the  applicants  was  not  available 
for  statistical  analysis,  including  such  factors  as  medical  and 
social  data,  the  present  study  focused  upon  seven  descriptive 
characteristics,  namely:  age,  sex,  retardation  level,  time  on 
Waiting  List,  region,  county,  and  state  school  to  which  application 
was  made.  Data  was  complete  for  all  these  characteristics,  except 
retardation  level,  which  was  absent  for  36.07o  of  the  applicants  on 
the  Waiting  List.  It  is  quite  likely  that  a fairly  high  percent- 
age of  these  applicants  would  fall  into  the  lowest  two  levels  of 
intellectual  functioning.  However,  since  no  indication  was  avail- 
able as  to  the  exact  percentage  of  applicants  that  would  fall  in 
these  categories,  no  hypothetical  assignment  of  the  unclassified 
group  was  attempted. 

The  data  available  suggests  that  the  highest  percentage  of 
those  applicants  for  whom  retardation  level  is  known  falls  in  the 
severe  range,  with  the  next  highest  frequencies  in  the  mild,  mod- 
erate and  profound  ranges,  in  that  order.  Taking  into  considera- 
tion the  unclassified  group,  it  is  quite  likely  that  the  figures 
for  the  severe  group  and  the  profound  group  are  higher,  so  that 
these  two  groups  would  probably  lead  in  frequency  of  applicants 
on  the  Waiting  List.  This  result  is  in  contrast  with  the  findings 
of  Soloyanis  (1),  who  found  in  his  survey  of  applicants  to  Polk 
State  School  that  the  highest  number  of  applicants  was  to  be  found 
in  the  moderately  retarded  group,  followed  by  the  mild,  severe  and 
borderline  groups.  Converting  his  retardation  levels  to  the  present 


classification  system 

(2) , the 

following  comparisons  were 

found : 

1965  Waiting  List 

Study (3) 

Soloya 

nis'  Study 

Range 

I.Q. 

% 

Range 

1.0. 

% 

B orderl ine 

76-8U 

. 5 

Borderline 

80  and  above 

2.5 

Mild 

55-69 

1.1 

Mild 

less  than  70 

14.9 

Mod  erate 

40-54 

17.8 

Moderate 

50-70 

23.2 

Severe 

25-39 

44.7 

Severe 

less  than  50 

11.7 

Unknown 

36.0 

Unknown 

47.7 

1.  Soloyanis 

, G.  "The 

Needs  of 

Mentally  Retar 

ded  Populations  as  re- 

fleeted  in  Waiting  List  Statistics."  American  Journal  of  Mental 
Deficiency,  60  (1959),  520-534. 

2 . A Manual  on  Terminology  and  Glassification  in  Mental  Retardation, 

monograph  supplement  to  the  American  Journal  of  Mental  Deficiency, 

64:2  (September  1961,  2nd  ed . ) . 

3.  Note:  The  following  formula  was  used  in  transformation:  Soloyanis' 
severe  group  equals  severe  + profound  + 2/3  moderate  in  the  1965 
Study;  moderate  equals  1/3  of  the  moderage  group  in  the  1965  Study; 
+ the  mild  group;  mild  + 2/3  the  borderline;  borderline  = 1/3  the 
borderline  group  in  the  1965  Study. 
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REGION  AND  AGE 


In  all  regions,  the  age  group  15  years  and  over  represents 
the  largest  percentage  of  applicants,  ranging  from  30.37o  of  the 
applicants  in  Region  I to  49.5%  of  the  applicants  in  Region  III; 
the  second  most  fr^juent  age  group  in  all  regions  is  that  between 
age  5 and  9,  ranging  from  18.9%  in  Region  III  to  26.77o  in  Region  I. 

The  highest  percentage  of  aoplicants  in  all  age  groups  comes 
from  Region  I and  Region  VII. 


REGION  AND  SEX 


There  appears  to  be  no  significant  difference  in  the  male  to 
female  ratio  from  region  to  region  despite  some  small  variations. 
Region  II  has  the  largest  proportion  of  males  to  females  (62:38) 
and  Region  VI  has  the  most  nearly  equal  distribution  of  males  to 
females  (52:48). 


REGION  AND  RETARDATION  LEVEL 


The  majority  of  applicants  in  Region  I are  in  the  unclassified 
category. 

In  Region  II  a majority  of  the  applicants  will  be  included,  if 
two  of  the  following  three  categories  are  combined:  retardation 
level  #4,  retardation  level  ^2  and  the  unclassified  category. 

In  Region  III  a majority  of  the  applicants  will  be  found  in  the 
unclassified  category,  combined  with  any  of  the  following  3 cate- 
gories: retardation  level  #4,  retardation  level  #3  and  retardation 
level  #2;  or  by  a combination  of  these  last  three  categories. 

In  Region  IV  a majority  of  the  applicants  will  be  obtained  by 
combining  those  in  the  unclassified  category  with  either  the  appli- 
cants in  retardation  level  4 or  retardation  level  2. 

In  Regions  V,  VI,  VII,  and  VIII,  a majority  of  the  applicants 
are  included  by  combining  applicants  in  retardation  level  4 with 
applicants  in  the  unclassified  category. 

Analyzing  by  retardation  level,  we  find  that  Region  VII  has 
the  highest  percentage  of  applicants  at  all  retardation  levels,  ex- 
cept the  unclassified  range,  where  Region  I leads.  In  the  unclassi- 
fied category,  Region  III  has  the  smallest  percentage  of  applicants 
followed  closely  by  Regions  V,  IV,  and  VI. 
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It  is  significant  also  to  note  that  the  percent  of  those 
unclassified  is  smaller  in  the  present  study,  although  it  is  still 
a significantly  high  number.  The  high  number  of  unclassified  ap- 
plicants in  the  present  study  seems  especially  surprising,  in  view 
of  the  regulations  requiring  that  all  applicants  have  an  established 
level  of  retardation  recorded  on  the  application  data  before  they 
can  be  accepted  on  the  Waiting  List.  Obviously,  these  regulations 
need  to  be  enforced  more  uniformly.  This  factor,  plus  the  fact  that 
there  are  many  young  applicants  to  the  Waiting  List,  suggests  strongly 
the  need  for  skilled  specialists  in  the  diagnosis  of  the  severely 
retarded  and  the  very  young  child  who  appears  to  be  retarded.  Both 
groups  often  will  produce  individuals  who  are  misdiagnosed  as  men- 
tally retarded  or  whose  mental  retardation  is  incorrectly  classified 
by  those  unfamiliar  with  the  specialized  examination  techniques  for 
the  mentally  retarded. 

The  age  figures  contained  in  this  study  do  not  coincide  with 
the  figures  in  previous  studies  cited  by  Soloyanis  or  in  Soloyanis’ 
study.  Whereas,  the  highest  percentage  of  applicants  in  the  present 
study  are  in  age  group  5-9,  previous  studies  of  prevalence  cited  by 
Soloyanis  suggest  that  the  highest  incidence  is  in  the  10-14  age 
group;  Soloyanis’  study  finds  the  highest  incidence  in  the  birth  to 
4 year  age  group.  Soloyanis  also  indicated  the  tendency  for  a de- 
crease of  applications  as  the  age  of  the  applicants  increased;  this 
finding  is  corroborated  in  the  present  study. 

Planning  based  on  the  present  Waiting  List  suggests  the  need 
for  facilities  that  are  largely  for  younger  patients,  since  nearly 
one-half  of  the  applicants  are  between  ages  5 and  14.  A majority 
of  the  applicants  are  males  in  all  age  categories;  close  to  one-half 
will  come  from  the  severe  and  mild  range,  with  nearly  twice  as  many 
coming  from  the  severe  range  as  from  the  mild  range.  A majority 
will  have  been  on  the  Waiting  List  between  one  and  four  years  and 
will  come  from  Region  VII  or  Region  I. 

For  those  presently  on  the  Waiting  List,  additional  facilities 
undoubtedly  will  have  to  be  build.  The  Waiting  List  represents  the 
need  for  one  large  institution  of  the  old  state  school  pattern  or 
three  smaller  schools  of  the  modern  type.  In  the  interim,  temporary 
regional  outpatient  facilities  for  those  in  the  moderate,  mild  and 
borderline  range  should  be  established.  Staffing  of  these  facilities 
could  be  supplemented  by  community  volunteers  assigned  by  VISTA  under 
the  Office  of  Economic  Opportunity. 


FUNCTIONS  OF  A STATE  SCHOOL 

The  Waiting  List  study  indirectly  raises  the  question  of  the 
function  of  a state  school.  Among  possible  functions  of  a state 
school  are: 

1.  To  provide  medical  and  nursing  care. 

2.  To  provide  relief  from  the  burdens  of  care  imposed  on 
the  family  of  the  severely  and  profoundly  mentally  retarded 
individual . 


-912- 


3.  Alleviation  of  a significant  community  problem  presented 
by  a mentally  retarded  individual. 

4.  Development  and  training  of  the  mentally  retarded  child 
or  adult. 

5.  To  provide  permanent  residential  care  for  the  mentally 
retarded  individual  unable  to  function  outside  of  a restrictive, 
highly  controlled  environment. 

6.  To  provide  temporary  residential  care,  treatment  and/or 
training  of  the  mentally  retarded  child  or  adult. 

It  is  apparent  that,  if  the  Waiting  List  is  to  be  reduced  and 
the  state  schools  are  to  become  more  than  a custodial  operation,  a 
re-evaluation  of  the  possible  functions  of  the  state  school  are  in- 
dicated. A searching  self-evaluation  of  the  present  state  schools 
is  likely  to  lead  to  a change  in  the  role  of  the  state  school.  This 
change  should  lead  to  a more  dynamic  concept  of  treatment  and  train- 
ing for  the  mentally  retarded,  which  will  alter  the  relationship  be- 
tween the  state  school  and  the  community  and,  at  the  same  time,  at- 
tract competent,  trained  personnel  to  meet  the  staffing  needs  of  an 
^active  rehabilitation-oriented  state  school. 

The  kinds  of  facilities  needed  will  depend  on  an  analysis  of 
the  bio-social  needs  of  the  applicants  to  the  Waiting  List  and  po- 
tential applicants  to  the  Waiting  List.  This  means  that  an  inten- 
sive effort  must  be  undertaken  to  insure  that  all  necessary  data 
for  these  decisions  are  available  on  the  applicants. 

If  the  institution  is  seen  as  having  primarily  a training, 
ameliorative  or  educational  function,  precedence  would  be  given  to 
the  individual  who  is  more  likely  to  benefit  from  such  an  environ- 
ment, namely  the  trainable  and  habilitable-rehabilitable  individual. 

On  the  other  hand,  if  the  institution  is  primarily  custodial,  prec- 
edence would  rationally,  practicably  and  of  necessity  be  given  over 
to  the  severely  and  permanently  impaired  individual.  Ideally  these 
two  functions  should  serve  each  other.  As  has  been  indicated  prev- 
iously, specialists  in  the  evaluation  of  the  young  child  and  the 
severely  retarded  are  urgently  needed.  The  Commonwealth  might  very 
well  undertake  a training  program  for  medical,  psychological  and 
educational  specialists  to  provide  personnel  for  this  purpose.  In 
the  meantime,  the  hiring  of  professional  specialists  on  a consult- 
ing basis  should  be  considered. 

From  the  data  available  it  would  seem  advisable: 

1.  To  set  up  a system  of  priorities  for  those  on  the  Waiting 
List,  based  on  such  factors  as  (a)  absence  of  other  facilities  (1)C2), 
(b)  parent  or  guardian  not  available,  and  (c)  urgent  need  for  medical 
or  psychiatric  or  educational  opportunities. 

T"!  Kramer , M.  , et . al . *'A  Method  for  Determination  of  Probabilities 
of  Stay,  Release  and  Death,....",  American  Journal  of  Mental  De- 
ficiency,  62:3,  481-495. 

2.  Centerwall,  S.  A.  & Genterwall,  W.  R. , "A  Study  of  Children  with 
Mongolism  Reared  in  the  Home  Compared  to  Those  Reared  Away  from 
the  Horae,"  Pediatrics , 25:4  (April  1960),  678-685. 
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2.  To  institute  a review  of  present  Waiting  List  date 
immediately  to  bring  it  up  to  date  and  to  validate  the  re- 
porting facts  on  the  applications. 

Thus,  it  will  be  possible  to  determine  how  many  of  those  on 
the  Waiting  List  are  still  actively  interested,  how  many  re- 
quire future  rather  than  immediate  placements  and  bow  many 
should  be  placed  on  an  inactive  Waiting  List. 

3.  To  institute  a oeriodic  review  (every  two  years)  of 
those  on  the  Waiting  List  to  assess  their  status  and  needs. 

4.  To  determine  how  (a)  family  and  home  conditions  impair 
child’s  development  and  (b)  family  and  home  conditions  impair 
normal  development  or  social  relations  of  others  in  the  family. 

In  order  to  insure  the  validity  of  the  reported  classification 
of  retardation  level,  for  example,  certain  standards  of  competence 
should  be  required  of  the  certifying  professional.  This  could  be 
accomplished  in  one  of  three  ways: 

1.  Establishment  of  outpatient  and  traveling  clinics  com- 
posed of  specifically  skilled  child  psychologists  capable  of 
testing  infants  and  the  severely  retarded  child  or  adult. 

2.  Require  examination  by  a certified  psychologist  whose 
qualifications  include  experience  and/or  training  in  the  psy- 
chological examination  of  infants  or  the  severely  retarded. 

3.  Provide  for  periodic  re-evaluation  of  applicants  on  the 
Waiting  List  to  insure  appropriate  planning  for  each  applicant’s 
treatment  and  training  or  education. 


THE  WAITING  LIST  AND  PARENTAL  GUIDANCE 


This  last  point  leads  to  another  critical  issue  that  needs  to 
be  met  in  utilizing  the  Waiting  List  as  a dynamic  tool  for  helping 
the  mentally  retarded.  We  refer  to  the  need  for  a program  of  gui- 
dance to  parents  about  community  facilities.  Parents  and  indivi- 
duals responsible  for  the  care  of  the  retardate  will  need  help  in 
locating  and  selecting  appropriate  facilities  for  each  stage  of  the 
retardate’s  development,  since  few  retardates  remain  totally  fixed 
in  their  behavioral  or  develoomental  activities.  Thus,  at  one  stage 
parents  need  help  in  developing  toilet  training,  while  at  another 
they  need  help  in  finding  appropriate  recreational  activities  for 
the  retardate.  At  each  phase  of  development,  the  parents  may  bene- 
fit from  the  assistance  of  specialists  and  conununity  facilities. 
Furthermore,  the  Comprehensive  Mental  Retardation  Plan  should  pro- 
vide for  periodic  reappraisal  of  the  need  for  institutional  care 
in  order  to  maintain  an  equitable  priority  system  for  admission 
to  the  state  schools. 

Particularly  since  the  families  of  the  less  severely  retarded 
are  more  likely  to  need  special  guidance  in  these  problems,  such 
governmental  programs,  as  those  sponsored  by  the  Office  of  Economic 
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Opportunity  might  be  utilized  to  provide  community  services  for 
the  mentally  retarded  in  the  educable  group  outside  of  our  state 
schools.  These  programs  are  appropriate  to  the  goals  of  the 
Office  of  Economic  Opportunity,  because  it  has  been  seen  that  a 
majority  of  the  mentally  retarded  in  these  categories  come  from  the 
socially  and  economically  deprived  families;  these  have  been  var- 
iously labeled  psuedo-retardates  or  ’’garden  variety  mental  defec- 
tive.” (1,2) 


DISCOURAGING  INSTITUTIONAL  PLACEMENT  OF  THE  YOUNG  CHILD 


Although  waiting  lists  may  be  long  and  there  may  be  a great 
deal  of  pressure  to  admit  a child  to  an  institutional  environment 
quite  early  in  his  life,  certain  scientific  evidence  on  this  prob- 
lem should  be  considered.  For  example,  it  is  well  known  that  the 
effect  of  institutionalization  of  the  young  child  is  often  nega- 
tive and,  in  a notable  percent  of  cases,  contributory  to  the  child’s 
death.  (3)  For  the  80%  of  the  young  children  who  survive  the  first 
six  months  of  institutionalization,  many  are  more  severely  impaired 
intellectually  than  the  comparable  child  who  has  not  been  placed  in 
an  institution  at  an  early  age.  (4) 


THE  WAITING  LIST  AND  THE  STATE  SCHOOL 

A conservative  estimate  from  the  data  on  the  Waiting  List  in- 
dicates that,  including  only  those  between  ages  5 and  25,  approxi- 
mately 15%  to  20%  of  the  applicants  are  educable;  257o  to  307o  are 
trainable,  including  those  of  all  ages.  A comparison  of  this  data 
with  the  data  on  residents  in  state  schools  indicates  that  those  on 
the  Waiting  List  include  a somewhat  lower  number  of  individuals  in 
the  educable  and  trainable  group;  the  combined  difference  between 
the  educable  and  trainable  on  the  Waiting  List  and  those  in  state 
schools  is  in  the  vicinity  of  10%.  These  figures  suggest  a need 
for  more  facilities  in  state  schools  for  those  who  are  below  the 
trainable  age,  but  at  the  same  time  greater  attention  needs  to  be 
paid  to  the  40%  to  50%  on  the  Waiting  List  who  are  capable  of  either 

1.  Baer,  M.  F.,  ’’Profile  of  Mentally  Retarded,”  Personnel  and 
Guidance  Journal,  (October  1965),  212-213. 

2.  Sarason,  S.  B,,  and  Thomas  Gladwin,  Psychological  Problems  in 
Mental  Deficiency,  3rd  ed.  New  York:  Harper,  19^9. 

3.  Kramer,  M. , et  al.,  op.  cit. 

4.  Centerwall,  S.  A.  and  Centerwall,  W.  R.,  op.  cit. 
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formal  education  or  training  in  self-care  and  limited  vocational 
activities.  Personnel  demands  could  probably  be  reduced  by  using 
the  trainable  residents  in  a well-defined  assistant  capacity  and 
by  refocusing  personnel  needs  from  a custodial  emphasis  to  a train- 
ing and  educational  emphasis  for  nearly  one-half  of  those  in  state 
schools . 

The  training  and  social  development  function  of  each  institu- 
tion should  be  applied  in  a well-structured  curriculum  of  on-the- 
job  training  for  the  trainable  and  educable  retardates.  During 
this  training  period  the  service  provided  by  the  retardate  could 
continue  to  meet  some  of  the  lower  level  staffing  needs  of  an  in- 
stitution as  it  does  at  the  present  time.  This  latter  economic 
fact  is  rarely  fully  acknowledged.  A Waiting  List,  therefore,  that 
focuses  only  on  admission  of  the  severely  or  profoundly  retarded  is 
likely  soon  to  find  itself  in  a severe  shortage  of  helping  hands  to 
run  the  institution.  The  effect  of  this  is  to  increase  the  cost 
of  operating  a large  institution,  if  the  predominant  population  re- 
quires a high  degree  of  personal  care  and  supervision.  A third 
highly  undesirable  alternate  can  occur:  the  lowering  of  standards 
of  care  in  the  absence  of  helpinghands. 

It  has  been  estimated  that  85%  of  the  mentally  retarded  have 
an  I.Q.  between  50  and  70,  placing  them  in  the  educable  group  (1); 
whereas  about  8%  are  trainable.  It  is  apparent  from  these  figures 
that  the  more  severely  retarded  are  applicants  for  the  state  schools, 
as  compared  to  the  general  population  of  the  mentally  retarded. 
However,  this  does  not  minimize  the  fact  that  40%  to  50%  of  those 
on  the  Waiting  List  are  capable  of  utilizing  education  or  training 
if  it  is  provided  to  them.  It  is  also  quite  likely  that  at  least 
25%  of  those  on  the  Waiting  List  for  state  schools  are  employable 
and  capable  of  self-support.  This  means  that,  if  the  12,000  indi- 
viduals now  in  the  state  schools  were  reviewed,  educated  and  voca- 
tionally prepared,  according  to  their  abilities,  nearly  3,000  would 
be  capable  of  discharge  and  self-support  in  the  general  community. 
Thus,  nearly  all  individuals  on  the  Waiting  List  at  the  present  time 
could  be  placed  in  one  of  the  present  state  schools.  From  an  eco- 
nomic point  of  view,  rehabilitation  and  discharge  of  those  in  state 
schools,  or  rehabilitation  and  placement  in  an  employee-resident 
status  of  the  trainable  and  educable  ^roup,  would  be  economically 
more  sound  than  construction  of  additional  facilities,  necessitated 
by  the  maintenance  of  patients  in  a dependent  position.  This  does 
not  say  anything  about  the  gains  in  human  respect  experienced  by 
the  rehabilitated  individual. 

The  fact  that  only  1%  of  the  patients  admitted  to  state  schools 
are  discharged  annually  (2)  is  reflective  of  the  lack  of  adequate 
numbers  of  trained  personnel  that  prevents  an  active  habilitation 
and  rehabilitation  program  for  the  individuals  in  our  state  schools. 
Of  necessity  perhaps,  institutions  have  had  to  take  on  a custodial 
attitude  toward  the  individuals  who  are  placed  in  their  hands.  Fur- 

1.  Baer,  M.  , op.  cit. 

2.  '’Movement  of  Resident  Patients  in  State  Schools  and  Hospitals  for 
the  Mentally  Retarded,”  Public  Welfare  Report,  Dec.  1964,  p.60. 
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thermore,  just  as  in  the  past,  when  hospitalization  for  mental  ill- 
ness often  came  too  late,  the  present  attitude  toward  state  schools 
results  in  presumption  of  the  state  school  as  a last  resort  for  the 
family  or  the  coitmunity.  The  effect  on  the  individual  placed  in  the 
institution,  as  well  as  the  effect  on  the  community,  leads  to  an  ad- 
ditional handicap  for  the  institutionalized  person  over  and  above  the 
limitations  of  his  lower  intellectual  development.  The  combined 
consequences  of  all  these  factors  is  permanency  of  institutionaliza- 
tion. Thus,  it  is  clear  that  the  Waiting  List  data  cannot  be  dealt 
with  in  isolation  and  must  be  reviewed  in  the  light  of  philosophical 
and  practical  conditions  in  our  state  schools  and  in  the  attitudes  of 
the  general  public  toward  state  schools. 


USE  OF  THE  WAITING  LIST 


Consideration  should  be  given  to  adjusting  the  rates  of  admis- 
sion of  the  schools  so  that  the  percentage  of  those  on  the  Waiting 
List  conforms  to  the  percentage  of  those  in  residence  in  the  state 
schools.  There  would  appear  to  be  no  reason  why  these  two  ratios 
should  not  be  comparable. 

Secondly,  for  those  on  the  Waiting  List  in  the  profound  cate- 
gory and  perhaps  some  of  those  in  the  severe  category,  where  the 
family  visits  are  likely  to  be  few,  consideration  might  be  given  to 
placement  at  schools  more  distant  from  the  immediate  residency  of 
the  family,  especially  when  commitment  is  urgent. 

From  the  number  of  individuals  in  the  undiagnosed  category,  it 
would  appear  that  Region  I,  of  all  the  regions,  is  in  dire  need  of 
diagnostic  facilities^  since  the  number  of  individuals  in  the  un- 
classified group  for  this  region  is  almost  double  that  of  any  other 
region,  proportionately.  If  regional  facilities  are  to  be  planned, 
based  on  the  Waiting  list  data,  we  would  need,  in  addition  to  the 
diagnostic  facilities  in  Region  I,  similar  facilities  in  most  other 
regions.  Especially  needed  are  facilities  for  the  diagnosis  of 
those  very  young  children  and  adolescents  who  appear  to  be  severely 
retarded.  In  nearly  all  areas  there  will  be  a need  for  increased 
facilities  for  those  in  the  more  severely  retarded  range,  if  the 
data  provided  on  applicants  to  the  state  schools  is  found  to  be 
valid.  At  the  same  time,  regional  data  supports  the  need  for  facil- 
ities to  provide  for  individuals  in  the  mild  and  moderate  and  bor- 
derline group,  since  these  three  groups  combined  equal  or  exceed 
those  in  the  severe  range  for  Regions  II  and  III.  For  other  regions 
the  percentage  in  these  three  categories  is  between  one-half  and 
two-thirds  of  the  severely  retarded. 


THE  MEANING  OF  THE  WAITING  LIST 

A dual  attack  on  the  problems  of  the  Waiting  List  appears  to 
be  in  order: 

First,  an  analysis  of  the  applicants  on  the  Waiting  List. 
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Secondly,  a re-evaluation  of  the  present  residents  of  the 
state  schools. 

The  goal  of  these  two  analyses  would  be  to  determine: 

1.  How  many  persons  are  incorrectly  classified. 

2.  What  conditions  are  required  for  the  development  of 
the  learning  potential  of  the  applicants. 

3.  What  conditions  would  be  necessary  to  develop  their  vo- 
cational potential. 

4.  What  facilities  are  necessary  in  the  state  schools  and 
communities  to  meet  the  needs  of  the  applicants  on  the  Waiting 
List. 

The  study  of  the  residents  of  state  schools  will  serve  the  pur- 
pose of  determining  under  what  conditions  patients  presently  resid- 
ing in  state  schools  could  be  discharged.  The  results  of  such  a 
project,  which  might  be  financed  by  a federal  grant  from  the  Office 
of  Health,  Education  and  Welfare,  would  be  to  determine  how  much 
room  would  be  available  for  patients  on  the  Waiting  List  through  a 
turnover  in  the  patients  at  the  state  schools. 

If  funds  are  short  for  this  kind  of  a study,  an  analysis  of 
those  on  the  Waiting  List  five  years  or  more  might  serve  as  a fruit- 
ful beginning  to  the  comprehensive  study  of  those  individuals  who 
are  placed  on  the  Waiting  List.  Eventually,  an  up-to-date  picture 
of  those  applying  to  the  Waiting  List  should  be  available  at  least 
annually,  if  accurate  data  is  to  be  continuously  fed  into  a central- 
ized and  coordinated  data  processing  unit.  For  those  in  state 
schools  primary  focus  on  re-evaluation  should  be  given  initially 
to  those  in  state  schools  three  years  or  less; since  this  is  the 
group  that  has  not  developed  as  many  characteristics  of  apathy  and 
rigidity  as  those  institutionalized  for  a longer  time. 

Obviously,  the  patients  on  the  Waiting  List  are  not  awaiting 
admission  to  the  state  schools  for  the  same  reasons.  The  schools 
must  therefore  be  prepared  for  the  different  applicant  needs.  This 
means  schools  must  be  ready  to  accept  those  who  will  be  students  in 
an  educational  system,  trainees  in  a vocational  training  program, 
patients  requiring  medical  and  nursing  attention,  inmates  whose 
social  misbehavior  demands  control  and  custodees  v^ose  intellectual 
limitations  require  constant  protection  from  the  dangers  of  the 
environment.  The  needs  of  the  mentally  retarded  in  each  of  these 
groups  must  be  clearly  understood.  This  can  be  obtained  only  through 
increased  knowledge  that  is  sought  for  its  application  of  the  prob- 
lems of  the  mentally  retarded  individual.  Frequently,  it  is  only 
through  a longer  period  of  observation  in  a program  that  is  develop- 
mentally  oriented  that  the  individual's  true  potential  is  elicited. 
For  example,  it  has  been  found  that  a very  high  percentage  who  come 
into  the  institution  as  non -ambulatory  will , after  a short  period 
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of  time,  with  the  appropriate  stimulation  and  opportunity,  change 
their  status  from  non -ambulatory  to  ambulatory.  (1) 

One  of  the  functions  of  the  evaluation  of  the  Waiting  List 
applicants  would  be  to  ascertain  how  many  of  the  applicants  are  still 
actively  waiting  for  placement  in  a state  school  and  the  reason  for 
their  placement.  Both  the  need  for  placement  and  the  urgency  for 
placement  will  change  from  time  to  time,  becoming  more  acute  for 
some  and  unnecessary  for  others. 

PLANNING  AND  REC<»1MENDATI0NS 


When  this  study  was  first  undertaken,  a representative  survey 
of  the  Waiting  List  was  contemplated.  For  financial  reasons  this 
study  was  not  initiated.  It  still  appears,  after  an  analysis  of  the 
Waiting  List  data  available,  that  such  a survey  should  be  carried 
out.  This  study  should  include,  in  addition  to  the  factors  covered 
in  this  present  study,  medical,  social  and  educational  data,  which 
appear  to  be  lacking  or  inconsistently  available  in  the  records  of 
the  applicants  to  the  Waiting  List. 

Factors  that  are  omitted  from  the  present  study,  that  need  to 
be  included  in  a future  study,  include: 

1.  How  current  is  the  present  Waiting  List;  i.e.?  Do  those 
on  the  Waiting  List  still  require  admission  to  a state  school 
and  under  what  conditions? 

2.  What  are  the  family  or  community  circiimstances  that 
necessitate  admission  to  the  state  school? 

3.  What  are  the  goals  for  the  applicant,  if  he  is  admitted 
to  the  state  school? 

4.  How  urgent  is  the  placement  of  the  individual  applicant? 

5.  a)  What  uses  have  been  made  of  other  community  facilities? 

b)  What  community  facilities  are  needed  that  might  make 
institutionalization  unnecessary?  (2) 


I.  It  is  recommended  that  a two-year  program  be  undertaken 
with  the  goal  of  improving  the  quality  and  quantity  of  data  collec- 
tion for  individuals  applying  for  admission  to  the  state  schools. 

The  steps  in  this  program  would  be  as  follows: 

a)  Determination  of  what  data  is  missing  or  in  error. 

1.  McNett,  Ian,  ''Crib  Cases  May  Appear  Hopeless....,"  The  Challenge, 
(September-October , 1961),  4:2,  4-5. 

2.  "A  Preliminary  Proposal  to  Eliminate  Waiting  Lists  for  State  Hos- 
pitals for  the  Mentally  Retarded,"  Supplementary  Factual  Report  #2, 
Subcommittee  on  Mental  Health  Services , State  of  California,  Dec . 64 


-919- 


This  would  require  a re-examination  of  the  applicants 
to  the  Waiting  List  by  a competent  research  team.  Also, 
further  data  on  the  omissions  or  errors  in  the  information 
available  on  applicants  can  be  obtained  from  analysis  of 
the  observations,  after  a brief  period  of  residency  in  one 
of  the  state  schools.  As  has  been  suggested  previously, 
new  and  revised  understandings  of  the  retarded  individual 
are  obten  obtained  only  after  observation  in  a new,  chal- 
lenging setting.  As  a result,  application  data  may  be 
contradicted  or  modified.  This  post-admission  evaluation 
will  point  to  needs  in  data  collection  processing  for  ap- 
plicants prior  to  admission. 

b)  Enforcement  of  the  requirements  that  pre-Waiting  List 
examination  will  include  the  following: 

1.  Comprehensive  medical  examination 

2.  Functional  evaluation  of  physical  and  occupational 
abilities 

3.  Psychological  evaluation 

4.  Educational  and  developmental  profile 

5.  Social  and  family  analysis 

6.  Recommendations  in  regard  to: 

(a)  The  kind  of  program,  residential  and/or  non- 
residential  that  the  applicant  requires. 

(b)  Scheduling  of  a time  and  place  for  re-evaluation 
of  the  applicant  to  assess  progress  and  changing 
needs  with  specification  of  changes  in  the  plan, 
as  originally  outlined. 


II.  Initiation  and  maintenance  of  a well-equipped,  well-staffed 
up-to-date  electronic  data  processing  program  for  the  storage  and 
retrieval  of  the  above  data.  An  alternate  to  the  Commonwealth  main- 
taining its  own  program  would  be  to  subcontract  this  aspect  to  a 
recognized  consulting  company. 


III.  Tri-annual  re-evaluation  of  the  data  collection,  storage 
and  retrieval  process  to  correct,  modify  or  change  procedures  as 
required  to  maintain  the  optimal  effectiveness  of  the  program. 
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9 Age  of  Applicants  on  Waiting  List  by  Sex 
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10  Age  by  School 
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12  Age  by  Region 

13  Retardation  Level  by  Sex 

14  Retardation  Level  by  Schools  of  All  Applicants  on  Waiting 

List 

15  Retardation  Level  by  County 

16  Retardation  Level  by  Region 

17  Number  and  Percent  of  Male  and  Female  Applicants  on  Waiting 

List  for  Each  School 

18  Applicants  on  Waiting  List  by  Region  and  Sex 

19  School  by  County 

19- A  Number  of  Counties  Represented  on  Each  State  School’s 

Waiting  List 

20  Sex  by  School  by  Region 

20- A  Regional  Waiting  Lists  by  Schools 

21  Time  on  Waiting  List  by  Region 

22  Distribution  of  Length  of  Time  on  Waiting  List  by  County 

22-A  Applicants  on  Waiting  List  5 Years  or  Longer,  by  County 

23  Length  of  Time  on  Waiting  List  by  School  and  Sex 

24  Length  of  Time  on  Waiting  List  by  Sex 

25  Length  of  Time  on  Waiting  List  by  Retardation  Level 
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Table 


L 


Age  of  Applicants 


Birth  to 


4 years 

5-9 

10-14 

15-19 

20- 

24 

25-29 

30-34 

No. 

No"!  ^ 

No.  % 

No.  ~T' 

No. 

% 

No. 

% 

~NoT  % 

550  16.3 

860  25.7 

755  22.3 

612  18.  1 

22  7 

6.7 

83 

2.  5 

74  2.1 

25th 

percentile 

range 

median 

percentile 

range 

75th 

percentile 

range 

90  th 

percentile 

range 

35-39 

40-44 

45-49 

50-54 

55-59 

60  years 
& over 

Total 

No.  % 

No. 

^0 

No. 

No. 

Jo 

No. 

^0 

No. 

No^ 

75  2.2 

46 

1.3 

34 

1.0 

36 

1.1 

15 

.4 

15 

.4 

3382  100 

95th 

percentile 

range 
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Table 
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AGE  OF  APPLICANTS 


Birth  to 


4 years 

5-9 

10-14 

15-19 

20-24 

25-  9 

30-34 

NoTT  fo 

No.  % 

No^  % 

No.  % 

"~NoI  7c 

No. 

^c 

NoT  % 

550  16.3 

860  25.7 

755  22.3 

612  18.1 

227  6.7 

83 

2.5 

74  2.1 

*_th 

25 — median 

percentile  percentile 
range  range 

percentile 

range 

- - th 

90 — 

percentile 

range 

35-39 

40-44 

45-49 

50-54 

55-59 

60  years 
& over 

Total 

No^  % 

75  "775 

fo 

45  'l'.'3 

No^  % 

'■■34  l.'O 

w.  % 

~W~T7[ 

“No^  7c 

^3 — m 

No. 

— 74 

NoT  T" 

338^  100 

percentile 

range 
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Table  lA 

CUMULATIVE  FREQUENCY  DISTRIBUTIC»}S  FOR  MALES  AND  FEMALES  COMBINED 

FC»l  EACH  AGE  GROUP 


AGE 

MALE 

FEMALE 

TOTAL 

to  4 years 

15.7 

16.9 

16.2 

to  9 years 

41.4 

40.9 

41.6 

to  14  years 

63.7 

63.4 

63.9 

to  19  years 

83.2 

80.8 

82.2 

to  24  years 

90.2 

86.9 

88.9 

to  29  years 

92.7 

89.3 

91.3 

to  34  years 

94.6 

91.9 

93.5 

to  39  years 

96.4 

94.8 

95.8 

to  44  years 

97.6 

96.4 

97.1 

to  49  years 

98.5 

97.5 

98.1 

to  54  years 

99.2 

99.1 

99.1 

to  59  years 

99.6 

99.5 

99.5 

60  years  and  above 

100.0 

100.0 

100.0 

-026- 


Table 


IB 


CUMULATIVE  FREQUENCY  DISTRIBUTIONS  FOR  MALES  AND  FE>1ALES 

SEPARATELY  BY  AGE  GROUPS 


AGE 

MALE 

FEMALE 

TOTAL 

to  4 years 

9.2 

7.0 

16.2 

to  9 years 

24.2 

17.4 

41.6 

to  14  years 

37.2 

26.7 

63.9 

to  19  years 

48.6 

33.6 

82.2 

to  24  years 

52.7 

36.2 

88.9 

to  29  years 

54.1 

37.2 

91.3 

to  34  years 

55.2 

38.3 

93.5 

to  39  years 

56.2 

39.6 

95.8 

to  44  years 

56.9 

40.2 

97.1 

to  49  years 

57.4 

40.7 

98.1 

to  54  years 

57.8 

41.3 

99.1 

to  59  years 

58.0 

41.5 

99.5 

60  years  and  above 

58.2 

41.8 

100.0 

-927- 


Tabl»  1-G 

DIFFERENCES  IN  CUMULATIVE  FREQUENCY  FOR  MALES  AND  FEMALES 

BY  AGE 


Birth 

to  4 years 

2.2 

5-9  years 

6. 8 

10-14 

years 

10.5 

15-19 

ye  ars 

15.0 

20-24 

years 

16.5 

25-29 

ye  ars 

16.9 

30-34 

years 

16.8 

35-39 

ye  ars 

16.6 

40-44 

years 

16.7 

45-49 

years 

16.7 

50-54 

ye  ars 

16.5 

55-59 

years 

16.5 

60  years  and  over 

16.4 

Mean  = 

= 14.1 

-928- 


Table 


2 


RETARDATION 

LEVEL  OF  APPLICANTS  ON  WAITING  LIST 

Retardation 
Level  * 

Total 

No.  % 

1 

52  1.6 

2 

485  14.2 

3 

360  10.7 

4 

942  27.9 

5 

325  9.6 

6 

115  3.4 

7 

1103  32.6 

Totals 

3382  100.0 

* Retardation  Level:  1 = Borderline;  2 = Mild; 

3 = Moderate;  4 = Severe;  5 = Profound; 

6 = Level  Unknown;  ? = Unknown  or  Unreported 
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Table 


2B 


CUMULATIVE  FREQUENCY  FOR  EACH  RETARDATION  LEVEL 


R.L.  1 * 

R.L.  2 R 

CO 

• 

• 

R.L.  4 

R.L.  5 

R.L.  6 

R.L.  ? 

Birth  - 4 yrs. 

1.9 

7.0 

9.2 

15.5 

16.6 

68.7 

19.5 

5-9  years 

5.8 

26.7 

30.3 

45.0 

35.5 

85.2 

52.8 

10-14  years 

31.3 

44.9 

55.0 

64.5 

56.4 

93.0 

74.6 

15-19  years 

60.7 

66.7 

81.7 

79.7 

75.3 

97.3 

86.5 

20-24  years 

74.5 

83.2 

89.4 

86.5 

84.8 

97.3 

91.0 

25-29  years 

84.3 

87.8 

91.9 

89.1 

88.1 

98.2 

92.8 

30-34  years 

92.1 

91.3 

93.0 

92.3 

90.3 

98.2 

94.5 

35-39  years 

92.1 

94.1 

96.1 

94.9 

93.6 

98.2 

96.4 

40-49  years 

98.1 

97.6 

98.6 

97.6 

96.9 

98.2 

98.4 

50-59 

98.1 

99.0 

99.7 

99.6 

98.8 

99.1 

99.7 

59  yrs.  & over 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

* Retardation 

Level:  1 = 

Borderline 

; 2 = 

Mild;  3 = 

Moderate ; 

4 = Severe; 

5 = Profound;  6 = Retarded-Level  Unknown 
? = Unknown — not  reported 


-931- 


Table 
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SEX  OF  APPLICANTS 

ON  WAITING 

LIST 

Sex 

Total 

No . % 

Male 

1978 

58.5 

Female 

1404 

41.5 

Totals 

3382 

100.0 

-932- 


Table 


4 


DISTRIBUTION 

OF  APPLICANTS  BY 

SCHOOL 

School  * 

Total 

No.  % * 

31 

96 

2.90 

32 

357 

10.60 

33 

54 

1.60 

34 

994 

29.40 

35 

560 

16.50 

36 

529 

15.60 

37 

1 

.03 

38 

569 

16.  80 

39 

222 

6.57 

Totals 

3382 

100.00 

* 31  = Ebensburg  School  and  Hospital 

32  = Hamburg  School  and  Hospital 

33  = Laurelton  School  and  Hospital 

34  = Pennhurst  School  and  Hospital 

35  = Polk  School  and  Hospital 

36  = Selinsgrove  School  and  Hospital 

37  = White  Haven  School  and  Hospital 

38  = Western  School  and  Hospital 

39  = Gresson  School  and  Hospital 


★ ★ 96 


2.90%  of  those  on  the  Waiting  List  are  on  the 
waiting  list  for  admission  to  Ebensburg  State 
School  and  Hospital 


-033- 


School 

31 

32 

33 

34 

35 

36 

37 

38 

39 


* 31 

32 

33 

34 

35 

36 

37 

38 

39 


Table  4-A 


COMPARISON  OF  APPLICANTS  ON  WAITING  LIST 
AND  RESI DENI'S  IN  STA^E  SCHOOLS 


★ 


% 

Applicants  on 
Waiting  List 


% 

Residents  in 
State  Schools 


2.90 

10.60 

1.60 

29.40 

16.50 

15.60 

.03 

16.80 

6.57 


5.10 

8.30 

7.00 

26.70 

26.80 

17.10 

4.50 

2.70 

1.80 


= Ebensburg  School  and  Hospital 
= Hambiirg  School  and  Hospital 
= Laurelton  School  and  Hospital 
= Pennhurst  School  and  Hospital 
= Polk  School  and  Hospital 
= Selinsgrove  School  and  Hospital 
= White  Haven  School  and  Hospital 
= Western  School  and  Hospital 
= Cresson  School  and  Hospital 
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Table 


5 


APPLICANTS  BY  COUNTY  AND  SEX 

(As  of  December  31,  1964) 


Male  Female 


County 

No.  TTr) 

%(3) 

No.  %C2l 

%(4) 

Total 

% 

State  Totals 

1978 

5 8.  5 

1404 

41.  5 

3382 

100.0 

1. 

Adams 

10 

66.7 

.5 

5 

33.3 

15 

2. 

Allegheny 

296 

59.0 

15.0 

207 

41.0 

14.3 

50  3 

14.7 

3. 

Armstrong 

17 

60.7 

11 

39.3 

.8 

28 

4. 

Beaver 

28 

54.9 

1.4 

22 

45.1 

50 

5. 

Bedford 

5 

3 

8 

6. 

Berks 

35 

46.7 

1.8 

38 

53.3 

2.8 

73 

2.2 

7. 

Blair 

29 

63.0 

1.5 

17 

37.0 

1.2 

46 

1.3 

8. 

Bradford 

9 

39.1 

.5 

12 

60.9 

1.0 

21 

.6 

9. 

Bucks 

46 

54.8 

2.3 

38 

45.2 

2.6 

84 

2.4 

10. 

Butler 

29 

66.0 

1.5 

15 

34.0 

1.0 

44 

1.3 

11. 

Cambria 

21 

48.8 

1.1 

21 

51.2 

1.5 

42 

1.3 

12. 

Cameron 

2 

1 

3 

13. 

Carbon 

7 

1 

8 

14. 

Centre 

10 

6 

16 

15. 

Chester 

28 

59.6 

1.4 

19 

40.4 

1.3 

47 

1.4 

16. 

Clarion 

7 

11 

18 

17. 

Clearf ield 

10 

45.4 

.5 

8 

54.6 

.8 

18 

.6 

18. 

Clinton 

4 

5 

9 

19. 

Coliunbia 

6 

5 

11 

20. 

Crawford 

30 

73.2 

1.5 

10 

26.8 

.8 

40 

1.2 

21. 

Cumberland 

19 

63.3 

1.0 

11 

36.7 

.8 

30 

.9 

22. 

Dauphin 

42 

51.2 

2.0 

33 

48.8 

2.8 

75 

2.4 

23. 

Delaware 

83 

56.5 

4.1 

64 

43.5 

4.4 

147 

4.3 

24. 

Elk 

10 

8 

1 8 

25. 

Erie 

72 

63.7 

3.6 

41 

36.3 

2.8 

113 

3.3 

26. 

Fayette 

30 

57.7 

1.5 

21 

42.3 

1.5 

51 

1.5 

27. 

Forest 

-- 

1 

1 

28. 

Franklin 

10 

5 

15 

29. 

Fulton 

2 

3 

5 

30. 

Greene 

9 

10 

19 

31. 

Huntingdon 

11 

4 

15 

32. 

Indiana 

11 

2 

13 

33. 

Jefferson 

8 

3 

11 

34. 

Juniata 

1 

1 

2 

35. 

Lackawanna 

34 

50.0 

1.7 

32 

50.0 

2.4 

66 

2.0 

36. 

Lancaster 

59 

58.4 

3.  0 

42 

41.6 

2.9 

101 

3.  0 

37. 

Lawre  nee 

18 

62.1 

1.0 

11 

37.9 

.8 

29 

.8 

38. 

Lebanon 

12 

52.2 

.6 

11 

47.8 

.8 

23 

.6 

39. 

Lehigh 

37 

61.7 

1.9 

23 

38.3 

1.6 

60 

1.8 

-935- 


Male  Female 


County 

No. 

%TTr 

%(3) 

No. 

%(4) 

Total 

% 

40.  Luzerne 

57 

54.8 

2.9 

46 

45.2 

3.2 

103 

3.0 

41.  Lycoming 

9 

34.6 

.4 

16 

65.4 

1.2 

25 

.8 

42.  McKean 

9 

6 

15 

43.  Mercer 

33 

57.9 

1.6 

24 

42.1 

1.7 

57 

1.7 

44.  Mifflin 

5 

7 

12 

45.  Monroe 

3 

4 

7 

46.  Montgomery 

96 

63.6 

4.8 

55 

36.4 

3.8 

151 

4.4 

47.  Montour 

1 

1 

2 

48.  Northampton 

23 

61.5 

1.2 

15 

38.5 

1.0 

38 

1.1 

49.  Northumberland 

28 

73.7 

1.4 

10 

26.3 

.7 

38 

1.1 

50.  Perry 

6 

2 

8 

51.  Philadelphia 

399 

59.1 

20.3 

270 

40.9 

19.3 

669 

19.9 

52.  Pike 

2 

2 

4 

53.  Potter 

2 

3 

5 

54.  Schuylkill 

13 

33.3 

.7 

26 

66.7 

1.8 

39 

1.1 

55.  Snyder 

3 

3 

6 

56.  Somerset 

9 

6 

15 

57.  Sullivan 

2 

1 

3 

58.  Susquehanna 

7 

8 

15 

59.  Tioga 

9 

4 

13 

60.  Union 

2 

1 

3 

61.  Venango 

24 

70.6 

1.2 

10 

29.4 

.7 

34 

1.0 

62.  Warren 

9 

2 

11 

63.  Washington 

28 

45.2 

1.4 

34 

54.8 

2.4 

62 

1.8 

64.  Wayne 

7 

2 

9 

65.  Westmoreland 

58 

65.2 

2.9 

31 

34.8 

2.2 

89 

2.6 

66.  Wyoming 

1 

3 

4 

67.  York 

36 

53.7 

1.8 

31 

46.3 

2.2 

67 

2.0 

(1) 

% 

of 

Males  on  County  List 

(2) 

% 

of 

Females  on  County  List 

(3) 

% 

of 

the  Total  Waiting  List 

(Males) 

(4) 

% 

of 

the  Total  Waiting  List 

(Females) 

-936- 


Table 
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DISTRIBUTION  BY  REGION 

Re$cion 

Total 

No. 

% 

I 

888 

26.3 

II 

326 

9.6 

III 

111 

3.3 

IV 

194 

5.7 

V 

201 

5.9 

VI 

225 

6.7 

VII 

1098 

32.5 

VIII 

339 

10.0 

Totals 

3382 

100.0 

-937- 


Table 
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DISTRIBUTION 

OF  TIME 

ON  WAITING 

LIST 

No. 

% 

Less  than  1 year 

102  4 

30.  3 

1-4  years 

1766 

52.  2 

5-9  years 

49  6 

14.7 

10  years  and 

over 

96 

2,8 

Totals 

33  82 

100.0 

-938- 


Age  distribution  for  any  given  retardation  level;  e.g.-^  - 3.8%  of  those  at  Mental  Retardation 
Level  are  below  5 years  of  age. 
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AGE  OF  APPLICANTS  BY  RETARDATION  LEVEL 
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Table  8 


★**  Age  distribution  for  any  given  retardation  level;  e.g.  = 5.8%  of  those  at  Mental  Retardation 
Level  1 are  from  40-49  years  of  age. 
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AGE  OF  APPLICANTS 

IN  UNCLASSIFIED 

CATEGORY 

Age 

% 

Birth  to  4 years 

215 

19.5  * 

5-9  years 

368 

33.4 

10-14  years 

241 

21.8 

15-19  years 

129 

11.7 

20-24  years 

50 

4.5 

25-29  years 

20 

1.8 

30-34  years 

19 

1.7 

35-39  years 

21 

1.9 

40-49  years 

22 

2.0 

50-59  years 

15 

1.4 

60  years  & over 

3 

.3 

Total 

1103 

100.0 

N.B,  Total  of  1103  equals  32.6%  of  those 
on  the  Waiting  List 


★ 


215 
® *^‘1103 


19.5% 
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DISTRIBUTION  OF  SEX  FOR 

EACH  AGE 

CATEGORY 

Male 

No. 

% 

Female 

No.  % 

Difference 

Total 

Birth  to  4 years 

312 

56.8 

238 

43.2 

13.6 

550 

5-9  years 

509 

59.1 

351 

40.9 

18.2 

860 

10-14  years 

440 

58.3 

315 

41.7 

16.6 

755 

15-19  years 

381 

62.6 

231 

37.4 

25.2 

612 

20-24  years 

141 

61.9 

86 

38.1 

23.8 

227 

25-29  years 

49 

59.0 

34 

41.0 

18.0 

83 

30-34  years 

38 

51.4 

36 

48.6 

2.8 

74 

35-39  years 

34 

46.1 

41 

53.9 

7.8 

75 

40-44  years 

24 

52.2 

22 

47.8 

4.4 

46 

45-49  years 

1 9 

54.5 

15 

45.5 

9.0 

34 

50-54  years 

14 

38.9 

22 

61.1 

22.2 

36 

55-59  years 

9 

57.1 

6 

42.9 

14.2 

15 

60  years  and  over 

8 

53.3 

7 

46.7 

6.6 

15 

-944- 
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AGE  OF  APPLICANTS  BY  GOUNTl' 


Birth  to 

5- 

9 

10- 

14 

15 

yrs 

4 years 

years 

years 

& over 

County 

No. 

% * 

No. 

% * 

No. 

% * 

No. 

% * 

Total 

State  Totals 

5'50  ■' 

Mtr 

' 25.7 

755 

22.3 

1. 

Adams 

3 

6 

1 

5 

15 

2. 

Allegheny 

117 

23.2 

148 

29.4 

108 

21.5 

130 

25.8 

503 

3. 

Armstrong 

5 

2 

8 

13 

50 

4. 

Beaver 

4 

11 

15 

20 

50 

5. 

Bedford 

1 

1 

2 

4 

8 

6. 

Berks 

11 

15.1 

21 

28.8 

14 

19.2 

27 

36.9 

73 

7. 

Blair 

7 

11 

6 

22 

46 

8. 

Bradford 

1 

4 

4 

12 

21 

9. 

Bucks 

14 

16.7 

31 

36.9 

24 

28.6 

15 

17.8 

84 

10. 

Butler 

5 

10 

14 

15 

44 

11. 

Cambria 

4 

8 

11 

19 

42 

12. 

Cameron 

1 

2 

0 

0 

3 

13. 

Carbon 

1 

4 

0 

3 

8 

14. 

Centre 

3 

6 

2 

5 

16 

15. 

Chester 

6 

11 

13 

17 

47 

16. 

Clarion 

2 

0 

5 

11 

18 

17. 

Clearfield 

2 

3 

2 

11 

18 

18. 

Clinton 

1 

2 

2 

4 

9 

19. 

Coltimbia 

3 

4 

2 

2 

11 

20. 

Crawford 

4 

12 

17 

7 

40 

21. 

Cumberla  nd 

3 

8 

7 

12 

30 

22. 

Dauphin 

13 

17.3 

13 

17.3 

12 

16,0 

37 

49.4 

75 

23. 

Delaware 

26 

17.7 

54 

36.7 

37 

25.2 

30 

20.4 

147 

24 

Elk 

3 

5 

4 

6 

18 

25. 

Erie 

28 

24.8 

37 

32.7 

15 

13.3 

33 

29.2 

113 

26. 

Fayette 

2 

3.9 

14 

27.4 

9 

17.7 

26 

51.0 

51 

27. 

Forest 

1 

0 

0 

0 

1 

28. 

Franklin 

3 

3 

2 

7 

15 

29. 

Fulton 

1 

1 

3 

0 

5 

30. 

Greene 

3 

3 

6 

7 

19 

31. 

Huntingdon 

3 

4 

4 

4 

15 

32. 

Indiana 

1 

1 

3 

8 

13 

33. 

Jefferson 

1 

0 

4 

6 

11 

34. 

Juniata 

0 

0 

0 

2 

2 

35. 

Lackawanna 

'’0 

43.9 

23 

34.9 

2 

3.0 

1 1 

18.2 

66 

36. 

Lancaster 

15 

14.9 

20 

19.8 

21 

20.8 

45 

44.5 

101 

37. 

Lawrence 

5 

10 

9 

5 

29 

38. 

Lebanon 

2 

5 

8 

8 

23 

39. 

Lehigh 

14 

23.3 

9 

15.0 

13 

24 

60 
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County 

Birth  to 

4 years 

No.  % 

5-9 

years 

No.  % 

10-14 

years 

No.  % 

15  yrs. 

& over 

No.  7o 

Totj 

40.  Luzerne 

12 

11.7 

19 

18.4 

15 

14.6 

57 

55.3 

103 

41.  Lycoming 

6 

4 

5 

10 

25 

42.  McKean 

1 

3 

] 

10 

15 

43.  Mercer 

5 

8.  7 

12 

21.0 

13 

27 

57 

44.  Mifflin 

2 

3 

4 

3 

12 

45.  Monroe 

1 

2 

0 

4 

7 

46.  Montgomery 

27 

17.9 

41 

27.2 

34 

22.5 

49 

32.4 

151 

47 . Montour 

0 

1 

0 

1 

2 

48.  Northampton 

6 

9 

9 

14 

38 

49.  Northxamberland 

6 

6 

10 

16 

38 

50.  Perry 

0 

1 

3 

4 

8 

51 . Phila del phia 

73 

10.8 

155 

23.2 

163 

24.4 

278 

41.6 

669 

52.  Pike 

0 

1 

1 

2 

4 

53.  Potter 

1 

1 

3 

0 

5 

54.  Schuylkill 

3 

11 

5 

20 

39 

55.  Snyder 

0 

0 

1 

5 

6 

56.  Somerset 

1 

1 

3 

10 

15 

57.  Sullivan 

0 

1 

0 

2 

3 

58.  SvLsquehanna 

1 

4 

6 

4 

15 

59.  Tioga 

2 

3 

4 

4 

13 

60.  Union 

0 

0 

0 

3 

3 

61.  Venango 

3 

12 

8 

11 

34 

62.  Warren 

1 

2 

3 

5 

11 

63.  Washington 

13 

21.0 

15 

24.2 

13 

21.0 

21 

33.8 

62 

64.  Wayne 

2 

3 

2 

2 

9 

65.  Westmoreland 

19 

21.4 

23 

25.8 

23 

25.8 

24 

27.0 

89 

66.  Wyoming 

1 

1 

1 

1 

4 

67.  York 

15 

22.3 

19 

28.3 

16 

23.8 

17 

25 . 6 

67 

* = 7o  of  applicants  by  County 

Note:  46  applicants  on  Waiting  List  could  not  be  classified  for  both  age  and 
county 
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RETARDATION  LEVEL  BY  SEX 


(As 

of  December 

.111. 

1964) 

% 

(1) 

% 

% 

Males 

Females 

Totals 

M.(2) 

F.(3) 

% (4) 

Totals 

1978 

1404 

3382 

58 

42 

R.L.  1 * 

26 

26 

52 

50 

50 

1.35 

1.85 

1. 60 

R.L.  2 

308 

177 

485 

64 

36 

19.12 

12.  60 

14.  20 

R.L.  3 

193 

167 

360 

54 

46 

10.04 

11.10 

10.70 

R.L.  4 

550 

392 

942 

58 

42 

28.60 

26.10 

27.90 

R.L.  5 

195 

130 

325 

60 

40 

10.14 

8.60 

9.60 

R.L.  6 

65 

50 

115 

57 

43 

3.38 

3.30 

3.40 

R.L.  ? 

641 

462 

1103 

58 

42 

32.47 

32.  98 

32. 50 

* Retardation  Level:  1 = Borderline;  2 = Mild;  3 = Moderate; 

4 = Severe;  5 = Profound;  6 = Level  Unknown;  ? = Unknown  or  Unreported. 

(1)  % of  Male  and  Female  at  each  Level  of  Retardation  ^ = 50.07o 

52 

(2)  % of  Males  ^o  are  classified  as  1 = Borderline  Mentally  Retarded 

rgH  = 1-35% 


(3)  % of  Females  who  are  classified  as  1=  Borderline  Mentally  Retarded 


26  _ 


14^55 


= 1.85% 


(4)  % of  Total  of  all  applicants  on  the  waiting  List  at  each  Level  of 

Retardation  52  = 

T382 
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School  **  35  School  36  School  37  School  38 
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★ 

RETARDATION  LEVEL  BY  COUNTY 


1 2 3 4 5 6 + ? 


County 

No. 

% ** 

No. 

% 

No. 

No. 

No. 

— 7o 

No. 

^ 

Tota! 

State  Totals 

52 

485 

360 

94  2 

325 

1218 

3382 

1. 

Adams 

1 

1 

4 

2 

7 

15 

2. 

Allegheny 

2 

.4 

43 

8.5 

28 

5.5 

48 

9.5 

17 

3.4 

36  5 

72.7 

503 

3. 

Arastrong 

-- 

12 

2 

3 

3 

8 

28 

4. 

Beaver 

-- 

6 

11.8 

4 

7.8 

6 

11.8 

1 

1.9 

33 

66.7 

50 

5. 

Bedford 

2 

- - 

2 

1 

3 

8 

6. 

Berks 

2 

2.7 

7 

9.3 

9 

12.0 

17 

22.7 

12 

16.0 

26 

37.3 

73 

7. 

Blair 

2 

9 

8 

11 

2 

14 

46 

8. 

Bradford 

1 

6 

2 

7 

- 

5 

21 

9. 

Bucks 

3 

3.6 

8 

9.5 

7 

8.3 

35 

41.7 

11 

13.1 

20 

23.8 

84 

10. 

Butler 

— 

8 

7 

16 

5 

8 

44 

11. 

Cambria 

1 

3 

8 

8 

3 

19 

42 

12. 

Cameron 

— 

-- 

-- 

2 

— 

1 

3 

13. 

Carbon 

-- 

2 

1 

2 

-- 

3 

8 

14. 

Centre 

— 

5 

2 

4 

— 

5 

16 

15. 

Chester 

2 

3 

7 

18 

6 

11 

47 

16. 

Clarion 

1 

7 

1 

2 

1 

6 

18 

17. 

Clearfield 

1 

1 

1 

3 

-- 

12 

18 

18. 

Clinton 

-- 

4 

2 

-- 

2 

1 

9 

19. 

Columbia 

2 

5 

1 

3 

11 

20. 

Crawford 

— 

12 

4 

14 

4 

6 

40 

21. 

Cumberland 

— 

6 

7 

9 

3 

5 

30 

22. 

Dauohin 

6 

7.3 

5 

6.1 

22 

26.9 

12 

14.6 

30 

45.1 

75 

23. 

Delaware 

3 

2.0 

22 

15.0 

12 

8.2 

49 

33.3 

16 

10.9 

45 

30.6 

147 

24. 

Elk 

— 

5 

4 

5 

1 

3 

IS 

25. 

Erie 

2 

1.8 

24 

21.2 

10 

8.8 

25 

22.1 

12 

10.6 

40 

35.  5 

113 

26. 

Fayette 

2 

3.9 

5 

9.6 

7 

13.4 

5 

9.6 

2 

3.9 

30 

59.6 

51 

27. 

Forest 

-- 

— 

-- 

— 

1 

1 

28. 

■Pranklin 

— 

1 

4 

4 

3 

3 

15 

29. 

Fulton 

— 

-- 

2 

2 

- - 

1 

5 

30. 

Greene 

— 

1 

4 

3 

1 

10 

19 

31. 

Huntingdon 

— 

4 

3 

3 

1 

4 

15 

32. 

Indiana 

3 

— 

5 

1 

3 

13 

33. 

Jefferson 

— 

2 

3 

2 

-- 

4 

11 

34. 

Juniata 

-- 

-- 

1 

-- 

-- 

1 

2 

35. 

Lackawanna 

1 

4 

6.0 

5 

7.5 

15 

22.4 

12 

17.9 

29 

46.2 

66 

36. 

Lancaster 

— 

25 

24.8 

14 

13.8 

32 

31.7 

7 

6.9 

23 

22.8 

101 

37. 

Lawrence 

1 

5 

8 

6 

2 

7 

29 

38, 

Lebanon 

-« 

-- 

4 

7 

1 

11 

23 

39. 

Lehigh 

8 

9 

4 

11 

4 

24 

40.0 

60 

-QSS- 


Table  15 


1 2 3 4 5 6+? 


County 

No. 

No. 

No. 

No. 

No. 



No. 

■““T" 

Total 

40.  Luzerne 

1 

1.0 

20 

19.2 

7 

6.7 

38 

36.6 

18 

17.3 

19 

19.2 

103 

41 . Ivcoming 

-- 

4 

1 

8 

4 

8 

25 

42.  McKean 

4 

4 

6 

-- 

1 

15 

43.  Mercer 

-- 

18 

9 

13 

6 

11 

57 

44.  Mifflin 

__ 

4 

-- 

2 

2 

4 

12 

45.  Monroe 

-- 

2 

-- 

-- 

1 

4 

7 

46.  Montgomery 

1 

.7 

18 

11.9 

25 

16.5 

56 

37.1 

12 

8.0 

39 

25.8 

151 

47.  Montour 

-- 

-- 

1 

1 

-- 

-- 

2 

48.  Northampton 

3 

2 

7 

17 

2 

7 

38 

49.  Nor thxjmber land  2 

5 

4 

7 

5 

15 

38 

50.  Perry 

-- 

1 

1 

1 

-- 

5 

8 

51.  Philadelphia 

7 

1.0 

95 

13.9 

67 

9.8 

278 

40.8 

109 

16.0 

113 

18.5 

669 

52.  Pike 

— 

-- 

2 

1 

— 

1 

4 

53.  Potter 

-- 

1 

2 

-- 

2 

5 

54.  Schuylkill 

3 

5 

3 

11 

7 

10 

39 

55.  Snyder 

1 

-- 

-- 

4 

-- 

1 

6 

56.  Somerset 

-- 

3 

2 

6 

-- 

4 

15 

57.  Sullivan 

-- 

1 

— - 

2 

— — 

— — 

3 

58.  Susquehanna 

— 

3 

3 

5 

1 

3 

15 

59.  Tioga 

-- 

3 

2 

4 

-- 

4 

13 

60.  Union 

-- 

-- 

-- 

2 

— 

1 

3 

61.  Venango 

-- 

7 

8 

11 

1 

7 

34 

62.  Warren 

3 

1 

6 

-- 

1 

11 

63.  Washington 

-- 

4 

6.4 

4 

6.4 

3 

4.9 

1 

1.6 

50 

80.7 

62 

64.  Wayne 

__ 

-- 

-- 

2 

1 

6 

9 

65.  Westmoreland 

-- 

11 

12.3 

7 

8.0 

14 

15.7 

1 

1.1 

56 

62.9 

89 

66.  Wyoming 

— 

1 

1 

2 

-- 

-- 

4 

67.  York 

1 

1.5 

9 

13.4 

8 

11.9 

28 

41.8 

5 

7.5 

16 

23.9 

67 

* Retardation  Level:  1 = Borderline;  2 = Mild;  3 = Moderate;  4 = Severe; 

5 = Profound;  6+?  = Level  Unknown 

**  % of  each  County 
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RETARDATION  LEVEL  BY  REGION 
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Table 


17 


NUMBER  PERCENT  OF  MALE  AND  FEMALE 

APPLICANTS  ON  WAITING  LIST  FOR  EACH  SCHOOL 

(As  of  December  31,  1964) 


School 

% of  School  (1) 

% on  W.L.  (2) 

7o  of  Total 

State 

Totals 

Male 

Female 

Total 

1978 

1404 

58.5 

41.5 

31 

Male 

58 

60.4 

2.9 

Female 

38 

39.6 

1.9 

Total 

2.9 

32 

Male 

160 

44.8 

8.1 

Female 

197 

55 .2 

14.0 

Total 

10.6 

33 

Male 

Female 

54 

100.0 

3.8 

Total 

1.6 

34 

Male 

620 

62.4 

31.3 

Fema le 

374 

37.6 

26.7 

Total 

29.4 

35 

Male 

357 

63.8 

18.1 

Female 

203 

36.2 

14.4 

Total 

16.5 

36 

Male 

304 

57.5 

15.4 

Female 

225 

42.5 

16.0 

Total 

15.6 

37 

Male 

1 

100.0 

.05 

Female 

-- 

-- 

Total 

1 

.03 

38 

Male 

335 

58.  9 

16.9 

Female 

234 

41.1 

16.7 

Total 

16.8 

39 

Male 

144 

65.0 

6.3 

Femal  e 

78 

35.0 

5.5 

Total 

6.57 

* 31  = Ebensburg  School  and  Hospital  (1)  e.g.  58 

32  = Hambxirg  School  and  Hospital  ^ 

33  = Laurelton  School  and  Hospital 

34  = Pennhurst  School  and  Hospital  (2)  e.g.  58 

35  = Polk  School  and  Hospital  1$7S 

36  = Selinsgrove  School  and  Hospital 

37  = White  Haven  School  and  Hospital  (3)  e.g.  96 

38  = Western  School  and  Hospital  3’382 

39  = Cresson  School  and  Hosoital 


= 60.4% 

= 2.9% 

= 2.97o  (male  & female 
combined ) 
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APPLICANTS  ON  WAITING  LIST  BY  REGION  AND  SEX 

(As  of  December  31,  1964) 

% of  Total  * % of  Rej3:ion  ** 


State  Totals 


Male 

1978 

58.5 

Female 

1404 

41.5 

Total 

3331 

33373 

-- 

Region  I 

Male 

524 

15.5 

59 

Female 

364 

10.8 

41 

Total 

“333 

3373 

733 

Region  II 

Mai  e 

206 

6.0 

63 

Female 

120 

3.6 

37 

Total 

“333 

“373 

733 

Region  III 

Male 

64 

1.9 

58 

Female 

47 

1.4 

42 

Total 

111 

"373 

T33 

Region  IV 

Male 

110 

3.4 

5 7 

Female 

84 

2.3 

43 

Total 

“134 

“377 

733 

Region  V 

Male 

108 

3.1 

54 

Female 

93 

2.8 

46 

Total 

“331 

"373 

733 

Region  VI 

Male 

118 

3.5 

53 

Female 

107 

3.2 

47 

Total 

“333 

"377 

733 

Region  VII 

Male 

652 

19.2 

60 

Female 

446 

13.3 

40 

Total 

T333 

3373 

733 

Region  VIII 

Male 

196 

5.7 

58 

Female 

143 

4.3 

42 

Total 

“333 

1373 

733 

^ e.g.  524 

35^ 


15.5% 


**  e.g. 


524 

335 


59% 
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NUMBER  OF  COUNTIES  REPRESENTED  ON  EACH 
STATE  SCHOOL’S  WAITING  LIST 


No.  of  Counties  Represented 
Name  of  School on  Waiting  List 


36 

Selinsgrove 

46 

39 

Cresson 

38 

32 

Hamburg 

37 

31 

Eben  sburg 

35 

35 

Polk 

33 

34 

Pennhur st 

29 

33 

Laurel ton 

26 

38 

Western 

9 

37 

White  Haven 

1 
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SEX  3Y  SCHOOL  3Y  REGION 


School  School 

31*  32 


Re_g. 

No. 

%** 

No. 

% 

I 

M. 

11 

2.1 

8 

1.5 

F. 

3 

.8 

5 

1.5 

T. 

~TU 

33 

33 

II 

M. 

5 

2.4 

1 

.5 

F. 

1 

.8 

2 

1.6 

T. 

6 

1.8 

~3 

3^ 

III 

M. 

10 

15.6 

1 

1.6 

F. 

7 

14.9 

1 

2.1 

T. 

~T7 

153 

~3 

33 

IV 

M. 

^ -• 

4 

3.6 

F. 

6 

7.1 

4 

4.8 

T. 

3TT 

8 

4.1 

V 

M. 

3 

2.8 

28 

26.0 

F. 

1 

1.1 

29 

31.2 

T. 

2.0 

57 

• 

00 

CM 

VI 

M. 

8 

6.8 

21 

17.8 

F. 

6 

5.6 

35 

32.8 

T. 

~TU 

33 

56 

33 

VII 

M. 

15 

2.3 

69 

10.5 

F. 

10 

2.2 

85 

19.0 

T. 

25 

2.3 

154 

T7+3 

VIII 

M. 

6 

3.0 

28 

14.3 

F. 

4 

2.8 

36 

25.2 

T. 

10 

33 

34 

183 

Tot  M. 

58 

2.9 

160 

8.1 

F. 

38 

2.7 

197 

14.0 

T. 

96 

2.9 

357 

10.6 
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No. 
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19 

5.2 

33 

33 

7 

5.7 

~7 

33 

5 

10.7 

33 

1 

1.2 

1 

~3 

1 

1.1 

1 

“33 

4 

3.7 

3 

33 

7 

1.6 

10 

7.0 

10 

33 

54 

3.9 

35 

1.6 

School 

34 

No.  % 


2 

.5 

“3 

-- 

1 

2.1 

“T 

3 

1 

.9 

5 

6.0 

~~E 

33 

46 

42.6 

27 

29.0 

3 

153 

47 

39.8 

34 

31.8 

36.0 

498 

76.4 

292 

65.5 

33 

713 

28 

14.3 

13 

9.0 

3T 

T23 

620 

31.3 

374 

26.6 

1575 

School 

35 

No.  % 


163 

31.1 

97 

26.7 

15U 

153 

172 

83.5 

95 

79.2 

117 

8T3 

16 

25.0 

9 

19.2 

31 

113 

3 

2.7 

3 

3.5 

“3 

3.1 

1 

.9 

1 

.2 

1 

.1 

••  — 

• • 

357 

18.1 

203 

14.5 

* School  31,  Ebensburg  School; 
Laurelton  School;  School  34, 


School  32,  Hamburg  School;  School  33, 
Pennhurst  School,  School  35,  Polk  School. 


★ ★ 

★ ★ ★ 


E.g.  - 
E.g  .- 


“5^  = 2.17o  of  males  in 
96 


3382 


= 2.9  of  those  on 


Region  I are  on  W.L.  for  Ebensburg  School. 
W.  L.  are  on  W.  L.  for  Ebensburg  School. 
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Table  20 


Scb  ool 


School 


School 


School 


36 

* 

37 

38 

39 

Total 

Reg. 

No. 

%** 

No. 

% 

No. 

% 

No. 

% 

No. 

I 

M. 

1 

.2 

333 

63.6 

8 

1.5 

524 

F. 

4 

1.1 

-- 

-- 

233 

64.0 

1 

.2 

364 

T. 

5 

. 6 

-- 

566 

F3T7 

1.0 

■gM 

II 

M. 

6 

2.9 

« * 

2 

1.0 

20 

9.7 

206 

F. 

3 

2.5 

-- 

-- 

-- 

-- 

12 

10.0 

120 

T. 

2.8 

-- 

-- 

.6 

32 

9.8 

'EJE 

III 

M. 

« * 

37 

57.8 

64 

F. 

1 

• 

CM 

-- 

-- 

1 

2.1 

22 

46.8 

47 

T. 

-- 

59 

'Em 

TTT 

IV 

M. 

66 

60.0 

36 

32.8 

110 

F. 

46 

54.8 

-- 

-- 

-- 

-- 

19 

22.6 

84 

T. 

112 

57.7 

— 

— 

-- 

— 

2S.4 

TW~ 

V 

M. 

29 

26.8 

1 

.9 

1 

.9 

108 

F. 

35 

37.6 

-- 

-- 

-- 

-- 

-- 

-- 

93 

T. 

64 

HTs 

1 

.5 

-- 

1 

.5 

20T 

VI 

M. 

36 

30.5 

5 

4.2 

118 

F. 

27 

25.2 

-- 

-- 

-- 

-- 

1 

.9 

107 

T. 

63 

187^ 

-- 

-- 

-- 

E 

2.7 

TIE 

VII 

M. 

52 

8.0 

17 

2.6 

652 

F. 

40 

9.0 

-- 

-- 

-- 

12 

2.7 

446 

T. 

TJ 

8.4 

-- 

-- 

— 

— 

2 . 6 

T005 

VIII 

M. 

114 

58.2 

* ^ 

20 

10.2 

196 

F. 

69 

48.3 

-- 

-- 

11 

7.7 

143 

T. 

34T0 

— 

— 

— 

— 

31 

9.0 

0T9 

Tot  M. 

304 

15.4 

1 

.05 

335 

16.9 

144 

7.25 

1978 

F. 

225 

16.0 

-- 

-- 

234 

16.7 

78 

5.6 

1404 

T. 

'ETE 

15.6 

~T 

TOO 

EKE 

TOTO 

III 

6 . 57 

★ ★★ 


* School  36,  Selinsgrove  School;  School  37,  White  Haven  School; 
School  38,  Western  School;  School  39,  Gresson  School 
1 

**  E.g.--  524  “ of  males  in  Region  I are  on  W.L.  for  Selinsgrove. 

529 

***  E.g.--„„  - = 15.67o  of  those  on  W.L.  are  on  W.L.  for  Selinsgrove 

School 
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REGIONAL  WAITING  LISTS  BY  SCHOOLS 


Region  School  % on  Waiting  List 

I 38  Western  State  School  63.3 

35  Polk  State  School  29.1 

II  35  Polk  State  School  81.3 

39  Gresson  State  School  9.7 

III  39  Gresson  State  School  59.9 

35  Polk  State  School  19.0 

31  Ebensburg  State  School  12.9 

IV  36  Selinsgrove  State  School  60.6 

39  Gresson  State  School  20.6 

32  Hamburg  State  School  4.4 

34  Pennhurst  State  School  3.2 

35  Polk  State  School  3.2 

31  Ebensburg  State  School  3.2 

V 34  Pennhurst  State  School  35.7 

36  Selinsgrove  State  School  31.3 

32  Hamburg  State  School  27.8 

VI  34  Pennhurst  State  School  35.6 

36  Selinsgrove  State  School  27.7 

32  Hamburg  State  School  24.6 

31  Ebensburg  State  School  6.1 

VII  34  Pennhurst  State  School  71.1 

32  Hamburg  State  School  13.9 

36  Selinsgrove  State  School  8.3 

VIII  36  Selinsgrove  State  School  53.2 

32  Hamburg  State  School  18.6 

34  Pennhurst  State  School  12.0 

39  Gresson  State  School  8.1 
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TIME  ON  WAITING  LIST  BY  REGION 
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DISTRIBUTI ON 

OF  LENGTH 

OF  TIME 

ON  WAITING  LIST  BY 

COUNTY 

County 

Less  than 
1 year 

1-4 

years 

5-9  10 

years  & 

yrs . 

over 

Total 

State  Totals 

1024 

1766 

49  6 

96 

3382 

1. 

Adams 

6 

8 

1 

15 

2. 

Allegheny 

187 

248 

54 

14 

503 

3. 

Armstrong 

8 

11 

7 

2 

28 

4. 

Beaver 

15 

28 

6 

1 

50 

5. 

Bedford 

4 

4 

— — 

8 

6. 

Berks 

16 

46 

9 

2 

73 

7. 

Blair 

16 

17 

12 

1 

46 

8. 

Bradford 

3 

13 

5 

— — 

21 

9. 

Bucks 

24 

40 

20 

— — 

84 

10. 

Butler 

10 

25 

7 

2 

44 

11. 

Cambria 

12 

18 

6 

6 

42 

12. 

Cameron 

1 

2 

— — 

— — 

3 

13. 

Carbon 

2 

5 

1 

-- 

8 

14. 

Centre 

4 

9 

3 

— 

16 

15. 

Chester 

17 

26 

4 

— — 

47 

16. 

Clarion 

5 

6 

6 

1 

18 

17. 

Clearfield 

11 

2 

4 

1 

18 

18. 

Clinton 

3 

4 

1 

1 

9 

19. 

Columbia 

3 

7 

1 

- - 

11 

20. 

Crawford 

10 

24 

5 

1 

40 

21. 

Cumberla  nd 

10 

16 

3 

1 

30 

22. 

Dauphin 

16 

45 

14 

— 

75 

23. 

Delaware 

54 

84 

8 

1 

147 

24. 

Elk 

7 

7 

2 

2 

18 

25. 

Erie 

28 

67 

12 

6 

113 

26. 

Fayette 

13 

31 

4 

3 

51 

27. 

Forest 

1 

- - 

_ _ 

- - 

1 

28. 

Franklin 

5 

8 

2 

— 

15 

29. 

Fulton 

2 

3 

— — 

— — 

5 

30. 

Greene 

10 

5 

4 

-- 

19 

31. 

Huntingdon 

5 

8 

2 

-- 

15 

32. 

Indiana 

3 

2 

7 

1 

13 

33. 

Jefferson 

3 

3 

4 

1 

11 

34. 

Juniata 

— 

1 

1 

— 

2 

35. 

Lackawanna 

IS 

30 

17 

1 

66 

36. 

Lancaster 

34 

58 

7 

2 

101 

37. 

La  wren  ce 

10 

16 

3 

-- 

29 

38. 

Lebanon 

7 

12 

3 

1 

23 

39. 

Lehi^ 

18 

32 

10 

— 

60 
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County 

Less  than  1-4 

1 year  years 

5-9 

years 

10  yrs. 

& over 

Tota 

40.  Luzerne 

2 6 

55 

22 

103 

41.  Lycoming 

11 

12 

2 

-- 

25 

42 . McKean 

5 

7 

2 

1 

15 

43.  Mercer 

15 

34 

6 

2 

57 

44.  Mifflin 

4 

5 

2 

1 

12 

45.  Monroe 

— 

6 

1 

— 

7 

46.  Montgomery 

55 

84 

9 

3 

151 

47.  Montour 

1 

1 

- - 

— 

2 

48.  North aupton 

13 

21 

4 

38 

49.  Northumberland 

9 

19 

10 

— 

38 

50.  Perry 

6 

1 

1 

— 

8 

51.  Philadelphia 

157 

346 

136 

30 

669 

52.  Pike 

— 

4 

-- 

— 

4 

53.  Potter 

— 

4 

1 

-- 

5 

54.  Schuylkill 

7 

23 

8 

1 

39 

55.  Snyder 

2 

3 

-- 

1 

6 

56.  Somerset 

6 

6 

2 

1 

15 

57.  Sullivan 

— 

2 

1 

-- 

3 

58.  Susquehanna 

5 

9 

1 

-- 

15 

59.  Tioga 

5 

8 

-- 

-- 

13 

60.  Union 

2 

— 

1 

— 

3 

61.  Venango 

15 

17 

2 

-- 

34 

62.  Warren 

- - 

11 

— 

— 

11 

63.  Washington 

22 

30 

9 

1 

62 

64.  Wayne 

4 

4 

1 

-- 

9 

65.  Westmoreland 

31 

39 

16 

3 

89 

66.  Wyoming 

-- 

4 

-- 

-- 

4 

67.  York 

22 

40 

4 

1 

67 
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APPLICANTS  ON  WAITING  LIST 
5 YEARS  OR  LONGER,  BY  GOUI^ 


5-9 

years 

No. 

%* 

No. 

10  yrs . 

& over 

%** 

Of  those  on  W.L 
5 years 
or  more 

No.  %*** 

Allegheny  (II) 

54 

10.9 

14 

14.6 

68 

11.5 

Blair  (III) 

12 

2.4 

1 

.2 

13 

2.2 

Bucks  (VII) 

20 

4.0 

0 

-- 

20 

3.4 

Dauohin  (VIII) 

14 

2.8 

0 

-- 

14 

2.4 

Erie  (II) 

12 

2.4 

6 

6.3 

18 

3.0 

Lackawanna  (V) 

17 

3.4 

1 

.2 

18 

3.0 

Lehigh  (VI) 

10 

2.0 

0 

-- 

10 

1.7 

Luzerne  (V) 

22 

4.4 

0 

-- 

22 

3.6 

Montgomery  (VII) 

9 

1.8 

3 

3.1 

12 

2.1 

Northumberland  (IV)IO 

2.0 

0 

-- 

10 

1.7 

Philadelphia  (VII)136 

27.5 

30 

31.3 

166 

28.1 

Washington  (I) 

9 

1.8 

1 

.2 

10 

1.7 

Westmoreland  (I) 

16 

3.2 

3 

3.1 

19 

3.2 

Total  on  W.  L. 

68.6 

59.0 

67.6 

* Percent  on  Waiting  List,  5-9  years 

**  Percent  on  Waiting  List  10  or  more  years 

★ Percent  of  those  on  Waiting  List  5 years  or  more 
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LENGTH  OF  TIME  ON  WAITING  LIST  BY  RETARDATION  LEVEL 
(As  of  December  31,  196^) 
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COUNTIES  BY  POPULATION,  APPLICANTS,  POPULATION  RANK, 
RANK  IN  STATE  SCHOOLS  AND  RANK  OF  STATE  SCHOOLS  TO  POPULATION 
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Table  26 

Applicants  M.  R.  in  M.R,  in  St. 

% of  Applicants  per  100,000  State  Schools  per 

1964  State  on  W.L.  Population  Schools  100,000  Pop 

County Population  Population  No. % No.  Rank  No.  Rank  No.  Rank 


Table 


26“A 


RANKING  OF  COUNTIES  IN  NUMBER  OF  PATIENTS  IN  STATE  SCHOOLS 

PER  rgDrOoO  POPULATION 


Rank 

Highest  Ranking 

County  Region 

Rank 

Lowest  Ranking 
County  Region 

1. 

Huntingdon 

IV 

67. 

Bucks 

VII 

2. 

Forest 

II 

66. 

Montgomery 

VII 

3. 

Cameron 

II 

65. 

Delaware 

VII 

4. 

Elk 

II 

64. 

Pike 

V 

5. 

Venango 

II 

63. 

Lebanon 

VIII 

6. 

Bedford 

III 

61. 

Centre 

IV 

7. 

Potter 

II 

61. 

Northampton 

VI 

8. 

Union 

IV 

59. 

Lehigh 

VI 

9. 

Susquehanna 

V 

59. 

Carbon 

VI 

10. 

Blair 

III 

58. 

Gumberla  nd 

VIII 

11. 

Greene 

I 

Table  26-B 

RANKING  OF  COUNTIES  IN  NUMBER  OF  APPLICANTS  ON  WAITING  LIST 

PER  100,OOT'POPULATION 


Hipest  Ranking  Lowest  Ranking 

Rank  County Regi on  Rank  County  Region 


1. 

Elk 

II 

67. 

Montour 

IV 

2. 

Huntingdon 

IV 

66. 

Carbon 

VI 

3. 

McKean 

II 

64. 

Wyoming 

V 

4. 

Sullivan 

IV 

64. 

Northampton 

VI 

5. 

Crawf  ord 

II 

64. 

Cumberland 

VIII 

5. 

Potter 

II 

62. 

Bedford 

III 

7. 

Bradford 

IV 

61. 

Chester 

VII 

8. 

Fulton 

VIII 

60. 

Bucks 

VII 

8. 

Jefferson 

II 

58. 

Union 

IV 

10. 

Erie 

II 

58. 

Monroe 

VI 

10. 

Tioga 

IV 

58. 

Delaware 

VII 

976- 


► 


I 


I.  ' 


1 


N.  MANCHESTER. 
INDIANA 


